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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF 

HEALTH 

PROFESSIONS 

402-551-0928 

COLLECT 


“I  want  a 

malpractice  carrier 
that  knows  how  to 
fiffht.  That’s  why 
I’m  with  Medical 
Protective.” 


V Medical  Protective,  fighting  tor  our 
loctors  is  our  uumber  one  prioriW  We  know 
ve’re  not  just  iusuriug  your  tiuauces.  Wie’re 
irotectiug  your  protessioual  reputation,  an 
isset  no  auiouut  of  insurance  can  replace. 
^ul  when  we  go  to  battle,  our  winning 
ecorcl  is  unsuqiassed.  The  reasons  are 
iinple. 

urst,  no  one  knows  more  about  defending 
loctors  than  we  do.  We  invented  professional 
iabibtv  insurance  90  years  ago  and  have 
leen  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
rnployed  only  the  most  experienced  and 
killed  malpractice  lawvers  in  your  area.  We 
rill  never  waver  from  tliis  commitment. 

"bird,  commitment  of  this  kind  requires 
inancial  strength  and  stability.  Witli  nearly 
. billion  dollars  in  assets  and  a continuous 
CM.  Best  A+  (Superior)  rating,  we  don’t 
lave  to  make  individual  case  decisions 
lased  on  the  bottom  line.  W'e  have  the 
inancial  clout  to  do  whatever  it  takes  to 
erve  our  doctors. 

f you  would  like  this  kind  of  aggressive 
lefense  in  your  corner,  don’t  wait.  Call  The 
dedical  Protective  Company  General  Agent 
n your  area  today. 


fw  t J CckV  P U e 81  CM  P r »/  at 

Serving  Nebraska  Physicians  Since  1949. 


Gerry  Smeader,  Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  554-9689 


Saintjoseph  surpasses  it 


The  American  College  of  Surgeons  reeommeiids 
that  surgieal  teams  and  hospitals  perform  at  least  150  open- 
heart  operations  eaeh  tear.  Saint  joseph  Hospital/  Creighton 
I'niversit)-  Medical  Center  performs  mice  as  many 
That  places  Saintjoseph 
among  the  more  experienced  heart 
surgert'  centers  in  the  region.  And 


Saintjoseph  Hospital 


Crei^lon  UniversiU'  Mediail  Center  _ 

llv  Hca)l  Spixialisl 


e^rienee  relates  to  results. 

vnien  you  admit  or  refer  patients  for  heart  care, 
know  hotv  mant’  open-heart  snigeries  a hospital  performs. 
At  Saint  Joseph/Creighton,  maintaining  high  standards 
is  a wa\'  of  life.  For  more  information 
call  1-800-642-RSVP  (Nebraska)  or 
l-800-228-RSVP(lowa). 


Not  every  hospital 
lives  UD  to  me 


open-heart  sumery 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  aikaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug,  in 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.''  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ '3-4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks, ^ 

How  Applied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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219  County  Road 
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NEBRASKA 

MEDICAL 

ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING 


LINCOLN,  NEBRASKA  68508 


(402)  474-4472 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Out 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 


The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 


We  hope  that  you  will  take  advantage  of  this  offer  that  provides  extended  benefits  to 
you.  Simply  complete  the  brief  application  on  the  reverse  side  of  this  letter 
and  return  to  FirsTier  Bank,  National  Association,  Omaha, 

Nebraska. 


Sincerely, 


Richard  A.  Ray 
Nebraska  Medic 


M.D.,  President 
Association 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101 


BOARD  OF  DIRECTORS 


RICHARD  A.  RAYMOND,  M.D.,  President  / PAUL  E.  COLLICOTT,  M.D.,  President-Elect 
ROBERT  F.  SHAPIRO,  M.D.,  Secretary-Treasurer 
DONALD  J.  PAVELKA,  M.D.  / L.  DWIGHT  CHERRY,  M.D. 

HERBERT  A.  HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  added 
benefits  package  designed  specifically  to  meet  our  members'  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 18%  A.P.R. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any  j 

Automated  Teller  Machine  bearing  the  VISA  or  ' 
Cirrus  logo.  | 

• Personalized  credit  cheques  to  access  your  credit  line  i 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/stolet  ■ 

PLUS,  a special  credit  card  protection  package. 


I I Y^S,  I accept!  Complete  this  form  and  return. 


□ INDIVIDUAL 


□ JOINT 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


Last  Name  tPkase  Pnnit 


Initial  Social  Secunt>  No. 


Telephone  No 


Zip 


FVeveni  Emplover 

Yrs. 

Mo  Salarv 

Income  from  ahmcmv.  child  support,  or  separate  maintenance  pavmenis  need  not  be  revealed  if 

Source  of  Other  liKome 

Amount 

you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment. 

Bank  uith  Checking 


Last  Name  (Please  Pnmt 


Bank  u ith  Savings 


CO-APPLICANT  (IF  JOINT  ACCOUNT) 


Cil) 


Social  Sccurit)  No 


Present  Emplme 


Business  Address,  Cii>.  Slate 


Business  Telephone 
( > 


Position 

1 Yrs  Mo 

I Mo  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  pavments  need  not  be  revealed 

Source  of  Other  Income 

Amount 

1 / 

1 

1 if  you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment 

1 

1 

TRANSFER  CURRENT  BALANCE 


Please  transfer  m\  current  hank  credit  card  balance  to  m>  FirsTier  VISA 

VISA  Account  Number 

MasterCard  Account  Number 


Bank  . 
Bank  . 


Balance  - 
Balance  - 


TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

E\eryihtng  that  I ha%e  stated  in  this  application  is  correct  to  the  best  of  my  knowledge  I understand  that  you  will  retain  this  application  whether  or  not  it  is  approved.  You  are  authorized  to  check  my  credit  and  employmcr 
history  and  to  answer  questions  about  your  credit  e.xperience  with  me. 

I understand  that  if  my  application  is  approved.  ! will  be  bound  by  all  the  terms  and  conditions  of  the  VISA  Agreement  that  will  be  sent  to  me  by  mail.  .Any  use  of  my  VISA  will  be  an  acceptance  of  the  VISA  Agreement 
and  all  its  terms  and  conditions. 


Applicant's  Signature 


Date  Co-Applicant  Signature 


Date 


AC — AP Cl CS PI APP 


CHARGES 


Annual  Percentage  Rale  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  have  25  days  from  the  billing  cycle 
closing  date  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases;  .Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  S20  per  year 


Tbe  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec.  1989. 
when  It  was  printed.  This  information  may  change  after  the  printing  date 

To  find  out  what  may  have  changed,  call  us  at  1-800-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit 
Card  Center.  PO.  Box  7.  Omaha.  NE  68101-9972 


AMA  NEWS  NOTES 

The  AMA  honored  the  American  Academy  of 
Ophthalmology  for  public  service  for  its 
project  to  provide  free  eye  care  to  the  elderly 
poor. 

George  Garcia,  M.D.,  academy  president- 
elect, accepted  the  1989  AMA  President's 
Gitation  for  Service  to  the  Public  at  the  AMA 
Interim  Meeting. 

The  National  Eye  Gare  Project  begun  in 
1986,  has  referred  more  than  140,000  patients 
for  treatment  to  more  than  7,200  participating 
ophthalmologists. 

To  be  eligible  to  participate  in  the  academy's 
program,  a person  must  be  65  or  older  and  no 
longer  have  an  ophthalmologist.  Participating 
ophthalmologists  are  recruited  by  state 
ophthalmological  societies,  and  referrals  are 
made  through  a toll-free  telephone  number. 

The  AMA  President's  Gitation  is  presented 
to  a state,  county,  or  national  specialty 
medical  association  that  has  made  a significant 
contribution  to  the  public  good  by  fostering 
the  involvement  of  physicians  in  community 
activities. 


The  Comhusker  Hotel... 

Nebraska’s 
Gathering  Place. 

The  Comhusker  Hotel  makes 
getting  together  for  any  occasion  or 
any  reason  a pleasure.  Drop  in  for 
dinner  with  the  family.  Stop  by  for 
drinks  with  friends.  Or  plan  to  have 
your  next  social  or  business  meeting 
with  us. 

You’ll  see  why  Nebraska’s 
gathering  place  is  gathering  praise. 


Goi/iAiijAei 

AND  CONFERENCE  CENTER 

333  South  I3(h  Scre«f  on  Comhusker  Square 
Ltncotn.  Nebruki  66508.  (402)  474-7474 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilon  Richard  B 

Svehla.  Omaha.  Counties:  Douglas, 
Sarpy 

Second  District:  Councilon  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass.  Lancaster. 
Otoe. 

Third  District:  Councilor:  C.T.  Frerichs, 
Beatrice.  Counties:  Gage.  Johnson 

Nemaha.  Pawnee.  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar. 
Cuming,  Dakota.  Dixon,  Knox.  Madison. 
Pierce.  Stanton,  Thurston.  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby,  M.D..  Blair.  Counties:  Boone. 
Burt,  Colfax.  Dodge.  Merrick.  Nance. 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch.  M.D..  Seward.  Counties:  Butler. 
Hamilton,  Polk.  Saunders.  Seward,  York. 
Seventh  District:  Councilor:  R.  A.  Blatny, 
M.D..  Fairbur\‘.  Counties:  Clay,  Fillmore, 
Jefferson.  Nuckolls.  Saline.  Thayer. 
Eighth  District:  Councilor  Richard  D. 
Fitch,  M.D..  O'Neill.  Counties:  Boyd, 
Brown,  Cherry.  Holt.  Keya  Paha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity. 
Grand  Island.  Counties:  Blaine.  Buffalo. 
Custer.  Dawson.  Garfield.  Grant.  Greeley. 
Hall.  Hooker.  Howard,  Loup.  Sherman, 
Thomas,  Valley.  Wheeler. 

Tenth  District:  Councilor  Charles  F.  Damico. 
M.D..  Hastings.  Counties:  Adams.  Chase. 
Dundy.  Franklin.  Frontier,  Furnas, 
Gosper.  Harlan.  Haye.s.  Hitchcock. 
Kearney,  Phelps,  Red  Willow,  Webster. 
Eleventh  District;  Councilor:  Ronald  L. 
Asher,  M.D.,  No.  Platte.  Counties: 
Arthur.  Deuel.  Garden.  Keith,  Lincoln. 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  Donald  E. 
Wilkinson.  Alliance.  Counties:  Banner, 
Box.  Butte.  Cheyenne.  Dawes.  Kimball. 
.Morrill.  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
CO.MPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


.Adams  ... 

.■\ntelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne- Kimball- Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

HaU 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha.  . . 

Northeast 

Northwe.st 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy  

Saunders  

Scotts  Bluff 

Seward  . 

•South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


Richard  French.  Hasting'^  . Koberi  .Anderson.  Hastings 

Kenneth  Peters.  Plainview David  Johnson.  Osmond 

Wendell  Fairbanks,  Alliance Chris  Wilkinson.  Alliance 

Frank  Lauro,  Kearney Cheri  Jensen,  Kearney 

V.J.  ThoendeL  David  City Jack  Kaufmann.  David  City 

R.  R Andersen.  Nehawka Glen  K.  Knosp,  Elmwood 

James  Thayer.  Sidney Clinton  Dorwart,  Sidney 

Thomas  Tibbies,  West  Point Gordon  Moshman,  West  Point 

Loren  Jacobsen.  Broken  Bow N.  Leon  Brooks.  Broken  Bow 

Rodney  Sitorius,  Cozad 

Dean  Bloch.  Arlington W.  B.  Eaton.  Fremont 

Willis  L.  Wiseman.  Wayne Robert  Benthack,  Wayne 

Tom  Martin.  Ord Otis  Miller,  Ord 

Louis  J.  Gogela,  Jr..  Beatrice Donald  Weldon,  Beatrice 

John  Wagoner,  Grand  Island Gordon  Francis,  Grand  Island 

J.C.  Wilcox,  Aurora M.D.  Jobman,  Aurora 

Melvin  Campbell.  Ainsworth 

Gordon  0.  Johnsoa  Fairbury R A.  Blatny.  Fairbury 

Berl  W.  Spencer.  Ogallala Clifford  Colglazier.  Grant 

D.  M.  Laflan.  Creighton D.  J.  Nagengast,  Bloomfield 


Robert  G.  Osborne,  Lincoln Prentiss  Dettmaa  Lincoln 

Timothy  O'Holleran,  North  Platte Jeff  Brittan,  North  Platte 

Steffan  Lacey,  Norfolk P.K.  Mistry.  Norfolk 

Muriel  Frank.  Omaha F.  F.  Paustian,  Omaha 

C.R.  Adams,  Norfolk Tod  Voss,  Norfolk 

Edward  Metz.  Crawford R.  H Rasmussen,  Chadron 

Dean  R.  Thomson.  Nebraska  City Paul  R.  Madison.  Nebraska  City 

.Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Tuma.  Crete 

Fred  Gawecki,  Omaha Barbara  Heywood.  Papillion 

L M.  French.  Wahoo John  E.  Hansen.  Jr..  Wahoo 

Vonn  Roberts.  Scotts  Bluff David  Holdt,  Scotts  Bluff 

Van  E \'ahle.  Seward  - . Roger  H Mever.  I’tica 

Jeff  Hollis.  Geneva Chas.  F.  .Ashby.  Geneva 

Gary  Ensz.  Auburn George  Voigtlander.  Pawnee  City 

David  A.  Allerheiligen.  McCook E.  C.  Beyer,  McCook 

Priscilla  Rube.  Blair Hans  Rath.  Omaha 

Darroll  Loschen.  York Harold  Nordlund.  York 
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We  didn’t  get 
70,000  patients 
by  providing 
less  than 
the  best 
medical  care. 


At  Prinu'  Health,  we’re  coininitted  to  [)ro\  id- 
in^  hi^h-(jualit\-,  aceessible  health  eare  ser- 
\ iees  at  a reasonable  eost  to  our  patients.  And 
we  re  eonnnitted  to  helping  our  inedieal  staff 
with  opportunities  for  eontinued  learning  and 
financial  stability. 

.So  we  support  \ our  eontinuing  edueation. 
.•\nd  we  pa\'  for  many  of  \our  praetice- 
related  e.xpenses,  ineluding  inalpraetice 
insuranee  and  licensure  fees. 

W e ha\  e immediate  and  future  openings  for 
PHYSICIANS  in  a wide  range  of  specialty 
ser\  ices,  including  psychiatry,  internal  med- 
icine, family  practice,  OB/GYN,  and  ortho- 
pedic surgeiw . 

These  positions  are  located  in  Kansas  City, 
Missouri.  W ith  a population  just  under  2 
million,  our  fine  theaters,  the  Nelson-Atkins 
Museum  of  .\rt,  major  league  sports,  the 
nation’s  first  outdoor  shopping  mall,  an 
abundance  of  lakes  and  parks,  and  thris  ing 
nightlife  make  Kansas  City  a \ery  Ii\eable 
city.  Tree-lined  boulevards,  rolling  hills,  and 
the  low  cost  of  li\  ing  make  this  fun,  friendly 
city  a prime  i)lace  to  live  and  work. 

If  > ou’d  like  to  practice  medicine  where  you 
can  care  for  your  patients  and  ha\  e the  time 
you  deser\  e w ith  family  and  friends,  contact 
us.  For  consideration,  please  submit  \oiir  C\' 
to:  Martha  Goodall,  Prime  Health,  6801  E. 
117th  St.,  Kansas  City,  Mo.  64134,  816-765- 
6200.  F(jual  Opportunity  Employer. 


Prime  Health, 


AMA  NEWS  NOTES 

Television  journalist  Theodore  J.  Castele, 
M.D.,  of  Cleveland,  received  the  AMA's 
Benjamin  Rush  Award  for  citizenship  and 
public  service.  It  was  presented  at  the  AMA 
Interim  Meeting  in  Honolulu. 

A radiologist,  Dr.  Castele  taught  medical 
and  surgical  interns  at  Lutheran  Medical 
Center  for  more  than  25  years,  and  served  on 
its  committees  for  residents'  training  programs 
and  continuing  medical  education.  He  has 
been  an  assistant  clinical  professor  of  radiology 
at  Case  Western  Reserve  Medical  School 
since  1 980. 

Dr.  Castele  has  been  medical  editor  for  the 
Cleveland  ABC  television  affiliate  since  1975, 
and  in  1984  his  health  information  series 
"Newscope"  was  nationally  syndicated. 

He  also  has  been  a long-term  volunteer  for 
the  Boy  Scouts,  and  chaired  fund-raising 
efforts  for  the  Cleveland  Health  Education 
Museum  and  Ohio  Heart  Assn.  A graduate  of 
Case  Western  Reserve  University  School  of 
Medicine,  Dr.  Castele  was  president  of  the 
Academy  of  Medicine  of  Cleveland  from 
1974-75. 


AIDS  expert  Paul  Volberding,  M.D.,  received 
the  AMA's  1989  AMA-ERF  Award  for  Health 
Education. 

Dr.  Volberding,  director  of  the  AIDS  pro- 
gram at  San  Francisco  General  Hospital  and 
director  of  AIDS  research  at  the  University  of 
California,  San  Francisco,  School  of  Medicine, 
was  cited  for  his  work  in  AIDS  research, 
treatment,  and  public  education. 

At  San  Francisco  General,  beginning  in 
1 981 , Dr.  Volberding  took  a leadership  role  in 
developing  model  AIDS  treatment  systems. 
He  is  also  known  for  his  clinical  research  on 
Kaposi's  sarcoma  — particularly  for  clarifying 
the  efficacy  and  toxicity  of  human  alpha- 
interferon  in  treating  KS. 

A graduate  of  the  University  of  Minnesota 
School  of  Medicine,  Dr.  Volberding  is  an 
associate  professor  of  medicine  at  UCSF  and 
chief  of  medical  oncology  at  SFGH. 

The  AMA-ERF  award  is  intended  to  encourage 
and  recognize  the  professional  or  public 
health  education  activities  of  practicing 
physicians. 
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Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • Medical  Treatment  of  Obesity 


)octor,  one  of  every"  four  of  your 
)atients  has  o\"erweight  problems 
hat  need  medical  help... the  help  of 
iledifast®. 

A comprehensive  program  for 
apid  weight  loss  and  lifelong  weight 
ontrol,  Medifast  has  proven  itself. 

•or  more  than  10  years!  To  more 
han  10,000  physicians!  To  more  than 
150,000  patients! 


TRAINING  MANUALS 


Medifast  will  work  for  you,  too. 

Patients  lose  weight  with  a 
irogram  of  physician-supervised 
nodified  fasting  and  behavior 
nodification.  And  they  keep  it  off 
vith  our  exclusive  Lifestyles  Program, 
rhe  Medifast  Program  includes: 
f Training  - Comprehensive  training 
nanuals  written  by  physicians,  for 
ihysicians.  Address  all  clinical  and 
dministrative  aspects. 
t Medifast  Supplements  - Extremely 
ligh  quality.  Medically  formulated. 


Nutritionally  complete. 

* Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

* Clinical  Consultation  - Medical 
and  technical  support  specialists 
available  daily  at  our  toll-free  number. 

*l*ractice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 


* National  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 


Lifestyles,  PATIENT  SLIPPORT 


You  know.  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 
are  simply  ineffective.  And,  severe 
overweight  threatens  your  patient’s 
health.  Primary"  Care  Physicians  of 
ev"ery  specialty  recognize  Medifast  to 
be  an  important  addition  to  their 


prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMOTION  PORTFOUO 
For  complete  information  call  toll-free 


1-800-638-7867 

I 1 

I For  more  information  about  the  Medifast  I 
. Program,  plea.se  send  this  coupon  to;  . 
' The  Nutrition  Institute  of  Maryland 
I William  J.  Vitale,  M.D.  I 

I Director,  Clinical  Services  I 

1840  York  Road,  .Suite  H . 

I Timonium,  MD  21093  ' 


NAME 

ADDRESS 

CITY 

STATE 

ZIP 

PHONE 

SJG-12 

WSim 

The  Physieians  Answer  to  Weight  Contn)l. 


Jason  Pharmaceuticals  1989 


For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 


i 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humulirf® 

human  insulin 
[recombinant  DNA  origin] 


r^Zn  Leadership 
I In  Diabetes  Care 
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LETTER  TO  THE  EDITOR 


To  The  Editor: 

I appreciate  the  opportunity  to  express  my 
views  regarding  the  fact  that  rural  medicine 
has  become  less  desirable  particularly  in  our 
state,  however,  the  main  thrust  of  my  letter 
was  missed,  either  by  my  incomplete  assess- 
ment or  editing  to  avoid  treading  on  sensitive 
toes. 

To  amplify,  it  is  Medicare's  bureaucracy 
which  has  determined  that  Nebraska  physicians 
are  the  least  well  remunerated  in  the  United 
States.  I want  the  blame  on  Medicare  and  its 
administrators  and  no  one  else. 

I did  not  wish  to  imply  that  doctors  at  any 
level  are  undercompensated.  However  the 
level  of  compensation  by  Medicare  between 
that  for  medical  care  and  that  for  special 
procedures  is  so  divergent  as  to  be  obscene. 

It  is  evident  that  the  insurance  companies 
follow  the  federal's  lead  and  the  lip  service 
that  is  paid  the  advantages  of  family  practice 


by  the  medical  school  people  attempts  (appears 
to)  to  honor  a commitment  to  non-urban 
Nebraska.  I believe  this  is  a genuine  disservice 
to  future  doctors  without  the  further  explana- 
tion that  the  compensations  of  out  state 
practice  are  to  the  soul,  the  conscience,  and 
the  psyche.  Congress  has  only  feebly  addressed 
this  problem.  I need  to  add  that  should  it 
change,  it  will  be  gradual,  far  from  equitable 
and  without  great  interest  to  the  administrators. 

Please  at  least  add  an  addendum  to  my 
initial  thoughts  that  I totally  blame  federal 
administrators  for  the  failure  of  Medicare  to 
justly  compensate  all  of  us  in  this  art  without 
respect  to  location  and  all  of  the  other 
variables  many  of  which  are  clearly  artificial 
that  are  utilized  in  the  witchcraft  of  compen- 
sation calculation  for  physicians. 

Respectfully, 

William  J.  Lear,  M.D. 

Norfolk,  NE 
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ORIGINAL  ARTICLE 


Early  Contributions  To  Hematology  In  Nebraska 


RICHARD  B.  DAVIS,  M.D.,  Ph.D. 

Professor  of  Medicine  and  Pathology.  Section  of  Oncology/ Hematology 
Department  of  Internal  Medicine,  University  of  Nebraska  Medical  Center. 
Omaha.  NE  68105 


Presented  in  part  at  the  Symposium  on  Hematology, 
University  of  Nebraska  Medical  Center,  April  6,  1988. 

Disorders  of  the  blood  have 
been  recognized  since  anti- 
quity^-^ and  the  term  hema- 
tology was  used  as  early  as  1743  by  Thomas 
Scwenicke^.  A scientific  foundation  for  the 
study  of  hematologic  disease  followed  the 
development  of  microscopy  by  Van  Leeuwen- 
hoek(1674),  Hewson  (1773),  Paul  Ehrlich 
(1880)  and  others^.  Although  the  American 
Society  of  Hematology  was  not  organized 
until  1 957^  and  the  first  subspecialty  examina- 
tion in  hematology  was  given  by  the  American 
Board  of  Internal  Medicine  in  1972,  significant 
observations  about  the  pathophysiology  of 
blood  and  its  diseases  were  made  in  the  years 
prior  to  the  organization  of  hematology  as  an 
identified  subspecialty  area  of  medicine.  One 
key  advance  in  clinical  investigation  was  made 
in  1926  by  George  Minot  and  William  Murphy. 
They  successfully  treated  pernicious  anemia, 
and  with  George  Whipple,  a pathologist,  were 
awarded  the  Nobel  Prize  in  Medicine. 

In  Nebraska  and  other  areas  of  the  world, 
early  contributions  to  the  understanding  of 
the  blood  were  made  by  anatomists,  patholo- 
gists, internists,  and  others  who  developed  a 
special  interest  in  blood  problems  as  a“hobby 
area”.  Probably  the  first  person  to  have  a 
special  interest  in  blood  disorders  in  Nebraska 
was  William  Orton  Bridges  (1856-1938).  Dr. 
Bridges  was  a Ganadian  who  graduated  from 
the  Medical  Department  of  the  University  of 
the  Gity  of  New  York  in  1 879.  He  subsequently 
worked  as  a health  officer  and  acting  assistant 
surgeon  at  the  Marine  Hospital  in  Ogdensburg, 
New  York,  and  then  came  to  Omaha  in  1 883T 
He  joined  the  faculty  of  the  Omaha  Medical 
Gollege  in  1889  as  professor  of  clinical 
medicine  and  in  1897  was  elected  President 
of  the  Nebraska  State  Medical  Society.  When 
the  Omaha  Medical  Gollege  affiliated  with  the 
University  of  Nebraska  in  1902  he  became 


Head  of  the  Department  of  Medicine,  a post 
which  he  held  until  1920®.  He  was  also  Dean 
of  the  University  of  Nebraska  Gollege  of 
Medicine  following  its  consolidation  in  Omaha 
(1913-1915)  and  with  Dr.  Stokes,  Summers, 
Jonas  and  others  made  a gift  of  land  to  the 
University  on  which  part  of  the  UNMG 
medical  complex  now  stands,  adjacent  to  the 
present  Poynter  HalP^°.  He  served  as  a 
Regent  of  the  University  of  Nebraska  Because 
of  his  contributions  he  was  made  the  34th 
King  of  Guivera  in  1927,  and  was  granted  an 
honorary  LED  degree  by  the  University  of 
Nebraska  in  1928^°.  Dr.  Bridges  published 
papers  about  typhoid  fever,  the  use  of 
digitalis,  and  diabetes  mellitus.  His  interest  in 
hematology  is  related  to  at  least  three  publica- 
tions, the  first  of  which  was  published  in  1 905 
in  The  Medical  Herald,  the  journal  of  the 
Missouri  Valley,  Buchanan  Gounty,  and  Sioux 
Valley  Medical  Societies".  He  described  four 
cases  of  "essential  anemia"  which  he  had 
presented  at  the  annual  meeting  of  the 
Missouri  Valley  Medical  Society  in  Gouncil 
Bluffs,  on  August  24-25,  1 905.  In  keeping  with 
the  nomenclature  of  the  early  1900's  the 
anemia  was  described  as  "essential".  None- 
theless the  individual  cases  were  related  to 
(1)  "acute  lymphatic"  leukemia,  (2)  "sple- 
nomyelogenous"  leukemia,  (3)  "splenic  anemia", 
(4)  and  "pernicious"  anemia.  The  first  patient, 
aged  forty,  probably  had  chronic  lymphocytic 
leukemia,  because  of  the  presentation  with 
marked  inguinal,  cervical,  and  axillary  adenopathy, 
a hemoglobin  of  "23%",  and  a leukocyte  count  of 
385,000  with  88%  small  lymphocytes.  The 
patient  died  10  weeks  after  beging  examined 
by  Dr.  Bridges.  A point  of  interest  is  that  the 
patient  had  used  a pound  of  chewing  tobacco 
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per  week  for  fifteen  years.  The  second  patient, 
also  forty  years  old,  presented  with  a hemoglobin 
of  "48%”,  a leukocyte  count  of  295,000, 
nucleated  red  cells,  “megalocytes"  and 
“microcytes”  in  the  peripheral  blood.  The 
leukocyte  differential  included  55%  poly- 
morphonuclears,  and  34%  myelocytes.  The 
patient's  spleen  was  markedly  enlarged  and 
tender.  The  patient  was  treated  with  arsenic 
and  x-ray  therapy,  with  a marked  reduction  in 
spleen  size,  and  a decrease  of  the  leukocyte 
count  to  14,200.  The  patient  left  "greatly 
improved”,  and  almost  certainly  had  chronic 
granulocytic  leukemia.  The  health  of  the  third 
patient,  aged  65  and  a Civil  War  veteran,  had 
deteriorated  over  a period  of  several  years.  He 
presented  with  a hemoglobin  of  “28%”,  a 
leukocyte  count  of  1,100,  ascites,  peripheral 
edema,  and  an  "enormous”  sized  spleen.  The 
patient  had  experienced  gastrointestinal  blood 
loss,  and  clearly  had  portal  hypertension.  He 
was  treated  with  iron,  arsenic,  and  strychnia, 
and  died  two  months  later.  His  anemia 
resulted  from  hypersplenism,  with  probable 
iron  deficiency.  Dr.  Bridges  speculated  that 
this  patient  may  have  had  Banti's  syndrome, 
which  Banti  orginally  thought  was  a primary 
disease  of  the  spleen  of  toxic  origin^^,  but  Dr. 
Bridges  used  the  term  "splenic  anemia”  which 
had  been  introduced  by  Gretsel  in  1866^^  to 
describe  anemia  and  splenomegaly  without 
leukemia.  Dr.  Bridges  also  noted  that  there 
was  "much  diversity  of  opinion  expressed  in 
the  recent  literature”  about  Banti's  syndrome 
and  splenic  anemia,  and  in  fact  the  two  terms 
subsequently  were  considered  to  be  synony- 
mous. Banti's  syndrome  has  now  been  deleted 
as  an  entity  in  most  texts  of  hematology  and 
internal  medicine. 

Dr.  Bridges'  fourth  case  was  one  of  pernicious 
anemia,  in  a male,  aged  forty-five.  The  diagnosis 
was  based  on  morphologic  changes  in  the  red 
cells  including  anisocytosis,  poikilocytosis, 
and  "megalocytes”,  achlorhydria,  and  a hemo- 
globin of  "27%”.  The  leukocyte  count  was 
5,000  and  the  patient  was  "extremely  pale, 
with  a slight  icteroid  color  of  the  skin”. 
Treatment  consisted  of  iron,  arsenic,  and 
"forced  feeding”  of  "bone  marrow  in  consid- 
erable quantity".  The  patient's  response  was 
not  noted.  In  the  following  year  Dr.  Bridges 
described  another  case  of  pernicious  anemia^'*. 
The  patient  was  a 43  year  old  housewife, 
whose  skin  had  a"pale  lemon  tint"  and  whose 
red  count  was  384,000,  with  a hemoglobin 
estimate  of  "10%".  She  was  hospitalized  at 


Methodist  Hospital  for  one  month,  and  was 
"the  subject  of  several  clinical  studies  before 
the  1906  class  of  the  College  of  Medicine.” 
The  patient  was  treated  with  "five  feedings 
daily  with  beef  in  some  form,  bone  marrow 
extract,  and  arsenic  in  increasing  doses  — .” 
During  her  hospitalization  the  red  blood  cell 
count  increased  to  2.5  million,  and  the 
hemoglobin  to  "53%”.  Twenty  years  later 
Minot  and  Murphy  in  fact  demonstrated  the 
value  of  liver  feedings  in  pernicious  anemia^, 
and  43  years  later  Brody  and  associates 
treated  pernicious  anemia  by  the  oral  admin- 
istration of  vitamin  B12^^  Finally,  in  an 
extensive  review^*”.  Dr.  Bridges  presented  4 
patients  with  "hemolytic  jaundice”,  of  which 
three  were  considered  to  have  familial  jaundice 
(hereditary  spherocytosis).  Those  patients 
had  increased  osmotic  fragility  of  the  red  cells, 
a technique  which  had  been  described  15 
years  earlier^".  The  fourth  patient,  a 24  year 
old  nurse,  had  "acquired  hemolytic  jaundice” 
with  a slightly  increased  red  cell  fragility 
(complete  hemolysis  at  0.40%  sodium  chloride) 
and  a positive  "auto  agglutination  test".  She 
was  treated  with  oral  iron,  arsenic,  salicylates, 
x-ray  "applications”  and  finally  splenectomy. 
After  a stormy  course  complicated  by  a 
subdiaphragmatic  abscess  she  recovered,  with 
a red  cell  count  of  six  million.  One  of  the 
patients  with  clearly  increased  osmotic  fragility 
also  had  a splenectomy  with  a recovery  of  the 
erythrocyte  count  from  3 to  4.6  million. 

Two  of  Dr.  Bridges'contemporaries  were  J.  S. 
Welch,  a Lincoln  surgeon  and  A.P.  Condon  of 
Omaha,  both  of  whom  published  papers  in 
the  Nebraska  State  Medical  journal  about  the 
indications  and  techniques  of  blood  trans- 
fusion. They  did  not,  however,  present  any 
actual  data  or  case  reports^®'^*^.  Transfusion 
had  been  performed  as  early  as  1667  by 
Denys  using  heterologous  blood,  and  in  1818 
by  Blundell  using  human  blood.  Carl  Landsteiner 
had  published  his  work  on  the  ABO  human 
blood  groups  in  1901^°.  The  technique  of 
transfusion  was  still  primitive  and  controversial 
in  the  early  part  of  the  Twentieth  Century, 
despite  Dr.  Welch's  comments  that  "blood 
transfusion  by  present  day  methods  is  tech- 
nically practical  in  the  home  and  small 
hospital”  and  "is  not  only  a very  useful 
measure  but  should  be  thought  of  as  a 
common  treatment  for  severe  anemia,  to 
lessen  shock,  shorten  convalescence,  and 
prevent  complications.”  Nevertheless,  he  was 
quite  aware  of  clinical  transfusion  reactions: 
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"—you  begin  your  transfusion  any  way  and 
your  patient  begins  to  complain  of  anxiety, 
compression  of  the  chest-stop  right  away 
because  that  almost  always  means  that  you 
have  the  wrong  donor. The  use  of  trans- 
fusion was  documented  in  two  patients  who 
were  seen  at  the  University  of  Nebraska 
Hospital  in  1925.  They  were  given  blood  by 
the  "citrate  method".  Both  subsequently  died, 
one  of  apparent  acute  leukemia,  the  other 
with  aplastic  anemia^^.  One  of  the  stated 
indications  for  whole  blood  transfusion,  because 
blood  fractions  were  not  available,  was  hemo- 
philia^®. In  1925  several  patients  with  hemo- 
philia were  described  in  the  Nebraska  State 
Medical  JournaF®'^"^.  In  addition  to  transfusion, 
one  other  therapeutic  measure  in  hemophilia 
was  the  use  of  "Hemostatic  serum”  (P. D.  and 
Company)  or  sterile  serum  prepared  from  a 
horse  or  human^®  which  clearly  had  no  factor 
VIII  activity,  but  was  said  to  be  accompanied 
by  improvement  of  the  patient's  bleeding. 
Furthermore,  because  the  blood  or  serum 
fractions  were  injected  subcutaneously,  or 
intraperitoneally,  any  improvement  was  for- 
tuitous. In  one  instance  bleeding  which 
followed  circumcision  was  stopped  by  the 
application  of  a filtrate  of  rabbit  liver,  ground 
up  with  saline  in  a sterile  meat  grinder.^"* 

For  ten  years,  beginning  in  1927,  investiga- 
tion in  hematology  was  primarily  carried  on  by 
two  anatomists,  Nicholas  Michels,  an  Associate 
Professor  at  Creighton  University,  and  John 
Latta  who  was  Professor  and  Chairman  of 
Anatomy  at  the  University  of  Nebraska  College 
of  Medicine  from  1 941-1 960.  Dr.  Michels  had 
trained  and  worked  with  several  of  the  pre- 
eminent morphologic  hematologists  of  his 
time,  including  Downey,  Ferrata,  and  Maximow. 
Dr.  Michels'  research  interests  included  studies 
of  mast  cell  origins,  the  distribution  and 
morphology  of  eosinophilic  granules,  and  of 
the  morphology  and  significance  of  embryonic 
blood  cells  in  the  liver^®"^'^.  Dr.  Latta  was  an 
early  proponent  of  the  Unitarian  school  of 
blood  formation^®,  and  was  a close  friend  of 
Hal  Downey  at  Minnesota.  His  work  also 
involved  the  hematologic  responses  to  x- 
irradiation,  benzene,  insulin  and  thyroxine^’  ®-*. 
Although  he  was  not  a clinician,  he  was  called 
on  to  make  the  hematologic  diagnosis  in  Dean 
PoynteKs  final  illness. 

The  transition  to  modern  chemotherapy 
programs  in  hematology  was  bridged  by 
Peyton  T.  Pratt,  a graduate  of  the  University  of 
Nebraska  College  of  Medicine,  and  the  son  of 


a distinguished  Omaha  internist  Dr.  Pratt 
maintained  a private  practice  exclusively 
devoted  to  hematology  from  1950  until  his 
retirement  in  1974,  and  served  as  a consultant 
for  hematologic  problems  at  the  University  of 
Nebraska  Medical  Center.  The  use  of  folic  acid 
antagonists  in  acute  lymphocytic  leukemia 
was  introduced  in  1948  by  Sidney  Farber  and 
associates®®,  and  as  early  as  1 954  Dr.  Pratt  had 
evaluated  the  management  of  a variety  of 
leukemias  and  lymphomas  with  triethylene 
melamine®®.  In  1960  he  reported  his  results  in 
49  patients  with  acute  lymphocytic  leukemia 
treated  with  folic  acid  antagonists®^. 

Today  there  are  sixteen  physician  members 
of  the  American  Society  of  Hematology  in 
Nebraska,  of  whom  all  but  one  are  clinicians. 
From  humble  beginnings,  sophisticated  pro- 
grams now  exist  in  Nebraska  for  basic  research 
involving  diseases  of  the  blood,  and  the 
clinical  investigation  and  management  of 
blood  disorders,  including  the  use  of  bone 
marrow  transplantation.  Although  antibacterial 
and  antifungal  agents  have  made  aggressive 
cytoreductive  therapy  a reality,  it  is  pertinent 
to  recall  the  verses,  quoted  in  part,  of  S.R. 
Gifford,  and  published  in  1922®®: 

METRICAL  MONOGRAPHS. 

II  Leukopenia 

My  leucocytes  are  leaving  me 
Ah,  sad.  Ah  sorry  day! 

Of  my  defense  bereaving  me; 

And  soon  I'll  be  the  prey 
Of  any  old  bacterium  that  happens  on  my  way. 

For  what  can  I,  defenseless  do 
Gainst  fifty  billion  foes? 

Shoot  me  a grain  of  morph  or  two 
And  I'll  turn  up  my  toes 

To  green  germless  eternity  beyond  the  aseptic  snows. 


The  helpful  suggestions  of  the  following  individuals  in  the 
preparation  of  this  paper  are  acknowledged  with  gratitude: 
Edward  A Holyoke,  M.D.,  Ph.D.,  Donald  P.  Skogg  M.D.,  and 
Mary  E Benecke,  M.S. 
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INTRODUCTION 

INJURIES  to  the  ankle,  rang- 
ing from  the  minor  sprain  to 
the  more  severe  joint  insta- 
bility conditions,  are  the  most  common  inju- 
ries in  young  active  adults  and  athletesd-^ 
These  are  frequently  seen  in  most  office  and 
medical  practices^  Peroneal  nerve  injuries 
following  an  ankle  sprain  are,  however,  un- 
common. The  following  case  was  recently 
encountered  in  the  senior  author's  practice 
and  led  to  this  report  and  review. 

CASE  REPORT 

A 20-year-old  female  sustained  an  inver- 
sion injury  to  the  left  ankle  after  stumbling  on 
a curb.  Roentgenograms  were  normal.  Fol- 
lowing the  injury,  numbness  was  immedi- 
ately present  on  the  anterolateral  aspect  of 
the  distal  portion  of  the  left  leg  extending 
onto  the  dorsal  mediol  aspect  of  the  left  foot. 
Left  footdrop  occurred  and  an  inability  to 
dorsiflex  the  left  great  toe  was  also  present.’ 
A concern  was  raised  over  a possible  tendi- 
nous injury  and  the  patient  was  transferred  to 
Omaha  to  our  care.  An  EMC  and  nerve 
conduction  studies  of  the  left  lower  extrem- 
ity were  performed  and  evidence  of  an  acute 
injury  to  the  left  peroneal  nerve  at  the  fibular 
head  was  demonstrated. 

The  patient  was  treated  conservatively  with 
an  AFO  type  orthoplast  splint,  in  order  to 
prevent  heel  cord  contracture.  Over  the  next 
three  weeks  the  patient's  symptoms  began  to 
improve  with  dorsiflexion  or  her  great  toe 
returning  and  early  return  of  the  ability  to 
dorsiflex  her  foot.  She  was  gradually  weaned 
off  the  AFO  splint  and  begun  on  a post-ankle 
sprain  rehabilitation  program.  At  four  months 
following  the  injury,  the  patient  demonstrated 
a complete  return  of  her  peroneal  nerve 
function  with  full  range  of  motion  in  the 
ankle  and  no  residual  numbness.^ 


DISCUSSION 

The  common  peroneal  nerve  is  the  most 
commonly  injured  peripheral  nerve  of  the 
lower  extremity.'’'^  The  injury  is  usually  caused 
by  either  an  adduction  injury  to  the  knee, 
fracture  of  the  proximal  end  of  the  fibula,  or 
by  continuous  compression  or  contusion  of 
the  peroneal  nerve  itself. Injury  to  the  per- 
oneal nerve  in  young  individuals  after  straight- 
forward ankle  sprains,  however,  is  uncom- 
mon and  deserves  more  attention. 

The  numbness  and  paralysis  following  an 
ankle  sprain  can  begin  immediately  follow- 
ing the  injury  or  start  later.  Most  authors 
report  that  immediate  nerve  injury  symp- 
toms are  due  to  traction  or  stretching  of  the 
peroneal  nerve  at  the  fibular  head.’'  Oppen- 
heim  first  suggested  that  sudden  traction  of 
the  peroneal  nerve  at  the  fibular  neck,  sec- 
ondary to  supination  of  the  foot,  may  cause 
the  peroneal  nerve  palsy  seen.®  Hyslop's 
compression  theory  postulated  that  sudden 
muscle  tightness  of  the  peroneus  longus 
muscle  at  the  fibular  head  was  the  cause  of 
the  paralysis.^  Noble  later  demonstrated  that 
a distal  pull  of  the  superficial  peroneal  nerve 
at  the  foot  could  cause  excursion  of  the 
common  peroneal  nerve. Meals  felt  that 
this  traction  hypothesis  could  account  for 
some  of  the  peroneal  nerve  palsy  cases  that 
he  had  seen  and  further  stated  that  "the 
peroneal  nerve  passing  beneath  the  narrow 
arcade  of  fibrous  tissue  at  the  fibular  head 
could  easily  be  damaged  by  either  traction  or 
compression,  or  both,  as  tne  nerve  is  drawn 
distally  and  the  arcade  is  tightened  during 
ankle  inversion".® 

Noble  explained  the  delayed  onset  of  per- 
oneal paralysis  that  is  sometimes  seen  with 
ankle  inversion  by  noting  that  severe  traction 
could  rupture  the  nutrient  vessels  that  supply 
the  nerve.  A gradually  expanding  hematoma 
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within  the  nerve  sheath  could  account  for  the 
variation  in  chronicity  of  the  clinical  symp- 
toms. Immediate  paralysis  can  be  treated 
conservatively,  but  an  enlarging  hematoma 
might  benefit  from  surgical  treatment.”  A 
gradual  onset  of  paralysis  accompanied  by 
severe  and  intractable  pain  differentiates  this 
condition  from  the  simple  stretch  injury.  Re- 
moval of  the  hematoma  prevents  further 
damage  to  the  nerve,  often  relieves  the 
causalgia-like  pain,  and  may  allow  neurol- 
ogic recovery.’®'” 

We  have  located  23  reported  cases  of 
common  peroneal  nerve  paralysis  due  to 
ankle  inversion.  However,  as  Meals  pointed 
out,  "peroneal  nerve  paralysis  complicating 
ankle  sprains  may  not  be  as  rare  as  the 
literature  would  suggest". 

CONCLUSION 

It  is  important  for  health  care  professionals 
dealing  with  ankle  sprains  to:  (1)  Be  aware 
that  the  syndrome  of  peroneal  nerve  paraly- 
sis after  an  ankle  sprain  does  occur.  (2) 
Understand  the  basic  anatomy  of  the  com- 
mon peroneal  nerve  and  the  reason  why  a 
traction  injury  can  precipitate  this.  (3)  Be 
aware  that  the  onset  of  symptoms  can  be  de- 
layed or  immediate.  If  the  symptoms  are 
delayed,  be  aware  that  a gradually  expand- 
ing hematoma  due  to  tearing  of  the  nutrient 


vessels  could  be  occurring  and  operative  decom- 
pression should  at  least  be  considered.  (4)  Real- 
ize the  importance  of  performing  a good  manual 
and  sensory  examination  of  the  peroneal  nerve 
in  all  ankle  sprain  patients.  (5)  Obtain  an  EMC 
and  nerve  conduction  studies  for  diagnostic  and 
prognostic  purposes.  (6)  Know  that  the  usual 
course  is  self-limited,  although  this  cannot  be 
guaranteed. 
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Introduction 

ECMO  or  extracorporeal  mem- 
brane oxygenation  is  a temp- 
orary form  of  life  support  used 
to  treat  reversible  forms  of  respiratory  failure 
by  means  of  cardiopulmonary  bypass.  It  has 
now  been  successfully  used  to  treat  more 
than  1,800  newborn  infants  in  53  centers 
worldwide.^  Pioneered  by  Dr.  Robert  Bartlett, 
the  first  survivor  was  reported  in  1975.^  This 
was  made  possible  by  the  development  of  the 
membrane  oxygenator  by  Clowes  et  aP  in 
1956  making  prolonged  cardiopulmonary  by- 
pass feasible.  The  1980's  have  been  a period 
of  technical  advancement  for  this  therapy. 
Unfortunately,  it  is  not  successful  in  prema- 
ture infants  who  may  develop  significant 
intraventricular  hemorrhage  in  response  to 
systemic  heparinization.  ECMO  presently  has 
a survival  of  82%  in  term  or  near-term  infants 
who  meet  80%  mortality  criteria.^ 

This  therapy  has  been  available  at  the 
University  of  Nebraska  Medical  Center  (UNMC) 
Neonatal  Intensive  Care  Unit  since  January 
1 988.  We  wish  to  review  the  ECMO  procedure, 
establish  treatment  criteria  for  potential  pa- 
tients, and  to  report  our  first  year's  experience 
with  this  technique. 

Patient  Selection 

Infants  who  qualify  for  ECMO  must  meet 
very  strict  criteria  since  the  technique  can 
involve  serious  complications  or  death.  The 
right  carotid  artery  and  right  internal  jugular 
vein  are  permanently  ligated  during  catheter 
placement  for  the  procedure  and  the  long- 
term implications  of  this  are  not  known. 
Infants  undergoing  ECMO  must  have  a revers- 
ible disease  process  that  can  be  treated  in  the 
time  frame  ECMO  is  feasible  (7-10  days)  and 
must  have  exhausted  all  other  standard 
medical  therapy  with  continued  clinical  deter- 
ioration. Maximal  medical  therapy  can  vary 
from  institution  to  institution  and  may  include 
a trial  of  high  frequency  ventilation,  inotropes. 


pulmonary  vasodilators,  pharmacologic  par- 
alyzation  and  alkalinization.  Neonates  must 
meet  80%  mortality  criteria,  established  by 
each  individual  center  based  on  their  own 
population,  mortality  statistics  and  patient 
management  practices.  These  criteria  all  have 
certain  similar  characteristics  involving  the 
level  of  respiratory  support,  patient  arterial 
blood  gases  and  potential  for  irreversible 
pulmonary  barotrauma.  Additionally,  there  are 
size  limitations  to  the  ECMO  circuit.  Infants 
must  weigh  between  2 and  10  kg.  Pediatric 
and  adult  ECMO  have  been  done  on  a much 
more  limited  basis  and  with  less  success  than 
in  the  neonatal  group.  A summary  of  ECMO 
entry  criteria  for  UNMC  is  presented  in  Table 
1. 

Table  1.  UNMC  ECMO  entry  criteria. 


1.  Birthweight  > 2 kg 

2.  Assisted  ventilation  for  no  more  than  7 days 

3.  No  bleeding  disorder 

4.  No  intraventricular  hemorrhage 

5.  Reversible  underlying  disease 

6.  Failure  of  ma.ximal  medical  management  including  a trial  of  high 
frequency  ventilation,  if  indicated 

7.  No  congenital  heart  disease 

8.  ‘PLUS  one  of  the  following  to  meet  80%  mortality  criteria; 

- pH  < 7.15  s 2 hrs. 

- Aa  DO;  > 610  X 8 hrs. 

or  PIP  > 38  + AaDO,  > 605  x 4 hrs. 
or  PIP  > 45  + intractable  air  leak 

- pOj  < 50  X 4 hrs. 

- Acute  deterioration  and/or  cardiac  arrest 

- Oxygenation  index  > 40  x 4 hrs 


PIP  = Peak  inspiratory  pressure 

*AaDO;  (when  FiO'  = 1.0)  = Barometric  Pressure  (mmHg)  - 47  mmHg  - 
POj  - PCO; 

Oxygenation  index  = Mean  airway  pressure  x % FiO. 

paO; 


•Address  correspondence  and  reprint  requests  to:  Lynne  D.  Willett, 
M.D..  Division  of  Newborn  Medicine,  Department  of  Pediatrics, 
University  of  Nebraska  Medical  Center,  42nd  & Dewey  Avenue, 
Omaha.  NE  6H105,  (402)  S59-7340. 
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Evaluation  of  the  patient  prior  to  ECMO  in- 
cludes ultrasound  of  the  head  to  rule  out  central 
nervous  system  hemorrhage,  a complete  car- 
diac evaluation  to  rule  out  cyanotic  congenital 
heart  disease  that  can  clinically  mimic  respira- 
tory disease  and  a screen  for  coagulopathy, 
pathy. 

The  most  common  diagnoses  that  can  be 
improved  in  the  given  timespan  are  meconium 
aspiration  syndrome,  sepsis/pneumonia,  per- 
sistent pulmonary  hypertension,  hyaline 
membrane  disease,  and  congenital  diaphrag- 
matic hernia.  Other  respiratory  and  cardiac 
disorders  have  been  treated  by  ECMO  with 
limited  success  as  outcome  is  definitely  linked 
to  the  patient's  primary  diagnosis.  Congenital 
diaphragmatic  hernia  has  been  the  most 
difficult  to  treat  and  has  the  poorest  outcome. 
ECMO  is  only  utilized  when  the  patient  is  felt 
to  have  adequate  lung  tissue  to  survive  if  the 
associated  pulmonary  hypertension  can  be 
controlled.  Since  most  of  these  patients  are 
started  on  ECMO  in  the  immediate  post 
operative  period,  hemorrhage  due  to  hep- 
arinization is  a major  risk. 

The  ECMO  Procedure 

After  a child  has  met  criteria  for  ECMO  and 
parental  permission  is  obtained,  bypass  is 
initiated  as  quickly  as  possible.  This  avoids  any 
further  neurologic  or  end  organ  injury  since 
these  infants  are  usually  in  a moribund, 
hypoxic  condition.  In  many  instances  they 
may  have  already  experienced  a cardiac  arrest 
or  are  in  the  process  of  being  resuscitated  as 
bypass  begins. 

Arteriovenous  bypass  can  be  initiated  once 
a surgical  procedure  is  done  placing  cannulae 
into  the  right  atrium  via  the  right  internal 
jugular  vein  and  into  the  aortic  arch  via  the 
right  carotid  artery.  The  vessels  are  perman- 
ently ligated.  While  the  internal  catheters  are 
placed,  the  pump  circuit  is  primed  with  blood 
products  by  the  ECMO  technician.  Figure  1 
shows  a diagrammatic  representation  of  the 
ECMO  circuit.  Blood  drains  by  gravity  from 
the  right  atrium  to  a pressure  sensitive 
reservoir.  It  passes  through  a standard  roller 
pump  adjusted  to  the  desired  cardiac  output 
or  flow.  Blood  is  then  pumped  through  the 
membrane  lung  where  CO2  and  O2  are 
exchanged,  heated  to  body  temperature  and 
returned  to  the  patient  via  the  aortic  arch.  All 
intravenous  access  and  medication  adminis- 
tration is  done  via  the  circuit.  Bypass  is 
initiated  slowly  and  gradually  increased  over 


1 5-30  minutes  until  80%  of  estimated  cardiac 
output  is  achieved.  The  ventilator  is  decreased 
to  rest  settings  of  room  air,  low  pressures  and 
low  rates.  All  support  medications  can  usually 
be  discontinued  and  intravenous  hyperalimen- 
tation is  initiated  into  the  circuit.  The  infant  is 
kept  sedated  but  awake.  Arterial  blood  gases 
are  adjusted  by  changes  in  ECMO  flow  as  well 
as  by  carbon  dioxide  and  oxygen  titration  into 
the  membrane  lung.  Heparinization  is  moni- 
tored at  least  hourly  by  activated  clotting 
time. 

During  ECMO,  the  infant's  status  is  contin- 
ually assessed  by  laboratory  values,  x-ray  and 
head  ultrasound  as  well  as  for  mechanical  circuit 
problems.  An  NICU  nurse,  ECMO  technician 
and  physician  are  in  constant  attendance  at 
the  bedside.  Mean  time  on  ECMO  is  120 
hours  but  can  vary  from  50-240  hours.  Bypass 
lasting  longer  than  10  days  usually  results  in 
severe  hemorrhagic  complications  from  pro- 
longed heparinization. 

If  ECMO  is  successful,  the  infant  will 
manifest  a dramatic  pulmonary  improvement 
over  a 12-24  hour  period  at  the  end  of  the 
course  allowing  ECMO  flow  to  be  weaned  to 
10%  bypass.  The  infant  is  then  observed 
closely  for  4-8  hours  following  this  for  any 
relapse.  If  he/she  remains  stable,  a second 
surgical  procedure  is  scheduled  to  remove  the 
cannulae.  Once  off  ECMO,  the  child  is  usually 
extubated  within  24  hours  and  only  mainten- 


FIGURE  1 

ECMO  CIRCUIT 


Courtesy  of  Children's  Hospital  National  Medical 
Center,  Washington,  D.C 
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ance  fluid  support  is  needed  while  feedings 
are  being  established. 

ECMO  Complications 

Pre  ECMO  asphyxia  and  systemic  heparin- 
ization place  the  infant  at  risk  for  bleeding. 
The  most  feared  is  CNS  hemorrhage  but 
bleeding  can  also  occur  from  puncture  wounds, 
chest  tubes,  operative  sites,  urinary  and  Cl 
tract  Most  bleeding  on  ECMO  can  be  managed 
medically  but  if  severe  CNS  hemorrhage 
should  occur,  ECMO  is  electively  terminated. 

Most  infants  on  ECMO  will  manifest  shunt- 
ing through  a patent  ductus  arteriosus  during 
the  first  few  days.  This  is  managed  by  fluid 
restriction  and  diuretics.  In  severe  cases, 
ductal  ligation  can  be  done  while  on  ECMO. 

Nosocomial  infection  is  a rare  complication 
(<5%)C  but  can  occur  due  to  the  number  of 
indwelling  catheters  and  the  number  of  times 
the  pump  circuit  is  entered.  Daily  blood 
cultures  are  monitored  and  infants  usually 
receive  prophylactic  broad  spectrum  anti- 
biotics. 

Failure  to  wean  from  ECMO  can  be  multi- 
factorial and  may  include  mechanical  prob- 
lems as  well  as  undiagnosed  conditions  such 


as  total  anomalous  pulmonary  veins,  large 
patent  ductus  arteriosus  or  hypoplastic  lungs. 

Renal  and  myocardial  failure  may  result 
from  asphyxia  prior  to  ECMO  and  usually 
resolve  spontaneously  with  standard  medical 
management.  If  renal  failure  is  severe,  hemo- 
dialysis can  be  accomplished  by  adding  a 
hemofilter  to  the  ECMO  circuit.  Metabolic 
complications  are  rare.  Hypertension  can 
occur  probably  due  to  increased  ADH  secre- 
tion, activation  of  the  renin-angiotensin  system 
and  right  atrial  emptying  simulating  a low 
volume  state.  This  is  currently  being  investi- 
gated and  can  be  treated  with  medication.'’ 

Mechanical  complications  occur  in  approx- 
imately 25%  of  runs  and  are  usually  not  life 
threatening’.  These  may  include  disruption, 
clots  or  air  in  the  circuit  as  well  as  equipment 
malfunction.  So  that  any  problem  can  be 
immediately  corrected,  an  ECMO  technician 
constantly  attends  the  circuit. 

UNMC  Experience 

Since  January,  1988,  1 3 children  have  been 
treated  with  extracorporeal  membrane  oxy- 
genation at  UNMC.  Data  regarding  these 
infants  are  presented  in  Table  2.  Ten  of  13 
survived  for  an  overall  survival  rate  of  77%. 


Table  2.  Demographic  data  for  13  ECMO  patients 


Diagnosis 

Sex 

Wt 

(kg) 

GA 

(wk) 

Age  @ 
ECMO  (d) 

Hours  on 
ECMO 

Outcome 

Morbidity 

1. 

PPHN 

M 

4.1 

37 

144 

survived 

N1  @ 1 yr 

HMD 

M 

3.4 

37 

4 

172 

survived 

N1  (o>  1 yr 

5. 

MAS 

M 

->  -1 
Z..Z. 

40 

1 

111 

survived 

N1  @ 1 yr 

4. 

H.MD 

M 

2.9 

36 

1 

136 

survived 

Mild  develop  delay 
@ 9 mo 

5. 

GBS 

.M 

2.4 

36 

1 

141 

died 

Brain  death  secondary 
to  pre  ECMO  hypoxic 
injury,  renal  failure 

6. 

ARDS 

M 

4.0 

40 

42 

141 

survived 

N1  @ 6 mo 

7. 

CDH 

F 

2.2 

34 

1 

225 

surN ived 

N1  neurologic  studies 
severe  BPD 

8. 

Pneumonia 

M 

35 

1 

55 

survived 

N1  @ 3 mo 

9. 

H.MD 

M 

3.0 

37 

4 

89 

sur\ ived 

N1  @ 3 mo 

10. 

ADS 

F 

3.5 

40 

60 

160 

died 

Myocardial  & renal 
failure 

11. 

CDH 

F 

3.3 

39 

1 

247 

died 

Hemorrhage;  respiratory 
failure  off  ECMO 

i;. 

CDH 

M 

2.5 

40 

1 

115 

survived 

N1  discharge 

13. 

CDH 

F 

3.5 

41 

2 

162 

survived 

N'l  (S'  discharge 

PPHN  = Persisienl  pulmonary  h\'pertension.  HMD  = Hyaline  membrane  disease.  MAS  - Meconium  aspiration  syndrome, 
CBS  = Group  B streptococcal  sepsis,  ARDS  = Adult  respiratory  distress  syndrome,  CDH  = Congenital  diaphragmatic 
hernia.  BPD  = Bronchopulmonary  dy  splasia.  N1  = .Normal 
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Ten  of  13  infants  failed  trials  of  high 
frequency  ventilation  prior  to  the  initiation  of 
ECMO.  Compared  to  National  Registry  data 
cases  from  1 980-1 989\  our  series  had  a 
slightly  lower  mean  gestational  age  (37  wks  vs 
39  wks),  lower  birth  weight  (3.0  vs  3.3  kg),  a 
younger  age  at  starting  ECMO  (34  vs  54  hrs), 
and  a longer  ECMO  course  134  vs  121  hrs). 
Arterial  blood  gases  prior  to  ECMO  were 
comparable. 

Two  infants  who  subsequently  died,  had 
severe  renal  failure  requiring  dialysis  during 
ECMO.  Four  infants  were  in  the  immediate 
post  operative  period  following  repair  of 
congenital  diaphragmatic  hernia  and  had  very 
complicated  courses.  Two  other  infants  were 
outside  of  the  immediate  neonatal  period  and 
presented  unique  problems  for  ECMO.  The 
first  was  a 6 week  old  infant  who  had  adult 
respiratory  distress  syndrome  (ARDS)  following 
an  episode  of  severe  gastroesophageal  reflux/ 
aspiration.  The  second  was  a 2 month  old 
infant  with  repaired  total  anomalous  pulmon- 
ary venous  return  who  developed  ARDS  and 
myocardial  failure  post  operatively.  ECMO 
was  tried  unsuccessfully  as  a final  therapeutic 
alternative. 

Table  3 shows  our  experience  with  in- 
dividual diagnostic  categories  compared  to 
National  Registry  Data.  Obviously,  the  num- 
bers of  patients  treated  in  each  category  as  yet 
remain  small  but  reflect  experience  consistent 
with  other  centers. 

ECMO  Follow-up 

Because  of  the  potential  long  term  concerns, 
both  from  ECMO  and  their  level  of  illness, 
these  infants  represent  a unique  high  risk 

Table  3.  UNMC  vs  national  outcome  data  by  diagnosis. 


% Survival 


UNMC 

National  Data' 

Meconium  Aspiration  Syndrome 

100% 

92% 

Hyaline  Membrane  Disease 

100% 

78% 

Congenital  Diaphragmatic  Hernia 

75% 

65% 

Pneumonia/Sepsis 

50% 

75% 

Persistent  Pulmonary  Hypertension 

100% 

87% 

ARDS 

50% 

NA 

NA  = Not  available 

•Neonatal  ECMO  Data  Registry  Report,  Jan  1989 


population  in  whom  close  follow-up  is  crucial. 
Currently  the  National  Registry  is  collecting 
yearly  follow-up  data  and  individual  center^' 
report  favorable  statistics  in  3-5  years  oi 
follow-up  thus  far'’*’-^.  Results  of  develop- 
mental assessment  indicate  that  most  infants 
(72-85%)  were  functioning  normally.  Major 
morbidity,  either  significant  developmental 
delay  or  neuromotor  abnormality,  occured  in 
approximately  10%  of  infants.  Nield  et  al 
compared  ECMO  therapy  with  conventional 
medical  management  and  found  improved 
survival  as  expected  (89%  vs  387o)  as  well  as 
normal  outcome  in  78%  of  ECMO  patients  at 
one  year  versus  257o  of  conventionally  managed 
infants.**  The  incidence  of  sensorineural  hearing 
loss  was  also  significantly  less  in  the  ECMO 
group  (67o  vs  50%). 

Infants  are  evaluated  post  ECMO  at  4,  8, 
and  12  months  of  age,  then  yearly  thereafter. 
Evaluation  includes  eye  exam,  developmental 
and  neurologic  assessment,  neuroimaging  and 
brainstem  studies,  as  well  as  pulmonary 
function  testing.  Appropriate  referrals  are 
made  depending  on  individual  needs  i.e. 
physical  therapy,  public  school  system  inter- 
vention, etc  Follow-up  information  for  UNMC 
infants  is  included  in  Table  2. 

Conclusion 

Extracorporeal  membrane  oxygenation  has 
been  shown  to  favorably  affect  survival  in  a 
very  select  group  of  ill  newborns.  In  addition, 
early  neurologic  follow-up  data  suggest  that 
this  is  not  at  the  cost  of  increased  morbidity. 
Indeed,  the  majority  of  infants  are  normal  thus 
far.  Long  term  concerns  regarding  the  per- 
manent ligation  of  the  carotid  artery  and 
jugular  vein  remain.  Additional  problems  such 
as  learning  disabilities,  may  also  present  when 
these  children  reach  school  age.  With  careful 
selection  of  patients;  however,  the  morbidity 
of  ECMO  appears  to  be  acceptable  compared 
to  the  mortality  and  morbidity  of  the  disease 
itself. 

ECMO  is  an  expensive  and  labor  intensive 
procedure.  Cost  benefit  analyses  have  found 
it  to  be  no  more  expensive  and  in  some  cases 
actually  less  expensive  than  standard  therapy. 
This  is  due  to  shorter  hospital  stays  and  lower 
intensity  of  post  ECMO  care. 

Current  research  includes  expanded  use  of 
veno-venous  bypass  to  avoid  arterial  ligation, 
nonthrombogenic  circuits  to  avoid  hepariniza- 
tion and  single  catheter  ECMO.  These  de- 
velopments may  reduce  the  risk  of  bypass 
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further  and  make  ECMO  available  to  a larger 
number  of  infants  and  older  patients.  In 
summary,  ECMO  should  be  considered  as  a 
valuable  therapeutic  alternative  for  moribund 
neonates  who  meet  the  established  criteria. 

We  wish  to  thank  the  Nebraska  State  Aerie  Fraternal 
Order  of  Eagles  for  research  support. 
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PRESIDENT'S  PAGE 


"Covering  The  Uninsured" 

RICHARD  RAYMOND,  M.D. 

President,  Nebraska  Medical  Association 


Resolution  #4,  introduced  at  the  Fall  House 
of  Delegates  by  the  Lancaster  County  Medical 
Society,  and  passed  by  the  House,  calls  upon 
the  Board  of  Directors  of  the  NMA  to  develop 
the  position  of  the  NMA  regarding  “Mandatory 
Health  Insurance"  and  to  report  back  to  the 
House  this  spring. 

Ben  Gelber  discussed  this  issue  in  a recent 
editorial  in  the  Journal,  and  the  AMA  has 
spent  thousands  of  hours  on  this  subject 
through  it's  own  Board  of  Trustees  and 
Councils  on  Legislation  and  Medical  Service. 
The  AMA  is  supporting  mandatory  employer 
health  coverage  with  benefits  of  each  health 
plan,  at  a minimum,  providing  payment  for  all 
“medically  necessary"  hospital  and  physician 
services,  diagnostic  and  screening  tests,  etc. 
Before  I can  ever  begin  to  endorse  this  type  of 
plan,  these  benefits  must  be  defined.  Are  we 
talking  basic  health  care,  or  is  "medically 
necessary"  to  be  defined  by  the  beneficiary? 
The  difference  in  cost  of  this  type  of  insurance 
is  staggering,  just  depending  on  the  definition 
of  "medically  necessary". 

The  NMA  Board  had  discussed  and  researched 
this  issue,  with  no  firm  position  yet  being 
formed.  I suspect  the  position  developed  by 
the  Board  will  not  be  unanimous,  and  I think 
the  Spring  House  of  Delegates  should  expect 
spirited  discussion  of  this  issue.  If  the  NMA  is 
to  be  truly  representative  and  democratic,  you 
should  voice  your  opinions  on  the  issue  to 
your  delegate  prior  to  the  House  of  Delegates, 
or  better  yet,  ask  to  review  the  position 
developed  by  the  Board  which  will  be  in  your 
Delegate's  handbook. 

My  own  personal  opinion  is  that  mandatory 
employer-paid  insurance  is  a pseudo-tax, 
levied  by  politicians  without  appearing  to 


Richard  Raymond,  M.D. 


raise  taxes  and  could  be  a very  regressive  tax 
for  Nebraska.  Nationally  48%  of  the  uninsured 
work  for  business  firms  of  less  than  10 
employees,  and  60%  have  an  income  of  less 
than  two  times  the  poverty  level.  Many  of 
these  employees  could  lose  their  jobs  if  their 
employers  had  to  provide  insurance  for  them 
and  their  families.  In  rural  Nebraska,  these 
figures  are  obviously  increased  among  agri- 
business employees. 

As  you  consider  your  position  on  this  issue, 
be  certain  that  you  are  not  for  mandatory 
insurance  just  so  more  of  your  patients  might 
have  coverage.  On  the  other  hand,  if  we  don't 
take  a positive  lead  on  this  issue,  we  may  be 
looking  at  the  unwelcome  prospect  of  National 
Health  Insurance.  I'm  like  Ben  Gelber  — I'm 
not  sure  what  our  position  should  be,  but  at 
least  we  should  have  an  interesting  Spring 
House  of  Delegates. 
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THE  AUXILIARY 


Legislation 


SALLY  BECKER 

NMAA  President 


The  Auxiliary  has  been  active  in  Legislative 
concerns  for  many  years.  In  the  past  the  key 
contact  person  and  phone  network  system 
have  been  developed  and  used,  full  im- 
plementation is  to  be  completed  this  year. 
Our  key  contact  auxilians  are  resource  persons 
made  available  to  each  senator  in  the  state  for 
the  purpose  of  information  sharing.  If  a 
senator  has  questions  on  any  health  related 
issue  or  program,  he  or  she  can  contact  the 
auxilian  and  have  questions  answered  or  have 
information  available  sent  to  them  covering 
the  topic,  also  when  applicable;  share  the 
Association's  position  on  medical  issues  and 
why.  The  phone  network  system  is  used  for 
legislative  matters  that  need  immediate  atten- 
tion. 

A Legislative  Day  at  the  Capital  is  held  each 
year  which  has  included  tours,  observing  the 
session,  and  lunch  with  the  senators.  Luncheon 
speakers  have  been  the  governor,  senators, 
and  representatives  of  the  association,  also 
representatives  of  the  association  and  spouses 
have  attended.  Last  year  a coffee  and  program 
was  held  for  senators'  spouses  in  March;  the 
auxiliary  will  again  hold  a coffee  or  lunch  and 
program  in  March  for  senators'  spouses, 
organized  by  Mary  Beth  Kos. 

The  auxiliary  this  year  is  participating  in  a 
legislative  program  in  conjunction  with  the 
association.  The  program  asks  for  volunteer 
auxilian/spouse  teams  to  select  a state  senator 
and  actively  promote  a relationship  which 
includes  many  activities.  A letter  is  sent  to 
their  senator  from  the  auxiliary  identifying 
them,  giving  reasons  for  the  program  (interest 
in  health  of  all  citizens  of  Nebraska  including 
senators)  and  the  various  planned  activities 


for  the  year.  Janet  Bausch  is  the  auxiliary's 
coordinator  for  this  project  and  as  she  stated 
in  her  letter  to  all  auxilians,  "We  ask  that  you 
be  interested  in  knowing  your  senator  and  in 
giving  information  on  the  NMA  position  on 
medical  issues  in  1 990  Legislation.  The  senators 
appreciate  interest  and  support;  this  overall 
effort  is  designed  to  work  co-jointly  with  the 
association  physician-legislator  contact  pro- 
cess." Auxilian/Spouse  teams  have  invited  the 
senators  to  attend  Legislative  Day  at  the 
Capital  in  Lincoln,  January  31,  1990.  This  day 
will  include  a morning  of  health  check-ups  for 
senators  and  their  spouses,  with  health  assess- 
ment and  "advice  from  Docs".  A luncheon  will 
then  be  held  at  the  Nebraska  Club  with 
senators  and  spouses  from  1 2:00-1 :30.  Speakers 
will  include  Senators.  For  more  information 
about  this  program  contact  Janet  at  (402)  483- 
5377  or  471-2280. 

Auxilians  will  also  continue  to  share  infor- 
mation with  their  communities  that  enable  all 
citizens  to  become  more  aware  of  the  issues 
and  how  they  affect  the  total  health  care 
system.  As  we  do  not  understand  all  that  is 
involved  in  legislators'  responsibilities  and 
they  do  not  understand  all  that  is  involved  in 
physician  responsibility  to  patients  well  being 
and  health  care;  our  hope  is  for  all  connected 
to  these  endeavors  that  they  will  learn,  care, 
and  then  become  more  knowledgeable  decision 
makers  and  voters. 

Serving  on  the  Auxiliary's  Legislation  Com- 
mittee for  1 989-90  are:  Janet  Bausch,  Chairman; 
Mary  Beth  Kos,  Linda  Paul,  and  Sharon 
O'Malley,  these  auxilians  also  serve  on  the 
Association's  Commission  on  Legislation  & 
Governmental  Affairs. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  EDUCATION  COURSES 

FEBRUARY  9-10,  1990  — Midwest  Student 
Medical  Research  Forum  XXI  (MSMRF) 
Red  Lion  Inn. 

FEBRUARY  10-11,  1990  — UN/Dartmouth 
Transplantation  Seminar,  Radisson  Redick 
Hotel. 

FEBRUARY  11-18,  1990  — 8th  Annual  Park 
City  Oculoplastic  Meeting,  The  Olympic 
Hotel,  Park  City,  Utah. 

MARCH  4-9,  1990  — 10th  Annual  Keystone 
ENT  Ski  Conference,  Keystone  Lodge 
Keystone,  Colorado. 

MARCH  21,1 990  — Geriatrics  Circuit  Course, 
Holiday  Inn,  Hastings,  Nebraska. 

MARCH  26  - APR  I L 6,  1 990  — Family  Practice 
Review. 

MARCH  28-30,  1990  — Third  International 
Symposium  On  Minimal  Residual  Disease, 
Rotterdam,  The  Netherlands. 

MARCH  29-30,  1 990  — 39th  Annual  OB-GYN 
Conference,  Holiday  Inn  Centeral. 

APRIL  13-14,  1990  — Cytokines  & Com- 
munication In  The  Immune  System:  Update 
1990. 

APRIL  14,  1990  — Nebraska  Association  of 
Pathologists  Spring  Meeting. 

APRIL  23-MAY  4,  1990  — Family  Practice 
Review. 

JULY  25-29,  1990  — College  of  Medicine 
Alumni  CME  Meeting,  Snowmass,  Colorado, 
**Tentative** 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

NOV.  29  - DEC.  1,  1990  — Nebraska  OB-GYN 
Society,  Las  Vegas,  Nevada. 


MARCH  1 1-22,  1991  — Family  Practice 
Review. 

APRIL  8-19,  1991  — Family  Practice  Review. 

If  no  location  has  been  specified  — these  programs 

will  be  held  at  the  Center  for  Continuing  Education, 

University  of  Nebraska  Medical  Center  campus. 

CREIGHTON  UNIVERSITY 

JANUARY  25-30,  1990  — Esophageal  Dis- 
orders: Pathophysiology  and  Treatment  - 
Maui,  Hawaii. 

NMA  COMING  MEETINGS 

APRIL  27-29,  1990  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  13-15,  1990  — NMA  Fall  - Corn- 
husker  Hotel. 

APRIL  26-28, 1 991  — NMA  Annual  - Cornhusker 
Hotel. 

SEPTEMBER  12-14,  1991  — NMA  Fall  - 
Cornhusker  Hotel. 

APRIL  24-26,  1992  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  10-12,  1992  — NMA  Fall  - 
Cornhusker  Hotel. 

AMERICAN  ASSOCIATION  OF 
CLINICAL  ANATOMISTS 

AMERICAN  ASSOCIATION  OF  CLINICAL 
ANATOMISTS  — May  31  - June  1,  1990  - 
University  of  Saskatchewan  - “The  Surgical 
Anatomy  of  the  Lymphatic  System”  - 8.5  hrs. 
Category  I. 

EIGHTH  ANNUAL  CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE  — June  16-23, 
1990  - Woverine  Lodge,  Lynn  Lake,  Manitoba, 
Canada.  For  information  contact  Sharlene 
Knippelmeyer,  RN,  BS,  Education  and  Staff 
Development,  Lincoln  General  Hospital, 
2300  S.  16th  St,  Lincoln,  NE  68502 
(402)  473-5638. 
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ON-GOING  UPON  REQUEST: 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  Universtiy  is  offering  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

For  further  information  or  to  register,  contact:  Sally  C. 

O'Neill,  Ph.D.,  Creighton  University  School  of  Medicine, 

Continuing  Medical  Education  Division,  Omaha,  Nebraska 

68178.  Toll  Free  (800)  548-CMED,  In  Nebraska  - (402)  280- 

1830. 


JOHNS  HOPKINS  UNIVERSITY 

DIAGNOSTIC  CYTOPATHOLOGY  FOR  PATH- 
OLOGISTS - 1990  POSTGRADUATE  INSTI- 
TUTE — February  through  April,  1990, 
Home  Study  Course  A,  April  23  to  May  4, 
1990,  In-Residence  Course  B,  Johns  Hopkins 
University  School  of  Medicine,  Baltimore, 
Maryland  21205. 


COMING  MEETINGS 

ROCKY  MOUNTAIN  CONFERENCE  ON 
EMERGENCY  MEDICINE  & NURSING  — 
January  24-27,  1990,  Keystone,  CO.  For 
information,contact  Centennial  Conferences, 
5353  Manhattan  Circle,  #103,  Boulder,  CO 
80303. 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY 
OF  PEDIATRICS  — April  20,  1990,  Omaha 
Marriott  Hotel,  Behavioral  Pediatrics.  April 
21,  Sports  Medicine. 


IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


DAVID  C.  TOREN,  M.D.  — (Born  August  7, 
1954  — died  November  13,  1989)  Medical 
Specialty  — Anesthesiology.  Doctor  Toren 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1980  and  practiced 
in  Lincoln.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  Survivors 
include  his  wife,  Lori;  parents.  Dr.  and  Mrs. 
Richard  Toren  of  Lincoln;  and  his  brother 
Richard,  of  Lincoln. 


RICHARD  A.  BUNTING,  M.D.  (Born  February 
19,  1923  — died  November  17,  1989) 
Medical  Specialty  — Radiology.  Doctor 
Bunting  was  a graduate  of  the  University  of 
Nebraska  College  of  Medicine  in  1953  and 
practiced  in  Omaha.  He  was  a member  of 
the  Nebraska  Medical  Association  and  the 
American  Medical  Association.  He  is  survived 
by  his  wife,  Ruan  of  San  Diego,  CA:  two 
sons,  Richard  R.  Bunting  and  David  E. 
Bunting,  both  of  San  Diego;  and  one  sister, 
Mrs.  Ted  (Billie)  Bruggemann  of  Syracuse,  NE. 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D.,  Neurological  Surger\'2221  So.  17th  St.. 
Suite  310,  Lincoln,  NE  68502.  The  manuscript  should  be  typewritten, 
double-spaced,  on  8 ''2  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
•■han  4.000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  2U  references. 

Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author.  A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  street  address,  city,  state,  and  zip  code. 

Summaiy  for  article:  all  major  scientific  articles  should  be  accompanied  by 
a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the  article 
and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references  should 
include  authors’  names  and  initials,  title  of  article,  abbreviated  name  of 
Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8'^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send 
original  artwork.  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and  claims 
expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company. 
Inc..  P.O.  Box  278.  Norfolk,  Nebraska  68702-0278. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  VV.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255.  Omaha  68124-5255 

American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Ron  Van  Rysw>-k,  Ed.D..  Executive  Director 
2730  South  114th  St..  Omaha  68144 
.American  Heart  Association.  Nebraska  \ffiliate 
Douglas  P.  Halleen.  Executive  Director 
3624  Famam  St..  Omaha  68131 

American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr..  Ste.  107.  Omaha  68114 
215  Centennial  Mall  South,  Room  521.  Lincoln  68508 
.American  Red  Cross 
P.O.  Box  83267 
1701  "E”  St..  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter.  Inc. 

Ellen  Wright.  Exec.  Director 
2229  N.  91st  Court.  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station.  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

2700  N.  27th  St..  Lincoln  68521 

Creighton  L’niversitv’  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St.  Omaha  68178 
Dair\-  Council  of  Central  States,  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralstoa  NE  68127 

Division  of  Rehabilitation  Ser\ices 
Nebraska  Department  of  Education 
6th  Floor.  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman.  Ph.D.,  Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St.,  #6.  Omaha  68134 
Lincoln  Council  on  Alcoholism  and  Drugs 
914  “L”  Street.  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street.  Lincoln  68508 
MID-PLAINS  POISON  CONTROL  CENTER 

Childrens  Memorial  Hospital.  8301  Dodge  St..  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toil  free  Nebraska) 

Midlands  Chapter.  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center.  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen.  M.D..  Secretary 
360  Doctors  Bldg..  N.  Tower,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St..  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  G9th  St.,  Suite  203.  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmologv’ 

H.  Nicholas  Vondrak,  M.D..  President 
2115  N.  Kansas.  Hastings  68901 
Nebraska  Academy  of  Otolar\ngolog>- 
Michael  Crawford,  ,M.D..  President 
201  Ridge  St..  #311.  Council  Bluffs.  lA  51501 
Nebraska  Allergy  Society 

Russell  J.  Hopp.  D.O..  Pre.sident 
Dept.  Pediatrics.  Creighton  Univ.,  Omaha  68178 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D..  President 
139*18  Gold  Circle.  Omaha  68144 
Nebraska  .Association  of  Pathologists 
Thomas  Williams,  M.D..  President 
Dpt.  of  Path.,  8303  Dodge  St.,  Omaha  68114 
Nebraska  v ardiovasular  Society 
Charles  S.  Wilson,  M.D..  President 
1919  S.  4Uth  St..  #300.  Lincoln.  68506 
Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Kathleen  Bliese.  M.D..  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office  Park,  #202.  401  No.  117th.  Omaha  68154 
Nebraska  Chapter  - American  .Academy  of  Physician  Assistants 
Joe  E.  Jeter,  P.^-C,  President 
Fremont  68025 

Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges.  M.D..  President 
Charlotte  Hawthorne.  .Administrator 
2115  N.  Kansas,  Hastings  68901 

Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Recker.  M.D..  F.A.C.P..  Governor 

Creighton  University  School  of  Medicine,  601  N.  30th  St.,  Omaha  68131 

Nebraska  Chapter  - American  College  of  Surgeons 

Paul  Collicott,  M.D..  President 
4740  A Street  Lincoln  68510 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F .Aila.  .M  D..  Medical  .Advisor 
105  So.  49th  St..  Omaha  681.32 
•Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw.  Executive  Director 
444  Regency  Parkway  Dr.  #.302.  Omaha  68114-3720 
Nebraska  Dental  Association 

Tom  Bassett.  Executive  Director 
3120  O St  . Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  M S R.D..  President 
3347  S.  126th  .Ave  . Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  .Snyder,  Executive  Director 
3100  O St  . Ste.  7.  Lincoln  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street.  Suite  D.  Lincoln  68508-2509 

Nebraska  League  for  Nursing 
Barbara.  .McCabe.  President 
510  Redwood  Dr..  Lincoln  68510 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper.  Secretary 
1512  FisrTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  R Baker.  Executive  Director 
Suite  711.  Terminal  Bldg..  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  M.D..  Secretary 
6920  Van  Dom.  Lincoln.  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund,  R.N'.C. 

St.  Elizabeth  Community  Health  Center.  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan.  R.P..  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
Jehangir  B.  Bastani.  M.D.,  President 
8110  Myrtle,  Lincoln  68506 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

U.  Douglas  Osterholm.  M.D..  President 
1512  FirsTier  Bank  Bldg.,  Lincoln  685i)8 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D..  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick.  M.D. 

P.O.  Box  5363.  Lincoln  68505 

Nebraska  Society  of  Anesthesiolog*c»« 

Charles  D.  Gregorius.  M.D..  President 
1512  FirsTier  Rank  Bldg..  Lincoln 
Nebraska  Society  of  Internal  Medicine 
Anthony  J.  Ross,  M.D.,  President 
3145  0 St.,  Lincoln  68510 
Nebraska  Society  of  Medical  Assistants,  Inc., 

an  Affiliate  of  the  American  .Association  of  Medical  Assistants 
Susan  M.  Engstrom,  C.M.A.-AC,  President 
810  Willard,  Cir..  Hickman  68372 

Nebraska  Society  of  Medical  Technologv- 
Dave  Glena  President 
4010  Kay  Ave..  Grand  Island  68803 

Nebraska  Society  of  Respiratory  Therapy 

Marcy  PearsolL  RRT.  President 
Lincoln  General  Hospital  68502 

Nebraska  State  Department  of  Health 

Gregg  Wright,  M.D..  M.  Ed.  Director  of  Health 
301  Centennial  Mall  South,  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology'  Society 
Dennis  D.  Beavers,  M.D..  Secretary-Treasurer 
720  No.  87th  St.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Keuyl  Newman,  President 
P.O.  Box  67004.  Lincoln  68506 
Nebraska  L’rological  Association 
Alan  H.  Domina,  M.D..  President 
4740  A Street.  Lincoln  68510 
Nebraska  V'eterinary  Medical  Association 
Don  Ellerbee.  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary 
7363  Pacific  St.  #205-B.  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor.  State  Office  Building,  301  Centennial  Mall  So..  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews.  M.D.,  Chancellor 
42nd  & Dewey  Ave..  Omaha  68105 


As  a physician  in  the  Air  Gumxl 
you  ai'e  in  for  considerably  more 
than  your  everyday  medical  practice. 

For  one  thing,  you  could  find  youi'self  solving 
medical  problems  you  have  never  even  thought 
about.  Paiticulai'ly  if  you  ai*e  one  of  the  adven- 
turous souls  who  wish  to  seiwe  the  Air  Guai'd  as  a 
Plight  Surgeon. 


America's  Hometown  Air  Force. 
The  Air  Guard. 


How  To  Join  Us. 


CALL  SMSGT  LARRY  BROOKS  AT  (402)  473-1145 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN.  NEBRASKA  68508 
PHONE 

(402)  474-4472 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Richard  Raymond,  MD.,  O’Neill President 

Paul  E.  Collicott,  M.D..  Lincoln President-Elect 

Robert  F.  Shapiro.  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius.  Jr..  M.D..  Sidney;  — 

John  D.  Coe.  M.D..  Omaha;  — Louis  J.  Gogela.  M.D.. 

Lincoln;  — Blaine  Y.  Roffman.  M.D..  Omaha. 

BOARD  OF  DIRECTORS 

Richard  A.  Raymond.  M.D..  Chairman O’Neill 

Paul  E.  Collicott.  M.D..  X ice-Chairman Lincoln 

Robert  F.  Shapiro.  M.D..  Secretary-Treasurer Lincoln 

Donald  J.  Pavelka.  M.D..  Past  President Omaha 

L.  Dwight  Cherry.  M.D Lincoln 

Herbert  A.  Haitman,  Jr..  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Robert  G.  Osborne.  M.D Lincoln 

Richard  H.  Meissner.  M.D Omaha 

David  R.  Little.  M.D Hastings 

Stanley  F.  Nabity,  M.D Grand  Island 

COMMISSION  ON  \SSOCI\TION  AFFAIRS 

Francis  D.  Donahue.  M.D..  Chairman Omaha 

R.  .A.  Blatny.  M.D Fairburv 

Stuart  P.  Embury,  M.D Holdrege 

Joel  T.  Johnson.  M.D Kearney 

Bernard  L.  Kratochvil.  M.D Omaha 

Walter  J.  O'Donohue.  M.D Omaha 

Joseph  E.  Stitcher.  M.D Lincoln 

John  C.  Wilcox.  M.D .Aurora 


SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Chairman Lincoln 

Robert  A.  Beer.  M.D Omaha 

David  L.  Bacon,  AI.D Kearney 

Lawrence  C.  Bausch.  M.D Lincoln 

Stacey  Goodrich.  M.D Tecumseh 

Charles  Gregorius.  M.D Lincoln 

Richard  M.  Tempero,  M.D Omaha 

Donald  E.  Waltemath.  M.D Lincoln 

.Anthony  J.  Yonkers,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Kenton  L.  Shaffer.  M.D..  Chairman Kearney 

Chris  C.  Caudill.  M.D Lincoln 

Carl  J.  Cornelius,  Jr.,  M.D Sidney 

F.  William  Karrer.  M.D Omaha 

M.  Jack  .Mathews.  M.D Lincoln 

Harry  W.  McFadden.  M.D Omaha 

Merton  A.  Quaife.  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 
Kenton  L.  Shaffer.  M.D..  Chairman Kearney 

Section  on  Maternal  .Mortality  Review 

George  M.  .Adam.  M.D Hastings 

Ernest  K.  Bussinger.  M.D Scottsbluff 

James  H.  Elston.  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

James  M.  Plate.  M.D Kimball 

William  L.  Rumbolz.  M.D Omaha 

Carl  V.  Smith.  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch.  .M.D Lincoln 

Kenneth  Johnson.  M.D McCook 

Robert  M.  Nelson.  M.D Omaha 

Tom  F.  Tonnige.s.  M.D Hastings 

Gregg  F.  Wright.  M.D Lincoln 

COM.MITTEE  ON  HEALTH  PLANNING 

Carl  J.  Cornelius.  Jr..  M.D..  Chairman .Sidney 

Gordon  D.  Adams.  .M.D .Norfolk 

Lewiston  W.  Birkmann.  M.D Lincoln 

James  S.  Carson.  M.D McCook 

Chris  C.  Caudill.  M.D Lincoln 

Allen  D.  Dvorak.  M.D Omaha 

Dale  W.  Ebers.  M.D Lincoln 

Louis  J.  Gogela.  Jr..  M.D Beatrice 

Roger  D.  Mason.  M.D Omaha 

Donald  F.  Prince.  M.D Minden 

C.  Lee  Retelsdorf.  M.D Omaha 


AD-HOC  CO.MMITTEE  ON  TUMOR  REGISTRY 


F.  William  Karrer,  M.D..  Chairman Omaha 

Gordon  D.  Adams.  M.D Norfolk 

Joe  L.  AuchMoedy.  M.D Kearney 


Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey.  M.D Lincoln 

Daniel  R.  Cronk.  M.D Grand  Island 

Sushil  S.  Lacy.  M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Joseph  D.  Verdirame.  M.D Omaha 

AD-HOC  COMMITTEE  ON  LOW  LEVEL  RADIOACTIVE 
WASTE  DISPOSAL 

Merton  A.  Quaife.  M.D..  Chairman Omaha 

Prentiss  M.  Dettman.  M.D Lincoln 

Alien  D.  Dvorak.  M.D Omaha 

Rodrigo  Gomez-Cordero.  M.D Spencer 

Dennis  D.  Hatch.  M.D Superior 

David  J.  Hoelting,  M.D Pender 

Erne.st  0.  Jones,  Ph.D Omaha 

Martin  R.  Lohfl.  M.D Omaha 

W.  E.  Lundak.  M.D Lincoln 

David  C.  McMaster.  .M.D .Auburn 

William  H.  Northw'alL  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill.  M.D..  Chairman Lincoln 

Judith  .A.  Butler.  M.D Superior 

Dale  W.  Ebers.  M.D Lincoln 

Vernon  F.  Garwood,  M.D Lincoln 

Russell  L.  Gorthey.  M.D Lincoln 

Roger  A.  Jacobs,  M.D Seward 

Ronald  Klutman.  M.D Columbus 

Paul  F.  Meyer,  M.D Aurora 

Dale  E.  Michels,  M.D Lincoln 

Harold  M.  Nordlund.  M.D York 

Samuel  H.  Perry.  IL  M.D North  Platte 

Richard  B.  Svehla.  M.D Omaha 

Tom  F.  Tonniges,  M.D Hastings 

Wayne  K.  Weston.  M.D Lexington 

NMA  PRO  OVERVIEW  COM.MITTEE 

Gordon  J.  Hrnicek.  M.D.,  Chairman Grand  Island 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman.  M.D Fremont 

Tim  Biga.  M.D Norfolk 

Dennis  M.  Connolly.  M.D Lincoln 

Wendell  L.  Fairbanks.  M.D Alliance 

John  F.  Fitzgibbons.  M.D Omaha 

Glen  A.  Forney.  M.D Scottsblufi 

C.  T.  Frerichs.  M.D Beatrice 

John  C.  Grove.  M.D O’Neill 

Richard  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews.  M.D Lincoln 

Frederick  F.  Paustian.  M.D Omaha 

Herbert  E.  Reese.  M.D Lincoln 

AD-HOC  CO.MMITTEE  ON  THE  SOCiaECONO.MIC 
ASPECTS  OF  HEALTH  CARE 

Harry  W.  .McFadden.  Jr..  M.D..  Chairman Omaha 

Vernon  F.  Garwood.  M.D Lincoln 

.Allan  C.  Landers.  M.D Scottsbluff 

V.  William  Meyers.  M.D Omaha 

Stanley  F.  Nabity.  M.D Grand  Island 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  B.  Svehla,  M.D Omaha 

Stanley  M.  Truhlsen.  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

CO.MMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutmaa  M.D.,  Chairman Columbus 

Benjamin  R.  Gelber,  .M.D.,  Vice-Chairman Lincoln 

Judith  A.  Butler.  M.D Superior 

Melvin  A.  Churchill.  M.D Lincoln 

James  H.  Dunlap.  M.D Norfolk 

Donald  E.  Fischer,  M.D Scottsbluff 

Vernon  F.  Garwood,  M.D Lincoln 

Michael  J.  Germer.  M.D Lincoln 

Charles  Gregorius,  M.D Lincoln 

Susan  L.  Creenwald,  M.D Kearney 

Dennis  G.  O’Leary.  M.D Omaha 

George  W.  Orr.  M.D Omaha 

Robert  G.  Osborne.  M.D Lincoln 

Dwaine  J.  Peetz.  M.D Neligh 

Herbert  E.  Reese.  M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Blaine  Y.  Roffman.  M.D Omaha 

James  N.  Shreck.  M.D North  Platte 

Richard  B.  Svehla,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

Eileen  C.  Vautravers.  M.D Lincoln 
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Timothy  O.  Wahl.  M.D.  . 
Peter  J.  Whitted,  M l).  . . 
Susan  M.  Williams.  M.D. 


Omaha 

Omaha 

Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf.  Ml)..  Chairman..  Omaha 

Daniel  S.  Durrie.  M.D Omaha 

•Joel  T.  Johnson,  M.D Kearney 

Darroll  J.  Loschen.  .M.D York 

Dale  E.  Michels.  M.D Lincoln 

Stanley  F.  Nabity.  M.D (hand  Island 

William  R.  Palmer.  M l) Omaha 

Charles  S.  Wilson.  M.D Lincoln 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap.  M.D..  Chairman . Norfolk 

David  L.  Bacon.  M D Kearney 

Warren  0.  Bosley.  M.D Grand  Island 

F.  M.  Gawecki.  M.D Papiilion 

Dwaine  J.  Peetz.  M.D Nelifjh 

Richard  M Piisch.  Jr..  M.D Lincoln 

Herbert  E.  Reese.  M.D Lincoln 

Blaine  Y Roffman.  M.D Omaha 

Larry  E.  Roffman.  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian.  .M.D..  Chairman Omaha 

Ronald  L.  Asher.  M.D North  Platte 

Robert  L.  Bass.  M.D Elkhorn 

Warren  G.  Bosley.  M.D Grand  Island 

Patrick  E.  Brookhouser.  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Charles  A.  Dobry.  M.D Omaha 

Stacey  Goodrich.  M.D Tecumseh 

Richard  A.  Hranac.  M.D Kearney 

Steffan  R.  Lacey.  M.D Norfolk 

William  E.  Lundak.  M.D Lincoln 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott.  M.D Omaha 

Michael  J.  Sullivan,  M.D Aurora 

Jeffrey  Susman,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 

Robert  H.  Waldman,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION  & 


ATHLETIC  MEDICINE 

W'arren  G.  Bosley.  M.D..  Chairman Grand  Island 

Patrick  E.  Clare.  M.D..  Vice-Chairman Lincoln 

Gordon  D.  Bainbridge.  M.D Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W’.  Hammer.  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R Jones,  M.D Lexington 

Stephen  J.  Lanspa.  M.D Omaha 

Morris  B.  Mellioa  M.D Omaha 

Paul  H.  Phillips.  M.D Scottsbluff 

Wesley  G.  Wilhelm.  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler.  M.D.,  Chairman Lincoln 

H.  Jeoffrey  Deeths.  M.D Omaha 

Herbert  D.  Feidler.  M.D Norfolk 

Donald  T.  Glow.  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie.  M.D Plainview 

Donald  E.  Matthews.  M.D Lincoln 

Harlan  C.  Shriner.  Jr..  MD Lincoln 

F.  Thomas  W’aring,  M.D Fremont 


COM.MLSSION  ON  HOSPITAL  .MEDICAL  STAFF 


Glen  F.  Lau.  M.D..  Chairman.  ..Lincoln 

John  B.  Byrd.  M.D Neligh 

Charles  F.  Heider.  Jr..  M.D North  Platte 

Ramey  B.  Rees.  M l) Omaha 

Joseph  G.  Rogers,  M l) Lincoln 

Larry  I).  Ruth.  MI) Lincoln 

Steven  .A.  Schwid.  M.I) Omaha 

Jerry  K.  Seiler.  M.D Hastings 

William  A.  Shiffermiller.  M.I) Omaha 

H.  Neal  Sievers.  M.D Blair 

Stephen  D.  Torpy.  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D..  Chairman Lincoln 

Warren  G.  Bosley.  M.D Grand  Island 

Glen  F.  Lau.  M.I) Lincoln 

Richard  ('.  Olney.  M.D Lincoln 

John  L.  Reed.  M.D Lincoln 

Stanley  M.  Truhlsen.  M.D ..  Omaha 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott.  M.D..  Chairman Lincoln 

Dwaine  J.  Peetz.  M.D..  Vice-Chairman Neligh 

Alvin  A.  .Armstrong.  M.D Scottsbluff 

Richard  .A.  Blatny,  M.D Fairbury 

L.  Dwight  Cherry.  M.D Lincoln 

Thomas  M.  Connor,s.  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Lang\ardt,  M.D Beatrice 

Thomas  O.  Martin.  M.D Ord 

Roger  P.  Massie.  M.D Plainview 

Donald  J.  Pavelka.  M.D Omaha 

Rudolf  Strnot,  Jr.,  M.D Lincoln 

Richard  B.  Svehla.  M.D Omaha 

Hiram  R.  W'alker.  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensea  M.D..  Chairman Lincoln 

Samuel  E.  Boon.  M.D Lincoln 

Jane  S.  Roccaforte.  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Philip  W’.  Smith.  M.D Omaha 

Richard  B.  Svehla.  M.D Omaha 

NMVUNCM  COORDINATING  COMMITTEE 
(NMA  Representatives) 

Gordon  D.  Adams,  M.D Norfolk 

John  J.  Cannella.  M.D Grand  Island 

James  G.  Carlson.  M.D Lincoln 

David  R.  Dyke.  M.D Lincoln 

Russell  L.  Gorthey.  M.D Lincoln 

Joel  T.  Johnson,  M.I) Kearney 

Ronald  Klutman.  M.D Columbus 

Richard  H.  Meissner.  M.D Omaha 

Richard  K.  Osterholm.  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 
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Physicians’  Ciassified 


Advertisements  in  this  column  are  run  at  the  rate  of  S15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  .An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBR.ASK.A  .MEDICAL  JOURNAL.  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 

SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.  D.,  P.G.,  807  North 
Ash,  Gordon,  Nebraska  69343. 

EAMILY  PRAGTIGE  OPPORTUNITY:  Gurrent 
associate  leaving,  Gentral  Nebraska  city.  Gontact 
Box  #38,  c/o  Nebraska  Medical  journal,  1512 
EirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

FAMILY  PRAGTIGE  - HOSPITAL  SPONSORED 
GLINIG  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Gentral  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McGormick,  President,  Allen  McGormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  55435,  61  2-835-5123. 

INTERNIST:  Lincoln,  NE,  VA  Medical  Center 
seeking  BC/BE  Internist.  Progressive  Center  is 
affiliated  with  two  medical  schools  and  located 
in  a university  city.  Center  offers  competitive 
salary,  comprehensive  benefits,  and  moving 
expenses.  English  proficiency  required.  Please 
contact  Julia  Hopkins,  M.D.,  Chief  Medical 
Services  at  402-489-3802,  Ext.  6774.  VA  Medical 
Center,  600  S.  70th  St.,  Lincoln,  NE  68510.  EOE. 

DES  MOINES  IOWA:  Multispecialty,  P.C.  has 
immediate  need  for  BC/BE  physicians  in  the 
following  specialties:  family/ general  practice, 
oncology,  dermatology,  internal  medicine  and 
OB/CYN.  Initial  financial  package  with  start-up 
assistance,  coverage  and  free  lease-space  is 
available.  Located  in  metro-area  of  400,000 
great  schools,  diverse  cultural  activities,  college/ 
professional  sports.  Interested  physicians  reply 
to  Box  039,  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 


PHYSICIAN:  Physician  with  current  Nebraska 
licensure  or  eligibility  for  same  needed  to  serve 
as  principal  investigator  for  clinical  research  at 
pharmaceutical  testing  laboratory.  Inquiries:  Pam 
Bencken,  402-476-281 1 . Send  resumes  to:  Harris 
Laboratories,  P.O.  Box  80837,  Lincoln,  NE 
68502.  AA/EOE. 

WOMEN'S  HEALTH:  FAMILY  PRACTICE/ 

INTERNALMEDICINE.  Nearly  a perfect  practice 
working  with  a preventative  health  care  team  in 
a brand  new  facility.  This  is  an  established 
women's  program  that  offers  an  affiliation  with 
Iowa's  oldest  multi-specialty  group.  Excellent 
guarantee,  safe  and  well  educated  community. 
Call  or  send  CV  to:  Maxine  Brinkman,  23  North 
Federal,  Mason  City,  Iowa  50401,  515-424-1100. 

OPPORTUNITY  TO  JOIN  TWO-MAN  FAMILY 
PRACTICE  CLINIC:  Well  established,  financially 
secure.  Looking  for  one  or  two  physicians.  Must 
be  board  certified.  Offering  excellent  benefit 
package,  P.A.,  shared  call,  company  car,  com- 
petitive salary  with  first  year  guarantee,  option 
to  buy  in.  Have  satellite  clinic  in  designated 
shortage  area.  Please  contact:  Dennis  Dieckman, 
1408  - 5th  St.,  Aurora,  NE  68818.  Phone  402- 
694-3191. 
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PHYSICIAN'S 

RECOGNITION 

AWARD 


The  American  Medical 
Association  understands  lio\\’ 
\'aluable  \’Our  time  is.  We  know 
there  aren't  enoue;h  lionrs  in 
the  dav  f(>r  doctors  to  do  e\’er\’- 
thing  they  waiit  to  do  for  their 
patients,  communin’,  lamilv, 
friends,  and  themseh'es. 

That's  why  we  appreciate  the 
efforts  of  man\'  physicians 
to  continue  their  medical 
education.  These  dedicated 
physicians  find  the  time  to 
c.xpand  their  know  ledge  and 


impnn’e  their  skills  through 
continuing  medical  education. 

In  recognition  of  this  contin- 
ued achic\’cment,  the  AM  A is 
pleased  to  offer  the  Pin’sician's 
Rjrco;,^iitioii  Award.  DispUwed 
on  the  walls  of  your  office  or 
home,  it  is  a s\'mbol  ofh'our 
commitment  to  prcn  uling  the 
best  medical  care  possil)le. 

You  will  be  receixing  an 
application  for  the  Plu'sician's 
RiTo;^iition  A^vard  in  the  mail 
shortly.  We  encourage  you  to 
partici})ate  in  this  program. 


Nebraska  Medical  Association 


1512  FirsTier  Bank  Building 
Lincoln,  Nebraska  68508 
(402)  474-4472 


THE  NEW  YORK  ACADEMY  OF  MED. 
LIBRARY  PERIODICALS  DEPT. 

2 EAST  103RD  ST. 

NEW  YORK  NY  10029 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


USAF 

HEALTH 

PROFESSIONS 

402-551-0928 

COLLECT 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


I 


I 

\ 


0^ Check  Out  The  Services 
Your  NMA  Membership  Offers 

Special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 


NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

ffl^NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 

NMA  VISA  Card  Program.  — Review  the  benefits. 

ffl^Accounts  Collection  Service  offered  by  Bartling  and  Hinkle,  P.C., 
attorneys-at-law.  They  are  endorsed  by  NMA. 

ffl^nquire  to  the  Nebraska  Medical  Association  for  full  details  on  these  and 
other  special  services  available  exclusively  to  NMA  members. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 
Svehla,  Omaha.  Counties;  Douglas. 
Sarpy 

Second  District:  Councilor  Sushil  S.  Lacy. 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  C.T.  Frerichs, 
Beatrice.  Counties:  Gage.  Johnson 

Nemaha,  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar. 
Cuming,  Dakota,  Dixon,  Knox,  Madison. 
Pierce,  Stanton.  Thurston,  Wayne. 
Fifth  District:  Councilor  Kenneth  C. 
Bagby,  M.D..  Blair.  Counties:  Boone, 
Burt,  Colfax,  Dodge.  Merrick,  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch.  M.D..  Seward.  Counties:  Butler. 
Hamilton,  Polk,  Saunders.  Seward,  York. 
Seventh  District:  Councilor:  R.  A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay.  Fillmore. 
Jefferson.  Nuckolls,  Saline.  Thayer. 
Eighth  District:  Councilor  Richard  D. 
Fitch,  M.D.,  O’Neill.  Counties:  Boyd. 
Brown,  Cherry.  Holt.  Keya  Paha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine,  Buffalo. 
Custer.  Dawson,  Garfield,  Grant,  Greeley, 
Hall,  Hooker.  Howard,  Loup,  Sherman. 
Thomas,  Valley.  Wheeler. 

Tenth  District  Councilor  Charles  F.  Damico. 
M.D..  Hastings.  Counties:  Adams,  Chase. 
Dundy.  Franklin.  Frontier.  Furnas, 
Gosper,  Harlan.  Hayes.  Hitchcock. 
Kearney.  Phelps,  Red  Willow.  Webster. 
Eleventh  District;  Councilor:  Ronald  L. 
Asher,  M.D.,  No.  Platte,  Counties: 
Arthur.  Deuel.  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  Donald  E. 
Wilkinson,  Alliance.  Counties:  Banner, 
Box,  Butte.  Cheyenne.  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY- TREASURER 


.Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball- Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

HaU 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy  

Saunders  

Scottsbluff 

Seward  ... 

South  Central 

Southeast  Nebr. 

Southwest  Nebr 

Washington- Burt 

York 


Richard  French.  Hastings Robeit  .Anderson.  Hastings 

Kenneth  Peters,  Plainview David  Johnson.  Osmond 

Wendell  Fairbanks.  Alliance Chris  Wilkinson,  Alliance 

Frank  Lauro.  Kearney Cheri  Jensen,  Kearney 

V.J.  Thoendel,  David  City Jack  Kaufmann.  David  City 

R R Andersen,  Nehawka Glen  K.  Knosp,  Elmwood 

James  Thayer.  Sidney Clinton  Dorwart,  Sidney 

Thomas  Tibbies.  West  Point Gordon  Moshman,  West  Point 

Loren  Jacobsen,  Broken  BoV N.  Leon  Brooks.  Broken  Bow 

Rodney  Sitorius.  Cozad 

James  Bridges,  Fremont W.  B.  Eaton,  Fremont 

Willis  L.  Wiseman,  Wayne Robert  Benthack,  Wayne 

Tom  Martin,  Ord Otis  Miller,  Ord 

Louis  J.  Gogela,  Jr.,  Beatrice Donald  Weldon,  Beatrice 

John  Wagoner.  Grand  Island Gordon  Francis,  Grand  Island 

J.C.  Wilcox,  Aurora M.D.  Jobman,  Aurora 

Melvin  Campbell.  Ainsworth 

Gordon  O.  Johnsoa  Fairbury R A.  Blatny.  Fairbury 

Berl  W.  Spencer.  Ogallala Clifford  Colglazier,  Grant 

D.  M.  Laflan.  Creighton D.  J.  Nagengast  Bloomfield 

Robert  G.  Osborne.  Lincoln Prentiss  Dettman,  Lincoln 

Timothy  O'Hoileran,  North  Platte. . . . Jeff  Brittan,  North  Platte 

Steffan  Lacey,  Norfolk P.K.  Mistry.  Norfolk 

Allen  D.  Dvorak,  Omaha Eugene  M.  Zweiback.  Omaha 

C.R.  Adams,  Norfolk Tod  Voss,  Norfolk 

Edward  Metz.  Crawford R.  H.  Rasmussen.  Chadron 

Dean  R.  Thomson,  Nebraska  City Paul  R.  Madison,  Nebraska  City 

Arthur  Liebentritt,  Columbus Dwight  Rickard,  Columbus 

Robert  E.  Tuma,  Crete 

Fred  Gawecki,  Omaha Barbara  Heywood.  Papillion 

L M.  French.  Wahoo  John  E.  Hansen.  Jr..  Wahoo 

R.  S.  Anderson.  Scottsbluff Jim  Massey.  Scottsbluff 

, Van  E.  Vahle.  Seward Roger  H.  Mever.  Utica 

Jeff  Hollis.  Geneva Chas.  F.  Ashby.  Geneva 

Gary  Ensz,  Auburn George  Voigtlander.  Pawnee  City 

David  A Allerheiligen.  McCook E.  C.  Beyer.  McCook 

Priscilla  Ruhe,  Blair Hans  Rath.  Omaha 

Darroll  Loschen,  York Harold  Nordlund,  York 


The  body’s 
most  vital  muscle 
has  been 
hidden  fiDm  view 


Until  now?  at  Saint  Joseph. 


You  can  see  the  future  of  heart  care  at  Saint 
Joseph  Hospital/Creighton  UniversiU’ Medical  Center. 
Because  Saint  Joseph  can  “see”  the  heart  like  no  other 
hospital  in  Nebraska. 

Saint  Joseph  is  one  of  the  first  hospitals  in  the 
countr\-  to  offer  Positron  Emission  Tomography  in  clinical 
care.  A noninvasive  PET  scan  pro\ides 
the  phc'sician  with  unique,  potentially 
lifesa\ing  infttrmation  about  the  \ia- 


bilit)’  of  the  heart  muscle.  It  can  help  you  plan  treat- 
ments, predict  the  outcome  of  surgical  vs.  nonsurgical 
options  and  rule  out  heart  disease  in  the  presence  of 

inconclusive  evidence. 

At  most  hospitals,  PET  and  its  advantages  are 

only  a promise  of  things  to  come.  But  they’re  present 
today  at  Saint  Joseph/Creighton  - 
the  hospital  with  a vision  ofvviiat  heart 
care  should  be. 


Saint  Joseph 


_ Creigjiton  Universitv’  Medial  Center  _ 

Ihc  Uccni  Specialist 
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American  Cancer  Societ>',  Nebraska  Division,  Inc. 

Don  VV.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd„  P.O.  Box  241255,  Omaha  68124-5255 
.American  Diabetes  Association  - Nebraska  Affiliate.  Inc. 

Ron  Van  Ryswvk,  Ed.D.,  Executive  Director 
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American  Heart  .Association,  Nebraska  Affiliate 
Douglas  P.  Halleen.  Executive  Director 
3624  Famam  St.  Omaha  68131 
.American  Lung  .Association  of  Nebraska 

8901  Indian  Hills  Dr.  Ste.  107,  Omaha  68114 
215  Centennial  Mall  South.  Rom  521,  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart.  Client  Services  Rep. 

2700  N.  27th  St.,  Lincoln  68521 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St,  Omaha  68178 
Dairy  Council  of  Central  States,  Inc. 

7500  Main.  103  Hillcrest  Landing 
Ralston,  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road.  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons.  Executive  Director 
3015  North  90th  St..  #6,  Omaha  68134 
Lincoln  Council  of  .Alcoholism  and  Drugs 
914  “L”  Street,  Lincoln  68508 
March  of  Dimes  ♦ Birth  Defects  Foundation 
1618  L Street,  Lincoln  68508 
Mid-Plains  Poison  Control  Center 

Childrens  Memorial  Hospital.  8301  Dodge  St.,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 
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538  Elkwood  Mall/The  Center 
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Missouri  Valley  Dermatologic  Society 
John  R Luckasen.  M.D.,  Secretarv’ 
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1912  No.  90th  St.,  Lower  Level.  Omaha  68114 
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Karen  Engelsman.  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
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2115  N.  Kansas.  Hastings,  68901 
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Michael  Crawford.  M.D.,  President 
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Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Oui 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 


The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 


We  hope  that  you  will  take  advantage  of  this  offer  that  provides  extended  benefits  to 
you.  Simply  complete  the  brief  application  on  the  reverse  side  of  this  letter 
and  return  to  FirsTier  Bank,  National  Association,  Omaha, 
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Richard  A.  Ray 
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• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility! 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 

you  designate.  , 

i 
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Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid 


doctor,  one  of  every  four  of  your 
jatients  has  overweight  problems 
that  need  medical  help... the  help  of 
VIedifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 
For  more  than  10  years!  To  more 


than  10,000  physicians!  To  more  than 


Medifast  will  work  for  you,  too. 
Patients  lose  weight  with  a 
program  of  physician-supervised 
modified  fasting  and  behavior 
I modification.  And  they  keep  it  off 
I with  our  exclusive  Lifestyles  Program. 

The  Medifast  Program  includes: 

* Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 

* Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 


Nutritionally  complete. 

■k  Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

* Clinical  Consultation  - Medical 
and  technical  support  specialists 
available  daily  at  our  toll-free  number. 

Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
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k National  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 


Lifestyles:  PATIENT  SUPPORT 


You  know.  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 
are  simply  ineffective.  And,  severe 
overwei^t  threatens  your  patient’s 
health.  Primary  Care  Physicians  of 
every  specialty  recognize  Medifast  to 
be  an  important  addition  to  their 


• Medical  Treatment  of  Obesity 


prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMOTION  PORTFOUO 

For  complete  information  call  toll-free 


1-800-638-7867 


I 1 

I For  more  information  about  the  Medifast  I 
, Program,  please  send  this  coupon  to:  . 

' The  Nutrition  Institute  of  Maryland 
I William  J.  Vitale,  M.D.  I 

I Director,  Clinical  Services  I 

1840  York  Road,  Suite  H . 

I Timonium,  MD  21093  ' 
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For  treatment  of  diabetes; 


REPLACE 

Human  Insulin 


With  Human  Insulin 
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Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humuliif® 

human  insulin 
[recombinant  DNA  origin) 
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"I  toss  dozens 
of  journals. 
Senior  Patient 
is  one  I keep." 


Senior  Patient  is  the 
readable  journal  that  helps 
me  with  the  frustrating 
problems  of  older  patients. 

Be  sure  to  read  every 
issue  from  cover  to  cover. 


SENIOR 
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Professional 
Full  Service 


Medical  Account 
Collections 

by 

Bartling  & Hinkle,  P.C. 
Lawyers 


If  you  ai’e  having  difficulties  in 
collecting  your  delinquent  accounts, 
Bartling  & Hinkle,  P.C.  is  interested  in 
providing  you  with  professional  assistance. 

The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of 
receiving  the  maximum  possible  return 
on  your  delinquent  accounts  in  a pro- 
fessional manner,  with  a minimum  of 
effort  on  your  part. 

Our  competitive  fees  are  based 
upon  our  performance  in  recovering  your 
delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received 
the  exclusive  endorsement  of  the  Ne- 
braska Medical  Association  in  providing 
medical  account  collections. 

For  more  information  on  our  services, 
contact  the  Nebraska  Medical  Association 
office  or  Bartling  and  Hinkle,  P.C.  5801 
South  58th  St.,  Lincoln,  NE  68516.  (402) 
421-1600. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
H8HII  Ward  Parkway  Kansas  City,  ,\io  (i4114 

American  Academy  of  Pediatrics 
■James  E.  .Strain.  .M.D.,  Executive  Director 
141  .\orthwest  Point  Road.  ICO.  Box  927 
Elk  Grove  \’illage,  IL  6(1009-0927 

American  Academy  of  Physician  Assistants 
F.  Lynn  .May.  Executive  Vice  President 
9.70  \.  Washington  .Street 
.Alexandria.  VA  22:!  14 

American  Academy  of  Ophthalmology 
Robert  D.  Reinecbe.  M.  D..  President 
6.7.7  Beach  Street,  P.O.  Box  7424 
.San  Francisco.  CA  94120-7424 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie.  .Jr..  Ph.D..  FJxecutive  Director 
Box  619911.  Dallas.  T.\  7.7261-9911 

American  College  of  Legal  .Medicine 
Mr.  Thomas  W.  Teal.  Flxecutive  .Secretary 
P.O.  Box  :il90.  .Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  .M.D..  Executive  Director 
409  - 12th  .Street,  ,S.W. 

Washington,  D.C.  20024-2188 

American  College  of  Physicians 

■John  R.  Bail.  .M.D..  .J.D,,  F..A.C.P.,  Exec.  \'ice  President 
Independence  Mall  West,  6th  St.  at  Race 
J'hiladelphia,  P.A  19106-1.772 

American  College  of  Radiology 
John  -1.  Curry.  FJxecutive  Director 
1891  Preston  White  Drive.  Reston,  \'.A  22091 

American  College  of  Surgeons 
Paul  ,A.  Ebert.  M.D..  Director 
.7.7  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan.  Exec.  Vice  President 
1660  Duke  Street,  .Alexandria.  \'.A  22:!14 

■American  Heart  Association  .National  Center 
Mr.  Dudlev  Halner.  Flxec.  \'ice  President 
7J20  Greenville  .Ave..  Dallas.  T.\  7.72.'!  1 

American  Hospital  Association 

Carol  M.  .McCarthy,  I^h.D..  J.D.,  Ihesident 

840  North  Lake  Shore  Dr..  Chicago.  IL  60611 

American  Medical  Association 

Janies  H.  Sammons,  .M.  D.,  Exec.  Vice  J-’resident 

.7.'!.7  .\o.  Dearborn  .St,.  Chicago.  IL  60610 

American  Society  of  Anesthesiologists 
.Mr.  Glenn  W.  .Johnson,  Executive  Director 
.71.7  Busse  Hwy.,  Park  Ridge.  60068 

American  Society  of  Clinical  Pathologists 
Robert  .A.  Dietrich,  .M.D..  Chief  Executive 
2100  W.  Harrison  .St.,  Chicago,  IL  60612 

American  .Society  of  Internal  .Medicine 

■Joseph  F.  Boyle.  M.D.,  Flxec.  \'ice  President 

1101  Vermont  X.W.,  .Ste.  .700.  Washington.  D.C.  2000.7 

American  Urological  .Society 

Mr.  G.  James  Gallagher.  Executive  Director 

1120  No.  Charles  .St.,  Baltimore,  .MI)  21201 

Arthritis  Foundation 

CliJJord  .M.  Clarke.  C.A.E..  President 

i:!14  .Spring  .St..  N.W..  Atlanta,  G.A  :!o:!09 

International  C'ollege  of  Surgeons 

F.C.  Ottati  .M.D..  Int.  .Sec.  General 

1.716  North  Lake  .Shore  Dr..  Chicago,  IL  60610 

Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Flxecutive  .Secretarv 
P.O.  Box  2i:!7.'!.  Wichita,  KS  67208 
National  Rehabilitation  Association 
6:i:i  S.  Washington  St..  Alexandria,  \'.A  22:!  14 

Radiological  Society  of  North  America 
FL  Robert  Heitzman,  .M. I).,  President 
1417  W.  2'2nd  .St.,  Oak  Brook,  JL  60.721 


LETTER  TO  THE  EDITOR 


To  The  Editor: 

I am  writing  to  you  regarding  an  old  friend; 
not  only  a personal  friend  of  mine  but  a long 
time  friend  of  Nebraska  Physicians  and  the 
Nebraska  Medical  Association,  Mr.  Ken  Neff. 
Ken  Neff  served  the  NMA  as  its  executive 
director  for  24  years,  retiring  in  1986,  to 
devote  full  time  to  the  organization  of  the 
Sunderbruch  Corporation,  the  PRO  (Professional 
Review  Organization)  for  Nebraska  Medicare. 
Nebraska  physicians  in  general  have  not  been 
very  pleased  with  the  operation  of  this  review 
organization  for  a number  of  very  good 
reasons  and  this  displeasure  has  at  times  been 
directed  toward  Ken.  However,  knowing  Ken 
Neff  as  I have  for  many  years,  I am  confident 
that  had  he  the  authority  to  change  the 
program,  he  would  have  done  so.  I am  also 
confident  that  Ken  has  approached  the  oper- 
ation of  the  Sunderbruch  Corporation  with 


the  same  dedication  that  he  served  the  NMA, 
which  was  to  insure  that  the  office  operations, 
his  responsibility,  were  handled  as  efficiently 
as  possible. 

In  our  frustrations  we  are  often  prone  to 
confuse  personalities  with  process  and  harbor 
ill  feelings  toward  persons  who  are  just  doing 
their  Jobs;  not  to  do  so  requires  intellectual 
and  objective  consideration.  I fear  that  at 
times  many  of  us  have  been  guilty  of  mis- 
directed anger  and  frustration. 

I am  sure  that  Kenneth  Neff  is  the  same 
honest,  conscientious  friend  of  Nebraska 
physicians  as  he  ever  was  and  I hate  to  see 
him  take  a“bum  rap".  If  you  feel  the  same  as  I 
do  drop  him  a note,  call  him,  or  tell  him  so 
next  time  you  see  him. 

C.  J.  Cornelius,  jr.  M.D. 

Sidney,  NE 
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ABSTRACT 

The  results  of  ovulation  induc- 
tion in  patients  with  ovula- 
tory dysfunction  were  re- 
viewed for  a one  year  period.  Eighty-six 
women  were  assigned  to  four  groups:  secon- 
dary amenorrhea,  anovulation,  oligo-ovula- 
tion,  and  luteal  phase  defect/short  luteal 
phase  (LPD).  All  patients  were  monitored 
with  basal  body  temperature  (BBT)  graph, 
postcoital  testing,  and  ultrasonic  scanning  of 
ovarian  follicles.  All  patients  received  ther- 
apy with  clomiphene  citrate  (CC)  for  a mini- 
mum of  four  cycles  and  13  patients  con- 
ceived. Eifty  patients  were  offered  additional 
therapy  with  human  menopausal  gona- 
dotropins (HMG-HCG).  Seventeen  com- 
pleted a minimum  of  four  cycles,  and  13 
conceived.  The  number  of  CC-treated  pa- 
tients with  poor  mucus  quality  in  the  face  of 
adequate  follicular  development  was  24,  or 
48%.  The  overwhelming  problem  with  ovu- 
lation induction  when  CC  failed  was  the 
large  number  of  patients  who  dropped  out  of 
therapy,  48%. 

In  summary,  close  monitoring  during  ovu- 
lation induction  to  confirm  ovulation,  and 
assess  mucus  quality  and  luteal  function  al- 
low detection  and  correction  of  inadequate 
response.  Induction  of  ovulation  can  be  highly 
successful  if  patients  can  follow  through  and 
complete  protocols  of  therapy. 

INTRODUCTION 

Eailure  of  ovulation  is  caused  by  failure  of 
a balance  in  function  of  the  hypothalamus, 
pituitary,  and  ovaries.  Because  ovulatory  dys- 
function is  a major  cause  of  infertility,  diag- 
nosis and  treatment  are  of  considerable  in- 
terest to  the  clinician.  Once  the  diagnosis  is 
made,  therapy  may  require  a long  time,  but 
is  met  with  considerable  success  if  patients 
have  sufficient  funds  and  emotional  reserves 
to  complete  the  treatment. 

The  past  decade  has  witnessed  a tremen- 


dous increase  in  our  understanding  of  mecha- 
nisms that  govern  the  menstrual  cycle.  As  a 
result,  several  drugs  are  now  being  success- 
fully utilized  in  the  clinical  management  of 
many  diverse  presentations  of  ovulatory  dys- 
function. Clomiphene  citrate  (CC),  introduced 
in  1961,  is  extremely  useful  in  the  clinical 
management  of  most  anovulatory  patients. 
However,  its  action  is  multi-faceted  and  re- 
sults in  a relatively  high  rate  of  ovulation  as 
well  as  failure  of  conception.  Human 
menopausal  gonadotropins  (HMG)  were  in- 
troduced in  1960^  and  have  been  available 
for  some  20  years  in  this  country.  Because  of 
its  expense  and  potential  for  complications, 
availability  of  HMG  therapy  is  limited.  Gona- 
dotropin-releasing hormone  (GnRH)  was 
isolated  in  1971  and  was  first  used  success- 
fully to  induce  ovulation  in  1972.“*  It  repre- 
sents a physiologic  approach  to  pituitary 
ovarian  stimulation.  Because  GnRH  requires 
pulsatile  infusion  using  a pump  and  proto- 
cols which  are  not  established,  it  can  be 
cumbersome. 

When  recommending  ovulation  induc- 
tion therapy  to  patients,  the  physician  should 
present  information  on  pregnancy  success 
rates,  the  time  often  required  to  achieve 
success,  and  the  expense  of  such  therapy  in 
terms  of  emotion  and  finances.  The  following 
is  a report  of  experience  at  the  reproductive 
endocrinology  and  infertility  unit  at  the  Uni- 
versity of  Nebraska  Medical  Center  from  De- 
cember 1987  to  December  1988  using  CC, 
HMG,  human  chorionic  gonadotropins 
(HCG),  and  GnRH  for  ovulation  induction. 

PATIENTS  AND  METHODS 

A group  of  103  women  with  ovulatory  dys- 
function was  studied.  Their  ages  ranged  from 
24  to  39  years.  All  patients  were  given  a basic 

•Address  all  correspondence  and  reprint  requests  to:  Dr.  Ponjola 
Coney,  Department  of  Obstetrics  and  Gynecology,  University  of 
Nebraska  Medical  Center,  42nd  and  Dewey  Avenue,  Omaha,  Nebraska 
68105,  (402)  559-6151. 
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infertility  investigation,  which  included  a 
thorough  history,  physical,  and  pelvic  exami- 
nation. Baseline  levels  of  gonadotropins, 
prolactin,  testosterone,  and  a test  of  tubal 
patency,  either  laparoscopy  or  hysterosalpin- 
gogram,  were  performed.  A basal  body 
temperature  chart  was  initiated.  Investiga- 
tion of  the  male  factor  included  a semen 
analysis  and  in  some  cases  additional  urol- 
ogic  and  laboratory  examinations.  All  pa- 
tients with  known  tubal  disease,  male  factor, 
and  untreated  endometriosis  were  excluded 
from  the  study.  None  of  the  patients  in  this 
group  had  pituitary  failure. 

The  patients  were  divided  into  four  groups 
according  to  diagnoses:  (1)  secondary  amen- 
orrhea— patients  who  had  been  amenorrheic 
for  at  least  six  months;  (2)  oligo-ovulation — 
those  with  cycles  longer  than  32  days  or  with 
prolonged  follicular  phases  of  18-26  days; 
(3)  anovulation — patients  with  monophasic 
basal  body  temperature  graphs  and  cyclic 
menses;  and  (4)  luteal  phase  defect — those 
who  showed  a two-day  lag,  diagnosed  by  en- 
dometrial biopsy  utilizing  date  of  biopsy, 
date  of  subsequent  menses,  and  dating  of  en- 
dometrium. 

Once  ovulatory  dysfunction  was  docu- 
mented, treatment  was  initiated  on  the  third 
to  fifth  day  of  menses.  The  treatment  con- 
sisted of  clomiphene  citrate  at  a dose  of 
50mg  per  day  for  five  days.  Amenorrheic 
patients  were  withdrawn  with  Provera,  and 
no  patient  failed  to  withdraw. 

During  the  second  attempted  cycle  of  ovu- 
lation induction,  assessment  of  cervical  mucus 
and  a postcoital  test  were  performed.  Ultra- 
sonic examination  of  the  ovaries  was  per- 
formed with  vaginal  sonography  utilizing  a 5 
mHz  vaginal  probe  (General  Electric  RT  3000). 
Whenever  possible  these  studies  were  done 
on  the  day  of  temperature  nadir  as  indicated 
by  the  basal  body  temperature  graph  from 
the  first  cycle,  and  repeated  in  each  cycle  of 
therapy.  If  a nadir  was  not  present,  follicle 
scanning  was  arbitrarily  begun  seven  days 
after  the  last  CC  tablet.  Mucus  quality  was 
evaluated  on  a three-point  scale,  with  scores 
assigned  as  follows: 

3 — abundant,  clear  mucus  with  10  cm  of 
spinnbarkheit  and  4-fferning; 

2 — moderate  amount,  opaque,  5-9  cm  of 
spinnbarkheit,  2-3-I-  ferning; 


1 — scant  and  thick  with  0-2+  ferning. 

If  mucus  quality  was  unsatisfactory  (a  score 
of  1),  exogenous  estrogen  in  the  form  of 
Estrace  (Mead  Johnson  Laboratories)  2mg 
was  added  in  the  middle  to  late  follicular 
phase.  If  the  patient  did  not  demonstrate 
development  of  at  least  one  follicle  greater 
than  or  equal  to  18mm  in  mean  diameter  (as 
described  by  Queenan  et  al,  1980,  Figure 
1),^  the  dosage  of  clomiphene  citrate  was 
increased  by  50mg  per  day,  (50-100  or  100- 
150  X five  days)  in  the  subsequent  cycle. 
Clomiphene  citrate  dosage  was  raised  to  200- 
250mg  only  in  patients  without  significant 
side  effects  and  only  when  follicular  devel- 
opment was  improved  in  each  cycle.  Once 
satisfactory  dosages  were  determined  and 
pregnancy  had  not  occurred,  other  drugs 
were  added,  including  glucocorticoids,  HCG, 
and  progesterone  in  vaginal  suppositories. 
HCG  was  given  when  follicular  diameter 
reached  18mm  or  greater.  Prednisone  sup- 
positories, 25mg  twice  daily,  were  begun  on 
the  second  day  of  temperature  rise  or  at  evi- 
dence of  follicular  rupture  on  ultrasound. 
Prednisone  5mg  or  dexamethasone  0.5mg 
when  administered  was  given  at  bedtime  in 
a daily  continuous  fashion  during  ovulation 
induction  therapy. 


FIGURE  1 


Patients  who  did  not  respond  to  CC  in  in- 
cremental dosage  or  who  did  not  conceive 
were  candidates  for  HMC/HCG  (Pergonal, 
Profasi  Serono,  Braintree,  Massachusetts).  The 
dose  of  HMG  was  decided  individually  on 
the  basis  of  previous  ovarian  responses  to 
ovulation  induction  attempts.  Intramuscular 
(IM)  injections  of  HMG  were  given  on  alter- 
nate days  starting  on  days  four  to  six  of 
menses,  and  were  continued  until  follicular 
development  of  18mm  mean  diameter  was 
obtained.  Serum  estradiol  levels  were  ob- 
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tained  at  least  once  in  the  cycle  to  verify  fol- 
licle development.  When  HMC  requirements 
exceeded  25  ampules  in  a cycle,  daily  injec- 
tions were  given  in  subsequent  cycles.  Basal 
body  temperature  was  recorded  throughout 
the  cycle,  and  mucus  evaluation  was  per- 
formed. HCG  was  given  in  ovulatory  dosages 
of  10,000  units  IM  and,  in  selected  patients 
for  luteal  support,  1500  units  IM  three  and 
six  days  later.  Other  patients  were  given  pro- 
gesterone in  the  form  of  vaginal  suppositories 
(25mg)  twice  daily.  Luteal  support  was  im- 
plemented when  short  luteal  phases  (less 
than  10  days)  occurred  in  spite  of  adequate 
follicular  development  as  determined  by  es- 
trogen levels  and  ultrasound. 

GnRH  (Ayerst  Laboratories,  New  York)  was 
initiated  in  patients  who  failed  to  have  ade- 
quate follicular  development  after  HMG  ad- 
ministration exceeded  40  ampules  (FSH  75IU, 
LH  75IU)  over  12  days  in  one  cycle.  From  the 
second  day  of  the  cycle,  GnRfH  (factrel)  was 
administered  continuously  via  an  autosyr- 
inge pump  (Stat  Systems,  Lenexa,  Kansas)  in 
concentrations  of  1 5-20  micrograms  every  1 
1/2-2  hours.  Once  follicular  development 
was  evidenced  by  a rise  in  estradiol,  HMG 
was  given  IM  daily  in  individualized  dosages. 
HCG  was  administered  when  mean  follicular 
diameter  was  18mm  or  greater.  Luteal  sup- 
port included  injections  of  HCG  and  vaginal 
progesterone  suppositories,  as  outlined  ear- 
lier. 

RESULTS 

During  the  year  studied,  the  103  patients 
with  ovulatory  dysfunction  constituted  43% 
of  all  patients  seen  in  the  infertility  unit  for 
evaluation  and  therapy  of  infertility  (Table 
1).  Seventeen  patients  were  excluded  be- 
cause of  known  tubal  disease,  male  factor 
and  untreated  endometriosis,  leaving  86 
patients  treated  for  ovulatory  dysfunction. 
Fifty-one  patients  had  had  laparoscopy,  and 
21  had  endometriosis.  All  such  patients  had 
been  treated  with  laparoscopic  fulguration 
or  with  Danazol.  Seventy-five  patients  suc- 
cessfully completed  at  least  four  cycles  of 
clomiphene  citrate;  the  dropout  rate  was 
12.7%  (Table  2).  Patients  who  were  consid- 
ered CC  failures  (50,  or  66%)  were  offered 
HMG/HCG  therapy.  In  this  group,  the  drop- 
out rate  was  48%  (Table  2). 

Twenty-six  (30%)  of  the  86  patients  estab- 
lished pregnancy  within  one  year  of  therapy 


Diagnosis 

No.  Patients 

% 

Male  Factor 
azospermia 
oligospermia 

39 

16% 

Fema ie  Factor 

ovulatory  dysfunction 

103 

43% 

tubo- peri tonea 1 

73 

30% 

cervlco-uterlne 

6 

2% 

Undetermined 

21 

9% 

— 

— 

Total 

242 

100% 

with  25  patients  (29%)  continuing  therapy  at 
the  end  of  the  year.  When  corrected  for  the 
dropout  rate,  50.9%  became  pregnant.  Of 
note  is  the  excellent  pregnancy  rate — 76% — 
among  patients  who  were  able  to  undergo 
HMG/HCG  therapy  of  at  least  four  cycles 
(Table  2).  Only  15%  of  patients  were  success- 
ful after  a minimum  of  four  cycles  of  CC. 

Pregnancy  rates  were  highest  in  the  anovu- 
latory and  oligo-ovulation  groups  (Tabled), 
but  that  result  probably  is  not  of  any  signifi- 
cance at  this  stage  because  of  the  short  ther- 
apy period  reviewed.  Eight  patients  in  the 
secondary  amenorrhea  group  had  hyperan- 
drogenemia  and  were  diagnosed  as  having 
polycystic  ovarian  disease. 

The  ovulatory  rate  for  CC  was  72.2%  and 
for  HMG  100%  (Table  4).  Of  note  is  the 
number  of  ovulatory  patients  on  CC  who  had 


Table  2.  Patient  Endurance  During  Ovulation  Induction 


No,  of 
Patients 

No.  Currently 

Completing 

No.  of  Patients 

Undergoing 

Regimen 

4 Cycles 

Dropped  Out 

Therapy 

CC* 

75 

11 

12 

HMG/GnRII* 

17 

24 

13 

*Clomi phene  citrate 

*Hnman  menopausal  qona do tropin /Gonadotropin  releasing 
hormone 


Table  3.  Ovulation  Dysfunction  - Diagnoses  - Results 


No.  Pregnancies 

No.  Patients  HMgThcG  CC  _% 


Secondary  amenorrhea 

10 

2 

2 

15.4 

Ollqo-ovula tlon 

23 

3 

7 

3R.5 

Anovulation 

38 

7 

2 

34.6 

LPD*/Short  luteal  phase 

12/3 

1 

2 

11  .5 

Total 

86 

26 

100.0 

♦Luteal  phase  defect 


Table  4.  Overall  Results  of  Ovulation  Induction. 

No.  of  No,  No. 

Patients  QvtUator  v Pregnant 

re  86  62  13 

HMG/llCG/GnRH  17  17  13 
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> unsatisfactory  mucus  quality,  48%,  in  the 
I face  of  adequate  follicular  development 
I (Table  5). 

The  majority  of  patients,  77%,  conceived 
on  CC  alone  (Table  6).  No  particular  dosage 
of  CC  in  conception  cycles  appeared  most  ef- 
I fective  (Table  6).  The  HMG/HCG-treated 
I patients  who  conceived  all  did  so  within  five 
I cycles  of  therapy  (Table  7).  The  outcome  of 
the  26  pregnancies  is  shown  in  Table  8,  with 
the  majority  ongoing  at  the  end  of  the  study. 


Table  5.  Results  of  Cycle  Monitoring  in  Patients  Who 
Did  Not  Conceive. 


No.  With 

No.  With 

Inadequate 

Unsat is- 

No.  of 

No. 

Follicular 

factory 

Reqimen 

Patients 

Ovulatory 

Develop. 

Mucus 

CC 

73 

49 

25 

24 

HMG 

4 

4 

0 

0 

Table  6.  Summary  of  HMG*  Therapy 


No.  Cycles 

Ampj?  HMG  in 

Other  tv»ds  in 

Regimen  of 

to 

Concept! on 

Concept  ion 

HMG 

Patient  Conception 

Cycle 

Cycle 

Administration 

1 

1 

1 7 

n 

2 

5 

26 

P4* * 

AI)** 

3 

3 

25 

P4 

17 

4 

1 

20 

AD 

5 

1 

20 

— 

AD 

6 

1 

33 

D 

7 

3 

20 

P4 

AO 

8 

2 

22 

-- 

D 

9 

2 

22 

-- 

AD 

10 

1 

12 

P4 

AD 

1 1 

3 

36 

D 

12 

1 

25 

f'4 

D 

13 

4 

50 

G11RM/P4 

D 

*Human 

mennopaii  sa  1 

qonadot  Topi n 

IS  (brand  name, 

, Pergonal) 

■P4  - 

Progesterone 

(vagina  1 suppositories ) 

**AD  - 

Alternate  day  injections 

It  has  now  been  some  28  years  since  CC 
and  HMG/HCG  became  available  for  the  in- 
duction of  ovulation  in  infertile  patients  with 
ovulatory  dysfunction.^'^  They  both  can  be 
effective  and  safe  in  the  treatment  of  ovula- 
tory disorders. 

CC,  a triphenylethylene  derivative,  is  a 
nonsteroidal  estrogen  which  displaces  natu- 
ral estrogen  or  competes  for  estrogen  recep- 
tors in  tne  uterus,  pituitary,  and  particularly 
the  hypothalamus.  It  acts  as  an  anti-estrogen 
in  the  human.  Although  it  increases  gona- 
dotropins, resulting  in  ovarian  stimulation 
and  follicular  development,  CC  has  been 
shown  to  attenuate  vaginal  cornification  and 
to  antagonize  several  estrogen-dependent 
properties  of  cervical  mucus.  CC  also  antago- 
nizes the  effects  of  ethinyl  estradiol  on  vagi- 
nal cytology  and  cervical  mucus. 


HMG  is  a purified  preparation  of  gona- 
dotropins extracted  from  the  urine  of  post- 
menopausal women.  Each  ampule  contains 
75  units  of  follicle-stimulating  hormone  (FSH) 
and  75+  units  of  luteinizing  hormone  (LH). 
It  can  only  be  given  by  intramuscular  injec- 
tion. HMG  is  an  expensive  medication  ($40- 
$50  per  ampule)  and  can  be  quite  costly  for 
each  cycle  of  therapy.  Two  regimens  have 
been  used  for  the  induction  of  ovulation;  we 
chose  the  alternate  day  instead  of  the  daily 


Table  7.  CC  Conception  Cycle  - Dosage 


mg/day  x 

5 days 

50 

1 00 

1 50 

200 

No.  Patients 

3 

5 

3 

2 

regimen  because  ot  its  convenience  and  lower 
expense  than  the  daily  regimen. 

We  reviewed  our  experience  with  CC  and 
HMG  therapy  over  one  year  of  therapy.  Our 
findings  compare  with  previously  reported 
pregnancy  rates  for  ovulation  induction.'’ 
Adverse  effects  were  few  and  did  not  neces- 
sitate stopping  therapy.  A large  number  of 
patients  in  our  study  consistently  had  unsatisfac- 
tory response  to  CC.  Often,  good  follicular 
development  occurred  without  pregnancy, 
which  may  point  to  luteal  insufficiency,  luteinized 
unruptured  syndrome,  or  poor  mucus  as  the 
cause  of  failure.  One  conception  with  the  addi- 
tion of  dexamethasone  did  have  hyperandro- 
genemia.  Three  patients  did  require  addition  of 
HCC  to  supplement  the  LH  surge  for  concep- 
tion. 

When  life  table  methods  are  used  to  cor- 
rect for  patients  who  discontinue  therapy  or 
conceive,  pregnancy  rates  are  good.  Life 
table  analysis  also  indicates  that  65%  of  pa- 
tients on  CC  should  conceive  within  three 
cycles. Fifteen  percent  of  patients  conceived 

Table  8.  Status  of  Pregnancies  Resulting  From  Ovulation 
Induction 


Multiple*  No, 

Regimen  Delivered  Pregnancies  Ectopic  AH*  Ongoing 

CC*  5 2*  017 

HMG/GnRM*^  1 1 219 


*Tw  i n«5 

*Spontaneotis  abortion 
'‘Clomi  phf»n<»  citrate 

Human  menopausal  gonadotropin /Gonadotropin 
releasing  hormone 
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within  five  cycles  in  our  study.  Ultrasound 
has  provided  increased  capacity  to  more 
thoroughly  monitor  and  detect  inadequacies 
in  ovulation  induction,  and  selected  patients 
may  avoid  long-term  Clomid  use  without 
success.  Response  to  CC  as  shown  in  our  data 
is  unpredictable.  A dose  effective  for  some 
may  be  ineffective  for  others.  CC  remains  the 
drug  of  choice  for  the  majority  of  patients 
who  need  ovulation  induction.  Once  ther- 
apy is  initiated,  however,  patients  should  be 
closely  monitored  to  confirm  that  the  goals  of 
ovulation  induction  are  being  fulfilled,  in- 
cluding adequate  follicular  development 
demonstrated  by  adequate  estrogen  levels 
and  ultrasound,  satisfactory  postcoital  test- 
ing, sufficient  luteal  function,  and  pregnancy. 

HMG  therapy  was  also  made  safer  and 
more  successful  with  the  development  of  ul- 
trasound. Multiple  gestation  as  a complica- 
tion of  CC  or  HMG  therapy  is  only  an  occa- 
sional occurrence,  not  commonplace  as  the 
media  would  lead  one  to  believe.  In  this 
study  hyperstimulation  was  not  a problem  in 
any  patient.  In  conception  cycles  with  pro- 
gesterone supplementation,  the  progester- 
one was  continued  until  13  weeks  gestation. 
Alternate  day  administration  of  HMG  cer- 
tainly is  more  convenient  and  economical 
than  daily  administration.  Major  constraints 
on  the  number  of  patients  who  receive  this 
therapy  are  expense  and  time  commitment. 
As  has  been  shown  previously,^"  patients 
who  conceive  with  HMG  usually  do  within 
six  cycles  of  therapy. 

In  summary,  a woman  with  ovulatory  dys- 
function can  be  assured  that  pregnancy  rates 
of  CC  and  HMG  therapy  are  good.  The 
serious  limitations  appear  to  be  expense  and 
time  needed  to  devote  to  such  an  intensive 
pursuit.  One  hundred  percent  of  the  patients 
who  dropped  out  of  therapy  with  HMG  did 
so  because  of  the  expense.  If  patients  are 
properly  warned  that  successful  ovulation  in- 
duction, on  the  average,  requires  at  least  one 
year,  perhaps  the  level  of  frustration  can  be 
minimized  and  expectations  made  more 
realistic. 

REFERENCES 

1.  Holtkamp  OE,  Davis  RH,  Rhoads  JE;  Effects  of  clo- 
miphene  on  infertility  and  ovulation.  Fed  Proc  20:419, 
1961 . 


2.  Creenblatt  RB:  Chemical  induction  of  ovulation. 
Fertil  Steril  12:402,  1961. 

3.  Cemzell  CA,  Piczfalusy  E,  Tillinger  KG:  FHuman  pi- 
tuitary follicle-stimulating  hormone  I.  Clinical  effect  of 
a partially  purified  preparation.  Ciba  Found  Endocrinol 
13:191,  1960. 

4.  Zarate  A,  Carnates  ES,  Schally  AV,  et  al:  Success- 
ful induction  of  ovulation  with  synthetic  LH-RH  in  ano- 
vulatory infertility.  Fertil  Steril  26:672,  1972. 

5.  Queenan  JT,  O'Brien  CD,  Simpson  J,  et  al:  Ultra- 
sound scanning  of  ovaries  to  detect  ovulation.  Fertil 
Steril  34:99,  1980. 

6.  Cysler  M,  March  CM,  Mishell  DR,  et  al:  A dec- 
ade's experience  with  an  individualized  clomiphene 
treatment  regimen  including  its  effect  on  the  postcoital 
test.  Fertil  Steril  37:161,  1982. 

7.  Galitsky  CA,  Kase  NC,  Speroff  C:  Ovulation  and 
pregnancy  rates  with  clomiphene  citrate.  Obstet  Gyne- 
col 51:265,  1978. 

8.  Shaw  RW:  Determination  of  pathophysiological 
mechanisms  in  subjects  with  amenorrhea  and  their 
value  in  predicting  ovulation  induction.  Clin  Reprod 
Fertil  1:219,  1982. 

9.  Swyer  GIM,  Radwanska  E,  McCarrigle  HH:  Plasma 
oestradiol  and  progesterone  estimation  for  the  moni- 
toring of  induction  of  ovulation  with  clomiphene  and 
chorionic  gonadotropins.  Br  J Obstet  Gynaecol  82:794, 
1975. 

10.  Garcia  J,  Jones  GS,  Wertz  AC:  The  use  of  clo- 
miphene citrate.  Fertil  Steril  28:707,  1977. 

1 1 . Kase  N,  Mroueh  A,  Olson  LE:  Clomid  therapy  for 
anovulatory  infertility.  Am  j Obstet  Gynecol  98:1037, 
1967. 

12.  Thompson  CR,  Hansen  LM:  Pergonal 
(menotropins):  A summary  of  clinical  experience  in  the 
induction  of  ovulation  and  pregnancy.  Fertil  Steril 
21:844,  1970. 

13.  Spadoni  LR,  Cox  DW,  Smith  DC:  Use  of  human 
menopausal  gonadotropins  for  the  induction  of  ovula- 
tion. Am  J Obstet  Gynecol  120:988,  1974. 

14.  Schwartz  M,  Jewelewicz  R,  Dyrenfurth  I,  et  al: 
The  use  of  human  menopausal  and  chorionic  gona- 
dotropins for  induction  of  ovulation.  Am  J Obstet  Gy- 
necol 138:801,  1980. 

15.  Oelsner  G,  Serr  DM,  Mashiach  S,  et  Al:  The 
study  of  induction  of  ovulation  with  menotropins: 
Analysis  of  results  of  1,897  treatment  cycles.  Fertil  Steril 
30:538,  1978. 

16.  Tsapoulis  AD,  Zourlas  PA,  Comninos  AC:  Ob- 
servations on  320  infertile  patients  treated  with  human 
gonadotropins.  Fertil  Steril  29:492,  1978. 

17.  Butler  ]K:  Clinical  results  with  human  gona- 
dotropins in  anovulation,  using  two  alternative  dosage 
schemes.  Postgrad  Med  j 48:27,  1972. 

18.  Sallam  HN,  Marinho  AO,  Collins  WP,  et  al: 
Monitoring  gonadotrophin  therapy  with  ultrasound 
scanning  of  ovarian  follicles.  Br  J Obstet  Gynaecol  89: 
155,  1982. 

19.  Radwanska  E,  Hammond  j,  Hammand  M,  et  al: 
Current  experience  with  a standardized  method  of  hu- 
man menopausal  gonadotropin/human  chorionic  go- 
nadotropin administration.  Fertil  Steril  33:510,  1980. 

20.  Cramer  DW,  Walker  AM,  Schiff  I:  Statistical 
methods  in  evaluating  the  outcome  of  infertility  ther- 
apy. Fertil  Steril  32:80,  1979. 


22  Nebraska  Medical  Journal  February  1990 


ORIGINAL  ARTICLE 


Refractory  Congestive  Heart  Failure  after  Ribavirin  in 
Infants  with  Heart  Disease  and  Respiratory  Syncytial  Virus 
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Presented  in  part  at  the  Midwest  Pediatric  Cardiology  Society  Meeting,  September  16,  1988.  Cleveland,  Ohio. 


INTRODUCTION: 

Respiratory  syncytial  virus 
(RSV)  is  the  most  com- 
mon major  respiratory 
pathogen  in  infants  and  young  children.  The 
virus  generally  causes  upper  respiratory  tract 
symptoms  in  infected  children,  but  approxi- 
mately 1%  require  hospitalization  for  bron- 
chiolitis or  pneumonia.'  Compared  to  the 
mortality  rate  of  1.5%  in  infants  without 
heart  disease,  it  has  been  reported  that 
children  with  congenital  heart  disease  (CHD) 
may  have  a mortality  risk  as  high  as  nearly 
40%.^  Although  treatment  with  ribavirin  has 
been  shown  to  be  associated  with  a de- 
creased mortality  in  these  patients,  few  data 
have  been  available  regarding  morbidity  of 
infants  with  CHD.^  Moreover,  since  ribavirin 
was  released  in  1986,  some  clinicians  have 
been  disappointed  with  the  results  of  ribavirin 
treatment  and  have  called  for  re-evaluation 
of  its  efficacy. In  this  report,  we  describe 
the  results  of  ribavirin  treatment  of  RSV 
infection  in  children  with  CHD  during  a 
recent  RSV  epidemic  in  Omaha,  Nebraska. 

METHODS  AND  MATERIALS 

From  December  1,  1987  to  March  31, 
1988,  110  children  with  RSV  infection  docu- 
mented by  either  direct  florescent  antibody 
or  enzyme-linked  immunoassay  from  nasal 
washings  were  admitted  to  either  Children's 
Memorial  Hospital  or  University  of  Nebraska 
Medical  Center.  The  medical  records  of  the 
10  patients  with  RSV  infection  and  CHD 
were  reviewed.  Chest  X-Ray  films  were 
reassessed  by  a pediatric  radiologist  (J.C.B) 
who  was  blinded  to  the  patient's  diagnosis 
and  response  to  ribavirin. 

Patient  data:  Age  ranged  from  1 to  1 4 
months  (median  3)  and  weight  ranged  from 
2.5  to  10.7  kg  (median  4.7).  Diagnoses  in- 


cluded ventricular  septal  defect  (VSD)  (n  = 3), 
VSD/atrial  septal  defect  (ASD)  (2),  atrioven- 
tricular canal  (AVC)  (2),  VSD/patent  ductus 
arteriosus  (PDA)  (1),  pulmonary  atresia/ 
VSD(1),  pulmonary  atresia/intact  septum  with 
Blalock-Taussig  shunt  (1).  A left-to-right  shunt 
existed  in  each  patient  and  in  8 the  net  shunt 
was  left-to-right.  Cardiac  catheterization  had 
been  carried  out  in  7 patients;  3 had  sys- 
temic to  pulmonary  blood  flow  of  greater 
than  4:1,  1 each  had  2.8  and  3.8:1.  Pulmo- 
nary hypertension  (pulmonary  pressure  was 
greater  than  1/2  systemic  pressure)  was  found 
in  each  of  the  5 in  whom  it  was  measured. 
Left  atrial  pressure  was  greater  than  12mm 
Hg  in  1/7.  Six  patients  were  being  treated 
with  furosemide,  4 with  digoxin  and  3 with 
spironolactone.  No  patients  had  pulmonary 
edema  detected  by  chest  x-ray  film  before 
the  RSV  illness. 

Respiratory  signs  and  symptoms  were 
found  in  each  patient  at  presentation  of  the 
RSV  illness:  cough  (n  = 7),  tachypnea  (7), 
feeding  problems  (5),  fever  (5)  apnea  (1). 
More  than  one  finding  was  present  in  6 
patients.  Chest  X-ray  film  showed  pneumo- 
nitis (n  = 7),  pulmonary  edema  (7)  or  both 
(4). 

Treatment:  Each  patient  was  treated  with 
ribavirin  6 gm/300  ml  sterile  water  admini- 
stered by  a SPAC  II  nebulizer  (ICN  Pharma- 
ceuticals, Costa  Mesa,  CA)  for  18  hours  daily 
for  3-5  days  (mean  4.1)  as  well  as  with 
aerosolized  bronchodilators  (albuterol  0.2- 
0.3  ml/3  ml  0.9%  NaCi  every  4 hr.)  Supple- 
mental oxygen  was  administered  to  8 infants 
and  the  patient  with  apnea  required  me- 
chanical ventilation  on  admission. 


■ Address  for  reprints:  John  D.  Kugler,  M.D.,  Professor  of  Pediatrics 
(Cardiology),  University  of  Nebraska  Medical  Center,  42nd  & Dewey 
Avenue,  Omaha,  NE  68105. 
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RESULTS  (Figure  1) 

In  8 patients,  respiratory  function  im- 
proved with  initial  treatment  reflected  by 
decreases  in  respiratory  rate  (n  = 6),  wheez- 
ing by  auscultation  (4),  supplemental  in- 
spired oxygen  (3),  retractions  (2),  and  cough 
(1).  Two  patients  worsened  and  required 
mechanical  ventilation  1 and  3 days  after 
admission. 


RESULTS 


lungs  revealed  a small  amount  of  bronchio- 
litis and  early  bronchopneumonia.  However 
the  major  abnormality  was  that  massive  intra- 
parenchymal  hemorrhage  filled  most  alve- 
oli. Where  alveoli  were  not  filled  with  hem- 
orrhage, collections  of  amorphous  pink 
material  consistent  with  edema  fluid  were 
found.  Hematoidin  pigment  in  and  out  of 
macrophages  suggested  older  pulmonary 
hemorrhage  and  lymphatics  were  dilated. 
Myocardial  sections  revealed  edema  but  no 
inflammation. 


6 PATIENTS  IMPROVED  - 
RESPiRATORV  S'5’ATUS 
»VORSENED  CMC  STA’uS 


• PA’iENT  DIED 

A.C  Pw-MONARV  mVPERTENS'ON 


FIGURE  1 


4 PATIENTS  INTRACTiBLE  ChF 

REQUIRING  Surgical  repair 

•*PDAliGAT|ON 

3=VSD  REPAIR 


Pie  graphs  depict  the  clinical  course  after  ribavirin 
treatment  in  the  10  infants.  Abbreviations:  AVC,  atrio- 
ventricular canal:  CHF,  congestive  heart  failure; 

PDA,  patent  ductus  arteriousus;  VSD,  ventricular  septal 
defect. 


Signs  and  symptoms  of  congestive  heart 
failure  (CHF)  worsened  in  8 patients,  6 of 
whom  had  improved  respiratory  status  after 
ribavirin.  Of  the  8 infants  who  had  worsen- 
ing of  CHF,  3 responded  to  medical  man- 
agement (increased  anticongestive  medica- 
tions) and  were  discharged.  However  5 
infants  were  refractory  to  medical  manage- 
ment and  4 required  surgical  repair  of  the 
CHD,  12,  15,  20  and  30  days  after  admis- 
sion. Each  patient  subsequently  improved 
and  was  discharged  8,  10,  16  and  17  days  af- 
ter operation.  Chest  x-ray  films  of  the  4 1/2 
month  old  boy  who  required  surgical  repair 
of  AVC  are  shown  in  figure  2. 

A 7 month  old  patient  with  AVC  and  sys- 
temic pulmonary  hypertension  died  7 days 
after  admission  from  pulmonary  hemorrhage. 
At  necropsy,  microscopic  evaluation  of  the 


DISCUSSION 

Our  data  suggest  that  most  infants  with 
CHD  who  are  hospitalized  with  RSV 
infection  will  have  predominant  left-to-right 
shunts.  Moreover,  compared  to  the  mortal- 
ity rate  of  37%  reported  by  MacDonald  et  al 
before  ribavirin  was  available,  our  observa- 
tions confirm  those  of  Hall  et  al,  who  have 
reported  a lower  mortality  rate  in  infants 
who  have  underlying  CHD  and  are  treated 
with  ribavirin. To  our  knowledge,  how- 
ever, this  is  the  first  report  to  focus  on 
cardiovascular  morbidity. 

We  found  that  signs  and  symptoms  of 
congestive  heart  failure  may  worsen  to  a 
degree  that  surgical  repair  is  required  earlier 
than  planned.  Our  decisions  to  operate  were 
delayed  as  long  as  possible,  particularly  in 
the  3 infants  who  required  open  heart  repair 
(average  time  of  open  repair  was  19  days 
after  admission).  It  is  important  to  also  note 
that  infants  at  the  same  hospitals  with  other 
respiratory  infections  have  not  required  early 
surgical  repair.  Moreover,  before  the  availa- 
bility of  ribavirin  treatment,  no  CHD  pa- 
tients with  RSV  pneumonia  have  required 
early  surgical  repair  for  refractory  CHF. 

The  explanation  for  the  prevalent  cardio- 
vascular morbidity  in  our  patients  is  not 
known  and  only  speculation  can  be  given. 
Two  possibilities  are  apparent.  First,  in  the 
era  before  ribavirin  treatment  patients  with 
worsened  CHF  may  have  died.  Thus,  al- 
though ribavirin  improves  the  mortality  rate, 
surviving  patients  are  more  ill  with  increased 
CHF  compared  to  infants  without  CHD. 
Second,  it  is  possible  that  the  ribavirin  itself 
may  play  a role  in  causing  cardiac  and/or 
pulmonary  toxicity  (e.g.  increased  pulmo- 
nary capillary  permeability  producing  pul- 
monary edema  despite  normal  pulmonary 
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This  series  of  chest  x-ray  films  illustrate  the  hospital  course  of  a 4 V2  month  old  infant  boy  with  AV  canal  who  required 
surgical  repair.  In  (A),  the  most  recent  chest  x-ray  film  (2'k  months  of  age)  before  the  RSV  illness  showed  cardiomegaly 
and  increased  pulmonary  vascular  markings.  A day  after  admission  for  his  RSV  illness,  the  film  in  (B)  showed  increased 
cardiomegaly  and  pulmonary  vascular  markings  as  well  as  right  upper  and  basilar  alveolar  infiltrations.  Despite  the 
ribavirin  and  bronchodilators  and  increasing  the  anticongestive  medications,  the  film  in  (C)  taken  3 weeks  later  showed 
persistently  increased  cardiomegaly  and  pulmonary  vascular  markings  with  pulmonary  edema.  The  intractable 
congestive  heart  failure  and  deteriorating  course  led  to  additional  treatment  of  mechanical  ventilation.  Four  days  later  in 
(D)  intracardiac  repair  followed  and  several  days  later,  pulmonary  edema  resolved  as  depicted  in  (E). 


venous  pressure).  This  possibility  of  toxicity 
is  in  line  with  Wald  et  al.  and  Ray  who  have 
advised  caution  with  this  new  antiviral 
agent.'*'^  Mitigating  against  ribavirin  pulmo- 
nary toxicity  is  that  some  infants  without 
underlying  CHD  would  be  expected  to  have 
an  element  of  increased  morbidity.  How- 
ever, perhaps  this  question  of  morbidity  has 
not  been  adequately  addressed  and  toxicity 
exists  but  has  gone  undetected.  Also,  ribavirin 
may  be  toxic  to  all  infants,  but  may  not  be 
manifest  unless  abnormal  hemodynamics 
(i.e.  left-to-right  cardiac  shunts)  exist. 

Whatever  the  reason,  clinicians  should 
now  be  aware  that  medically  refractory  con- 
gestive heart  failure  may  develop  in  infants 
with  CHD  who  become  infected  with  RSV 
and  are  treated  with  ribavirin.  Whatever  the 
cause,  the  pulmonary  edema  in  these  pa- 
tients appears  out-of  proportion  to  the  under- 
lying CHD  as  well  as  to  the  RSV  infection. 
Moreover,  the  necropsy  of  our  patient  who 
died  from  pulmonary  hemorrhage  did  not 
reveal  findings  compatible  with  those  re- 
ported in  infants  who  have  died  from  RSV 
pneumonia/bronchiolitis. Perhaps  further 


studies  will  define  whether  pulmonary  edema 
is  caused  by  RSV  infection,  ribavirin,  or  the 
combination  of  effects  on  pulmonary  capil- 
lary function  or  some  other  unrecognized 
mechanism. 


SUMMARY 

Although  treatment  with  ribavirin  has  been 
known  to  be  associated  with  a decreased 
mortality  in  infants  with  congenital  heart 
disease  (CHD)  who  have  respiratory  syncytial 
virus  (RSV),  few  data  are  available  regarding 
morbidity.  We  reviewed  records  of  10 
consecutively  hospitalized  infants  with  CHD 
during  a recent  RSV  epidemic.  Despite  the 
presence  of  left-to-right  shunt  in  each  pa- 
tient, symptoms  of  RSV  were  respiratory  at 
presentation.  After  ribavirin,  decreased  res- 
piratory symptoms  were  found  in  8 infants 
but  in  2 assisted  ventilation  were  required  1 
and  3 days  after  admission.  Congestive  heart 
failure  worsened  in  8 patients,  6 of  whom 
had  improved  respiratory  status  after 
ribavirin.  Of  the  8 patients  with  worse  CHF 
(pulmonary  edema),  3 responded  to  medi- 
cal management  but  5 were  refractory  and 
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4 required  surgical  repair  of  CHD.  One 
patient  died  of  pulmonary  hemorrhage. 

Medically  refractory  CHF  may  develop  in 
infants  with  CHD  who  become  infected  with 
RSV  and  are  treated  with  ribavirin.  Further 
studies  are  needed  to  determine  whether 
the  pulmonary  edema  is  caused  by  RSV, 
ribavirin,  or  combination  of  effects  on  pul- 
monary capillary  function  or  some  other  un- 
recognized mechanism. 

Acknowledgement:  We  thank  Julie  Schomer  for  her 
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script. 
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CLINCIAL  DIAGNOSTIC  IMAGING 


Celiac  Ganglion  Block:  CT  Guidance 

|OE  STAVAS,  M.D. 


CASE  HISTORY: 

35-year  old  male  severe  abdominal  pain  secondary  to  chronic 
pancreatitis  requiring  narcotics  for  relief. 


The  celiac  plexus  is  a large  sym- 
pathetic nerve  bundle  sur- 
rounding the  celiac  artery  take- 
off that  carries  pain  fibers  centrally.  These 
fibers  are  common  pain  pathways  from  many 
abdominal  malignancies  and  inflammatory 
processes,  usually  pancreatic  cancer  and  pan- 
creatitis. Abdominal  pain  can  be  chronic  and 
severe  in  these  situations  and  recalcitrant  to 
narcotics.  In  the  noncancer,  nonterminal  patient, 
narcotic  dependency  and  secondary  sedative 
effects  are  serious  drawbacks. 

Celiac  ganglion  block  is  reported  to  produce 
good  to  excellent  relief  in  approximately  90% 
of  patients  with  abdominal  malignancy,  but  is 
only  about  50%  effective  in  the  alcoholic 
pancreatitis  population.  The  procedure  was 
first  utilized  in  1914,  by  Kapis  using  a 
posterior,  transretroperitoneal  approach  with 
vertebral  body  and  rib  landmarks  guiding  the 
procedure.  Newer  methods  of  celiac  block 
use  imaging  tools  such  as  computed  tomo- 
graphy and  fluoroscopy  that  provide  more 
accurate  guidance  and  drastically  reduced 
morbidity. 

My  method  of  choice  is  to  use  CT  guidance 
and  an  anterior  approach  similar  to  a deep 
liver  or  pancreas  biopsy.  The  celiac  ganglion 
cannot  be  seen  by  CT,  but  their  location 
inferred  by  locating  the  celiac  artery  axis  and 
superior  mesenteric  artery  takeoff  with  in- 
travenous contrast.  A 22  gauge  needle  is  then 
placed  alongside  the  aorta.  The  needle  tip 
position  is  confirmed  by  a small  injection  of 
contrast,  followed  by  anesthesia  and  ablation. 
With  the  anterior  approach,  the  lung  and 
spinal  canal  are  avoided.  Lieberman  at  the 


University  of  Nebraska  Medical  Center  has 
reported  the  use  of  an  anterior  fluoroscopic 
technique  for  anesthesia  during  interventional 
biliary  cases.  The  22  gauge  needle  will 
traverse  viscera,  but  the  complications  are 
minimal  and  the  same  as  with  a fine  needle 
aspiration.  Please  refer  to  the  references  for 
specific  techniques. 

The  immediate  complications  that  may 
occur  are  hypotension  (due  to  the  sympa- 
thetic ablation)  and  abdominal  and  back  pain 
(due  to  the  noxious  effect  of  the  neurolytics). 
Severe  complications  such  as  paraplegia,  due 
to  injection  into  the  spinal  canal,  are  avoided 
by  direct  imaging  guidance  and  the  anterior 
approach. 

Procedure  failures  may  be  due  to  patient 
selection  (chronic  pancreatitis  patients  have 
much  less  long  term  pain  relief),  incomplete 
ablation  (too  little  neurolytic  agent  or  anatomic 
variations  of  the  ganglion)  or  the  development 
of  alternate  pain  pathways.  The  role  of 
secondary  psychologic  gain  may  also  cause  a 
procedure  failure. 

The  patient  in  this  case  was  a chronic  drug 
abuser  who  had  recurrent  pancreatitic  and 
unremitting  abdominal  pain.  One  month  after 
the  ablation,  he  was  no  longer  taking  narcotics 
for  pain. 

In  this  age  of  advanced  pain  control  and 
relief  as  provided  by  experienced  anesthes- 
iologists, celiac  and  splanchnic  nerve  ablation 
are  not  commonplace.  I feel  the  technique 
does  have  a role  in  a select  patient  population, 
such  as  the  pancreatic  cancer  patient  in  whom 
conventional  pain  therapy  fails. 
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FIGURE  1 

Axial  CT  image  at  a 
level  near  the  celiac 
axis.  22  gauge  needle  is 
directed  transhepatically 
into  the  para-aortic 
soft  tissues.  Needle 
location  can  accurately 
be  assessed  with  CT. 
Pancreatic  body 
calcification  is  present 
(arrow)  as  a telltale  to 
the  underlying 
disease  process. 


FIGURE  2 
Contrast  has  been 
injected  through  the 
needle  outlining  the 
right  para-aortic 
and  pre-aortic  soft 
tissues  assuring  good 
bathing  of  the  adjacent 
celiac  ganglia.  Pain 
relief  is  determined 
by  a test  injection 
of  marcaine  followed 
by  ablation  with 
absolute  alcohol. 


Case  Courtesy  of  Robert  Fox,  M.D.,  Lincoln, 
Nebraska. 

This  article  is  dedicated  to  the  family  and  memory  of 
David  C.  Toren,  M.D.,  (1954-1989),  Anesthesiology  De- 
partment, Lincoln  General  Hospital. 
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As  the  Nebraska  State  Legislature  swings 
into  high  gear,  it's  time  to  talk  state  politics 
once  again,  and  to  advise  you,  in  general 
terms,  how  your  Medical  Association  represents 
you  and  your  patients  in  the  legislative  arena. 

All  legislative  bills  that  may  affect  the  health 
of  Nebraskans,  or  that  influence  the  practice 
of  medicine,  are  reviewed  by  your  Commission 
on  Legislation  and  Governmental  Affairs,  once 
again  chaired  very  ably  by  Ron  Klutman.  This 
Commission  is  the  largest  of  all  the  NMA's 
sub-divisions,  by  design,  to  allow  representa- 
tion by  every  major  specialty,  every  age  group, 
and  every  geographical  locale.  It  also  includes 
representatives  of  the  NMA  auxiliary,  medical 
students  and  the  NMA  officers.  Dave  Buntain 
and  Bruce  Cutshall,  lobbyists  for  the  NMA  and 
Nebraska  Chapter  of  the  Academy  of  Family 
Physicians  respectively,  also  attend  and  add 
valuable  input.  On  many  occasions,  leaders  of 
specialty  organizations  are  also  invited  to 
attend  to  discuss  issues  of  concern. 

This  committee  makes  a decision  on  every 
bill  of  interest  to  medicine  to  support,  monitor 
or  oppose.  Support  and  opposition  ranges 
from  intense  lobbying  and  testifying  at  hearings 
to  simply  acknowledging  our  position.  Not 
every  bill  deserves  our  full  lobbying  efforts, 
but  those  that  do  receive  every  effort  possible 
to  see  that  they  are  passed  or  rejected. 

A bill  that  is  monitored  is  felt  to  have  no 
significant  impact  on  health  care  unless  it  is 
altered,  thus  it  is  monitored  as  it  passes 
through  the  system. 

Some  bills  will  be  referred  to  other  com- 
mittees or  commissions  for  their  expertise  and 
action,  such  as  those  concerning  Maternal  and 
Child  Health  or  Professional  Liability. 

All  decisions  made  by  these  appointed 
committees  must  then  be  approved  by  your 
elected  Board  of  Directors.  When  possible, 
the  actions  of  the  Board  of  Directors  are  then 
approved  or  rejected  by  the  House  of  Delegates. 


Richard  Raymond,  M.D. 


Only  in  an  extreme  emergency  is  any  decision 
on  any  legislation  made  by  any  process  other 
than  that  outlined  above. 

I emphasize  the  democratic  process  we 
follow  in  this  organization  because  our  actions 
have  not,  in  the  past,  and  will  not,  in  the 
future,  always  satisfy  all  our  members.  Any 
individual  member  or  group  may  introduce 
bills  and  lobby  for  their  passage,  but  they 
shoult  not  expect  automatic  support  from  the 
NMA.  We  would  invite  their  discussion  with 
our  Commission  on  any  bills  of  interest  to 
organized  medicine  to  avoid  conflicts,  and  to 
muster  our  full  support  when  practical. 

By  previous  action  of  the  House,  the  NMA 
opposes  any  additional  mandated  insurance 
benefits,  we  support  living  wills  in  general,  but 
monitor  the  wording  very  closely.  We  take  a 
monitoring  position  on  abortion,  and  we  will 
resist  any  attempts  to  decrease  the  effective- 
ness of  the  Hospital-Medical  Liability  Act. 

These  issues,  plus  many  more,  will  be 
addressed,  in  this  Legislative  session.  You 
should  be  discussing  any  individual  concerns 
you  have  with  your  own  Legislator  at  this  time  and 
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building  a constructive  communication  with 
him/her.  The  NMA  has  a key  contact  person 
for  each  Legislator  to  discuss  NMA  positions  on 
important  legislation.  If  you  have  a close  and 
strong  relationship  with  your  Legislator,  and 
are  interested  in  helping  us  represent  the 
health  concerns  of  Nebraskans  by  being  a key 
contact  physician,  let  Mr.  Schellpeper  or  Mr. 
Ruigh  know  immediately. 


I would  like  to  take  this  opportunity  to 
thank  the  many  physicians  and  auxilians  who 
have  attended  Commission  meetings  in  the 
past,  who  have  given  valuable  testimony  at 
hearings  throughout  the  year,  and  who  serve 
as  key  contact  physicians.  Yours  is  an  invaluable 
service  to  the  Good  Life  (in  good  health)  in 
Nebraska. 
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THE  AUXILIARY 


Membership 


SALLY  BECKER 

NMAA  President 


The  following  are  reports  from  the  auxiliaries 
that  best  explain  what  membership  in  the 
Auxiliary  means. 

ADAMS  COUNTY: 

Our  annual  Fall  Social/Newcomers  night 
was  also  a fund  raiser  for  local  projects;  the 
$400  raised  will  be  seed  money  for  purchase 
of  a VCR  projector  to  be  used  in  our  “So 
You're  Growing  Up"  series  on  human  sexuality 
education.  A fifth/sixth  grade  Coed  session 
has  been  added  to  this  series  that  includes 
two  fifth/sixth  grade  sessions  for  girls,  two  for 
boys,  one  jor  junior  high  girls,  one  for  junior 
high  boys,  and  two  for  third/fourth  grade  girls. 
The  Medical  Auxiliary  provides  publicity/ 
organization  and  the  Medical  Society  provides 
the  speakers/financing.  Sessions  are  held  at 
the  library  and  fliers  are  sent  home  with 
students  who  are  encouraged  to  attend  with 
their  parents.  A tradition  of  quality  education 
has  resulted  in  many  students  coming  with 
parents  who  attended  the  program  when  they 
were  growing  up.  We  are  sponsoring  PSA's, 
provided  by  the  State  Health  Projects  Com- 
mittee, on  teen  pregnancy  and  distributing  to 
area  TV/Radio  stations.  A workday  at  Pooh 
Corner  Children's  Shelter  was  held  and  gifts 
have  been  collected  for  the  shelter.  Christmas 
Sharing  Card  raised  $750  for  AMA-ERF.  A joint 
meeting  with  the  Society  featured  Dr.  Robert 
Osborne  on  Medical  Marriages.  February 
launches  an  NMF  fundraising  calendar  with 
daily  donation  suggestions  and  facts  or  com- 
parisons about  medical  education.  Other 
meetings  have  included  brainstorming  for 
ideas  to  improve  our  booth  at  the  local  Health 
Fair  this  spring  with  prizes  for  the  funniest, 
scariest,  costliest,  silliest,  and  most  glamorous 
idea;  also  a health  workshop  was  held  for 
members  and  guests  on  health/humor  and 
stress.  Penny  Catlett  & LuAnn  Conant  Co- 
Presidents. 


BUFFALO  COUNTY: 

A salad  luncheon  was  held  in  October  for 
everyone  to  get  together  and  meet  all  new- 
comers to  the  medical  community.  The  auxilians 
joined  the  physicians  at  a dinner  meeting  with 
an  interesting  program  on  Organ  Donations. 
We  will  hold  a progressive  Dinner  as  an  AMA- 
ERF  fund  raiser  and  Doctor's  Day  will  be 
observed  by  giving  each  physician  a red 
carnation.  Our  President  Elect  will  be  attending 
the  AMAA  Confluence  Leadership  workshop 
in  Chicago,  February  4-7.  Debbie  Dobesh 
President. 

BURT-WASHINGTON: 

We  auxilians  are  busy  people  in  our  com- 
munity and  just  finished  with  an  annual 
Hospital  benefit  to  buy  a Stress  Test  Machine. 
An  auxilian  has  been  chairman  for  26  years 
and  $27,000  was  raised  to  more  than  cover 
the  $22,000  cost  of  the  machine.  Carol  Bagby 
has  finished  a refresher  course  to  enable  her 
to  help  out  as  an  R.N.  at  Crowell  Home  as  the 
nursing  shortage  is  critical  in  Blair,  Marilyn 
Gentry  is  President  of  the  Crowell  Home 
Board,  and  Ardis  Grace  is  Vice  President  of  the 
Good  Shepherd  Nursing  Home  Board;  you 
could  say  that  the  three  of  them  are  into 
Gerontology.  Work  with  ACS  continues  and 
involvement  with  October  Mammography 
Month  and  the  Great  American  Smokeout. 
Betty  Hadley  became  an  ordained  Pastor  in 
September  and  has  her  own  church  in  Mead, 
she  is  also  a registered  nurse  and  says 
churches  are  realizing  that  a nurse  on  staff  can 
be  of  real  benefit  to  help  treat  the  "whole 
Person",  Spiritual  health  goes  hand  in  hand 
with  mental  and  physical  health.  Betty  has  run 
into  child  and  spouse  abuse  in  her  ministry 
and  is  thankful  for  her  medical  auxiliary 
learning  along  these  lines. 

Pastor  David  Ruhe  is  working  with  child  and 
spouse  abuse  and  teaching  Aids  education 
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along  with  his  usual  pastoral  duties.  Betty  Rath 
works  in  a church  office  and  Susan  Anderson 
is  a busy  lawyer  and  has  recently  set  up  an 
office  in  Blair.  Patty  Brainard  is  going  to  school 
to  become  a Respiratory  Therapist.  We  are 
planning  our  usual  absentee  tea  for  AMA-ERF 
Ardis  Grace  President. 

DODGE  COUNTY: 

A general  planning  meeting  was  held  in 
October  and  December  a Friendship  Tea  with 
cookie  exchange.  Richard  & Sheryl  Bergstrom 
were  hosts  at  their  home  before  the  Dodge 
County  Hospital's  Christmas  Party  and  a 
progressive  dinner  is  planned  in  conjunction 
with  Doctor's  Day.  We  will  be  hosts  for  the 
NMAA  Mid-winter  Board  Meeting  planned 
February  21st  in  Fremont.  Gail  Fuss  & Cheri 
Anderson,  Co-Presidents. 

HALL  COUNTY: 

Last  year  we  worked  in  coalition  with  the 
SKIP  program  to  gather  more  than  400  parents 
together  and  are  helping  to  get  a parent 
communication  directory  of  parents  who 
support  drug  and  alcohol  free  activities  (as 
parents  we  can  use  this  and  call  parents  of 
children  having  parties,  etc.  and  help  prevent 
alcohol  abuse).  We  have  helped  clean  the 
new  YMCA  Teen  Day  Care  Center  and  are 
trying  to  help  motivate  everyone  to  give  cash 
and  or  articles  to  use  in  the  center.  This  center 
is  for  teens  who  are  new  mothers  and  have  no 
day  care  for  working  or  school  and  also  has 
classes  on  parenting,  well  babies,  how  to 
balance  a check  book,  etc.  Our  fund  raiser  will 
be  a silent  auction  and  dinner  with  proceeds 
to  be  divided  among  various  projects;  items  to 
be  auctioned  and  donated  by  auxilians.  Janet 
Janulewicz  President. 

LANCASTER  COUNTY: 

We  are  enjoying  an  educational  year  punc- 
tuated with  warm  fellowship  within  our  group 
as  well  as  service  to  our  community.  We  have 
called  upon  the  talents  of  many  of  our  own 
members  this  year  to  present  programs. 
February  will  have  a presentation  on  Behavioral 
Adolescence  followed  in  March  by  a program 
on  a common  community  concern  — the 
restoration  of  Pioneers  Park.  April  will  have  a 
discussion  on  complex  issues  facing  modern 
medicine  such  as  the  "living  will".  We  continue 
our  traditional  NMF  and  AMA-ERF  activities; 
the  holiday  sharing  card  this  year  was  designed 
by  a child  of  one  of  our  members.  February 
10th  at  Gateway  Mall  we  will  be  offering 
education  to  the  public  on  health  lifestyles 


and  providing  direct  medical  services  such  as 
tests  and  screenings  at  our  first  LCMA  Health 
Fair.  The  three  Lincoln  Hospitals  will  be 
participating  as  well  as  many  non-profit  health 
organizations,  the  auxiliary  booth  will  focus  on 
adolescent  health  and  the  prevention  of  HIV 
infection.  In  April  we  will  sponsor  a tour  of 
Lincoln  Kitchens  as  our  primary  philanthropic 
project.  All  of  these  activities  have  required 
much  planning  and  many  hours  by  our  auxilians 
but  we  are  rewarded  time  and  again  by  the 
gratefulness  of  the  individuals  and  the  com- 
munity which  we  serve.  Carolyn  Yeakley 
President. 

LINCOLN  COUNTY: 

At  one  time  each  auxiliary  member  obtained 
a pin  inscribed  "we  care"  and  the  theme  has 
continued  through  the  years.  A Fiesta  Party 
ended  the  summer  activities  and  brought  a 
congenial  welcome  to  the  fall  ones,  an  auction 
provided  the  entertainment  and  money 
making  event  of  the  year  (members  served  as 
auctioneers  and  have  true  talent  in  turning 
unwanted  items  into  exotic  treasures).  A 
hand-potted  flowering  cactus  containing  the 
invitations  was  delivered  to  the  home  of  each 
physician  and  the  Fiesta  was  one  way  the 
group  can  extend  a "we  care"  welcome  to 
new  physicians  moving  to  North  Platte  during 
the  summer.  The  travel  and  communication  of 
state  officers  is  sincerely  appreciated;  the 
dinner  conversation  helped  to  bring  about 
many  ideas  to  upgrade  the  Lincoln  County 
Medical  Auxiliary.  A Sunday  evening  Christmas 
Dinner  provided  a perfect  atmosphere  for 
caring  and  sharing;  profits  from  this  dinner 
were  used  to  help  the  auxiliary  fund.  Doctors 
Day  recognition  of  planting  a tree  on  the 
hospital  grounds  will  be  again  implemented, 
although  the  activity  requires  participation  of 
only  a couple  of  members  and  hopefully  a 
tree  digging  husband,  it  has  become  an 
appreciated  tradition.  A community  organiza- 
tion has  asked  us  to  participate  in  a scholar- 
ship project,  we  are  pleased  to  be  asked 
because  it  shows  the  community  knows  we 
care.  Provision  for  car  seats  for  those  who  can 
not  otherwise  afford  them  has  been  in  effect 
for  several  years,  there  is  a small  charge  to 
cover  the  administration,  management,  and 
education  provided  by  the  Great  Plains  Med- 
ical Center  Auxiliary.  Courtesy  serves  as  an 
integral  internal  statement  of  caring  and  one  of 
many  projects  for  the  year  will  be  to  deliver  to 
one  of  our  former  members  a we  care 
message  in  small  ways  for  a period  of  six 
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weeks.  This  year  will  be  the  first  time  the 
group  will  travel  to  Lake  McConaughy  for  the 
spring  event,  it  should  provide  an  opportunity 
for  fitness  and  give  time  to  view  the  lake  and 
review  the  goals  and  accomplishments  of  the 
Lincoln  County  Medical  Auxiliary.  Ideas  for  a 
theme  for  the  next  casual  summer  party  are  in 
the  making,  its  fun  to  come  up  with  a new  idea 
each  year  to  help  stimulate  and  fraternize  the 
auxiliary;  former  auctioneers  were  so  much 
fun  that  we  hope  to  extend  their  term  for 
several  years.  Kay  MacDonald  & Dorris  Ashley, 
reporting. 

METROPOLITAN  OMAHA: 

Our  MOMSA  year  was  off  and  running,  the 
focus  this  year  is  on  health  & wellness.  The 
September  meeting  featured  Dr.  Eugene 
Zweibach  on  “An  Affair  of  the  Heart”,  the 
balance  between  healthy  eating  and  appro- 
priate exercise  for  you.  November  held  a joint 
dinner  meeting  with  the  Society  and  an 
auxiliary  meeting  where  a registered  dietician 
spoke  on  “Healthy  Holiday  Eating".  January 
offered  information  on  vacations.  Plans  are 
moving  right  along  for  our  Kitchen  Tour, 
chairmen  have  selected  homes  and  a few 
innovations  are  planned  to  make  this  year's 
tour  special.  We  have  designated  the  kitchen 
tour  fund  recipient  to  be  Project  Hope;  they 
operate  a mobile  van  service  providing  health 
care  to  the  homeless  manned  by  volunteers 
including  physicians  providing  this  care.  We 
hope  to  be  able  to  fund  their  immunization 
program  and  give  them  a head  start  on  saving 
for  a garage  for  their  van.  In  addition,  money 
raised  from  the  Kitchen  Tour  preview  party 
will  go  toward  the  AMA-ERF  fund.  Internally, 
our  ways  and  means  committee  has  worked 
very  hard  to  examine  fundraising  projects  in 
order  to  coordinate  efforts  and  best  utilize 
volunteer  hours  available  to  MOMSA.  Margie 
Cutnik,  President. 

NORTHEAST  NEBRASKA: 

NE  Nebraska  has  had  a fun  and  enjoyable 
year.  We  gathered  for  our  annual  summer 
luncheon  in  August,  scholarship  recipients 
and  family  members  were  guests.  Yearly 
scholarships  are  given  to  NE  Nebraska  high 
school  seniors  and/or  residents  reentering 
school  to  pursue  a career  in  a medically 
related  field.  A skit  on  the  auxiliary  was 
presented  by  members.  Regular  monthly 
meetings  are  held  in  conjunction  with  the 
society,  dinner  with  spouses,  respective  bus- 
iness meeting/program/speaker  following.  It 
gives  us  an  opportunity  to  have  time  with  each 


other  and  catch  up  as  we  are  a district 
auxiliary/society  and  members  are  from 
various  towns  in  NE  Nebraska.  Two  day 
fundraising  meetings/programs  are  held  with 
friends  as  guests.  The  May  meeting  is  a 
potiuck  dinner  for  auxiliary  members/spouses 
at  a physician/spouse  home.  Proceeds  go  to 
our  general  fund  and  used  for  area  scholarships, 
NMF,  and  AMA-ERF.  Auxilians  use  and  share 
information/material  obtained  from  NMAA  & 
AMAA  in  their  work  and  in  conjunction  with 
other  volunteer  organization  involvement. 
Carol  Ann  Hehner,  President. 

SCOTTSBLUFE  COUNTY: 

Scottsbiuff  County  Auxiliary  continues  their 
support  of  the  safety  restraint  program  in  our 
area.  We  received  an  approximate  $900  grant 
to  help  support  our  local  efforts  to  increase 
the  use  of  child  restraints,  to  encourage 
patient  education  among  physicians,  and  to 
implement  safety  restraint  programs  in  schools 
and  day  cares.  The  correct  usage  of  child 
restraint  seats  from  this  program  has  become 
a state  project.  Susan  Anderson,  President. 

SOUTHWEST: 

NMAA  Officers  were  guests  at  our  October 
meeting  in  McCook.  Christmas  cards  were 
purchased  to  benefit  AMA-ERF.  Auxilians  are 
active  in  the  schools,  working  at  the  hospital, 
and  in  the  community  and  teaching  classes  for 
expectant  fathers.  Sue  Carson,  President. 

WESTERN  QUAD: 

We  enjoyed  our  meeting  with  the  NMAA 
officers  in  October  and  visits  with  members  in 
Grant.  Our  auxiliary  continues  to  meet  in 
conjunction  with  the  physicians  during  a 
dinner  meeting.  Widowed,  retired  physicians 
spouses  continue  to  be  active  supporting 
members  of  the  auxiliary  and  others  work  in 
spouses  offices,  hospital,  and  as  part  of  the 
business  community;  they  help  implement 
plans  to  keep  their  hospital  actively  operating 
and  in  recruiting  new  physicians  to  the  area. 
Barbara  Spencer,  Contact  Person. 

MEMBERS  AT  LARGE: 

Members-at-large  are  physicians  spouses 
throughout  the  state  that  do  not  have  an 
organized  county  or  district  auxiliary  in  their 
immediate  area  so  join  the  state  & National 
auxiliary  directly  through  the  state.  All  legisla- 
tive, health,  membership,  AMA-ERF,  NMF 
material  is  available  to  them  to  be  used  in 
their  communities  and  for  themselves  and 
they  are  active  supporting  members  connected 
to  all  other  members. 
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Resident/Student  spouses  are  also  members 
and  join  through  the  county  or  state.  MOMSA 
and  Lancaster  County  serve  as  back  up 
support  systems  available  to  all  resident/ 
student  spouses  and  help  them  in  any  way 
they  can. 


For  information  on  any  area  of  Membership, 
as  a supporting  or  active  supporting  member, 
contact  our  Membership  Chairman  Donna 
Stone  (402)  435-4044. 


NEW  MEMBERS 


Mohammed  Zahra,  M.D. 
2700  W.  Norfolk  Ave. 
Norfolk,  NE  68701 

Eric  S.  Thomsen,  M.D. 

1101  N.  10th  St. 

Beatrice,  NE  68310 

Gregory  S.  Sears,  M.D. 

109  N.  29th  St. 

Norfolk,  NE  68701 

Verlin  K.  Janzen,  M.D. 

205  S.  8th 

Nebraska  City,  NE  68410 


Arun-Angelo  Patil,  M.D. 

Dept,  of  Neurosurgery 
UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 

Charlotte  Wirges,  M.D. 

414  East  Avenue 
Holdrege,  NE  68949 

Wayne  Weston,  M.D. 

1910  Plum  Creek  Lane 
Lexington,  ND  68850 

Cary  J.  Peet,  M.D. 

401  E.  Gold  Coast  Rd.,  #102 
Papillion,  NE  68046 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  EDUCATION  COURSES 

FEBRUARY  9-10,  1990  — Midwest  Student 
Medical  Research  Forum  XXI  (MSMRF) 
Red  Lion  Inn. 

FEBRUARY  10-11,  1990  — UN/Dartmouth 
Transplantation  Seminar,  Radisson  Redick 
Flotel. 

FEBRUARY  11-18,  1990  — 8th  Annual  Park 
City  Oculoplastic  Meeting,  The  Olympic 
Hotel,  Park  City,  Utah. 

MARCH  4-9,  1990  — 10th  Annual  Keystone 
ENT  Ski  Conference,  Keystone  Lodge 
Keystone,  Colorado. 

MARCH  21,1  990  — Geriatrics  Circuit  Course, 
Holiday  Inn,  Hastings,  Nebraska. 

MARCH  26  - APR  I L 6,  1990  — Family  Practice 
Review. 

MARCH  28-30,  1990  — Third  International 
Symposium  On  Minimal  Residual  Disease, 
Rotterdam,  The  Netherlands. 

MARCH  29-30,  1 990  — 39th  Annual  OB-CYN 
Conference,  Holiday  Inn  Centeral. 

APRIL  13-14,  1990  — Cytokines  & Com- 
munication In  The  Immune  System:  Update 
1990. 

APRIL  14,  1990  — Nebraska  Association  of 
Pathologists  Spring  Meeting. 

APRIL  23-MAY  4,  1990  — Family  Practice 
Review. 

JULY  25-29,  1990  — College  of  Medicine 
Alumni  CME  Meeting,  Snowmass,  Colorado, 
**Tentative** 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 


NOV.  29  - DEC.  1 , 1 990  — Nebraska  OB-CYN 
Society,  Las  Vegas,  Nevada. 

MARCH  1 1-22,  1991  — Family  Practice 
Review. 

APRIL  8-19,  1991  — Family  Practice  Review. 

If  no  location  has  been  specified  — these  programs 

will  be  held  at  the  Center  for  Continuing  Education, 

University  of  Nebraska  Medical  Center  campus. 

NMA  COMING  MEETINGS 

APRIL  27-29,  1990  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  1 3-1  5,  1990  — NMA  Fall  - Corn- 
husker  Hotel. 

APRIL  26-28,  1991  — NMA  Annual  - Cornhusker 
Hotel. 

SEPTEMBER  12-14,  1991  — NMA  Fall  - 
Cornhusker  Hotel. 

APRIL  24-26,  1992  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  10-12,  1992  — NMA  Fall  - 
Cornhusker  Hotel. 


AMERICAN  ASSOCIATION  OF 
CLINICAL  ANATOMISTS 

AMERICAN  ASSOCIATION  OF  CLINICAL 
ANATOMISTS  — May  31  - June  1,  1990  - 
University  of  Saskatchewan  - “The  Surgical 
Anatomy  of  the  Lymphatic  System"  - 8.5  hrs. 
Category  I. 

EIGHTH  ANNUAL  CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE  — June  16-23, 
1 990  - Woverine  Lodge,  Lynn  Lake,  Manitoba, 
Canada.  For  information  contact  Sharlene 
Knippelmeyer,  RN,  BS,  Education  and  Staff 
Development,  Lincoln  General  Hospital, 
2300  S.  16th  St.,  Lincoln,  NE  68502 
(402)  473-5638. 
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ON-GOING  UPON  REQUEST: 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  Universtiy  is  offering  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

For  further  information  or  to  register,  contact:  Sally  C. 

O'Neill,  Ph.D.,  Creighton  University  School  of  Medicine, 

Continuing  Medical  Education  Division,  Omaha,  Nebraska 

687  78.  Toll  Free  (800)  548-CMED,  In  Nebraska  - (402)  280- 

1830. 


JOHNS  HOPKINS  UNIVERSITY 

DIAGNOSTIC  CYTOPATHOLOGY  FOR  PATH- 
OLOGISTS - 1990  POSTGRADUATE  INSTI- 
TUTE — Eebruary  through  April,.  1990, 
Home  Study  Course  A,  April  23  to  May  4, 
1 990,  In-Residence  Course  B,  Johns  Hopkins 
University  School  of  Medicine,  Baltimore, 
Maryland  21205. 


COMING  MEETINGS 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY 
OF  PEDIATRICS  — April  20,  1990,  Omaha 
Marriott  Hotel,  Behavioral  Pediatrics.  April 
21,  Sports  Medicine. 
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America's  Hometown  Air  Force. 
The  Air  Guard. 


As  a physician  in  the  Air  Guard 
you  ai'e  in  for  considerably  more 
than  yom*  eveiyday  medical  practice. 

For  one  thing,  you  could  find  youi'self  solving 
medical  problems  you  have  never  even  thought 
about.  Paiticulai'ly  if  you  ai*e  one  of  the  adven- 
turous souls  who  wish  to  seiwe  the  Air  Guai'd  as  a 
Flight  Sui'geon. 

How  To  Join  Us. 


CALL  SMSGT  LARRY  BROOKS  AT  (402)  473-1145 


Drug/ Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN.  NEBRASKA  68508 
PHONE 

(4021  474-4472 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Richard  Raymond,  M.D.,  O’Neill President 

Paul  E.  Collicott,  M.D.,  Lincoln President-Elect 

Robert  F.  Shapiro.  M.D..  Lincoln Secretary-Treasurer 

William  L.  Schellpeper.  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  -I.  Cornelius.  -Ir..  M D..  Sidney:  — 

John  D.  Coe.  M.D.  Omaha;  — Louis  J.  Gogela.  M.D.. 

Lincoln:  — Blaine  Y Roflman.  M.D..  Omaha. 

BOARD  OF  DIRECTORS 

Richard  .A.  Raymond.  M.D..  Chairman.  O'Neill 

Paul  E.  Collicott.  .M.D  . \ ice-Chairman lancoln 

Robert  F.  Shapiro.  M.D..  Secretarv-Trea''Urer Lincoln 

Donald  J.  Pavelka.  M.D..  Past  Piesident Omaha 

L,  Dwight  Cherry.  M.D Lincoln 

Herbert  A.  Hartman.  Jr..  M.D Omaha 

Darroll  J.  Loschen.  M.D  York 

Robert  G.  Osborne.  MI).  ....  Lincoln 

Richard  H Meissner.  M l) Omaha 

David  R.  Little,  M.D. Hastings 

Stanley  F.  Nabity.  M.D Grand  Island 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Francis  D.  Donahue.  M.D..  Chairman Omaha 

R.  A.  Blatnv.  .M  D . . Fairhury 

Stuart  P.  Embury.  M D.  . Holdrege 

Joel  I'.  Johnson.  M.D..  . . Kearnev 

Bernard  L.  Kratochvil.  M.D  Omaha 

Walter  J.  O' Donohue.  M.D Omaha 

Joseph  E.  .Stitcher.  M.D. . Lincoln 

John  C.  Wilcox.  M.D . .Aurora 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacv.  AI.D.,  ( hairman ...  Lincoln 

Robert  A.  Beer.  M.D Omaha 

David  L.  Bacon.  M.D Kearnev 

Lawrence  ('.  Bausch.  M.D . . Lincoln 

.Stacey  Goodrich.  M.D  . 'recuniNeh 

Charles  Gregorius,  M.D.  ...  Lincoln 

Richard  M.  Tempero.  M D Omaha 

Donald  E.  Waltemath.  M D . Lincoln 

.Anthony  J.  Yonkers.  M.D.  . Omaha 

COMMISSION  ON  MEDICAL  SERVICES 
Kenton  L.  Shatter.  MD.  Chairman  . . Ki*arnev 

Chris  C.  Caudill.  M.D Limnln 

('arl  J.  Cornelius.  Jr..  M.D Sidney 

F William  Karrer.  M.D Omaha 

M.  Jack  Mathews.  M.D  . Lincoln 

Harry  W.  McFadden.  M D ...  Omaha 

.Merton  A.  Quaite.  M.D . - Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 
Kenton  L.  .Shatter.  M.D..  Chairman  . . Kearnev 

Section  on  Maternal  Mortality  Review 

(ieorge  M.  Adam.  M.D.  ...  Hastings 

Ernest  K.  Bussinger.  M.D.  . Scottsbluft 

James  H.  Elston.  M.D.  ...  Omaha 

L.  Palmer  Jf)hnson.  M.D  . lancoln 

Charles  W.  Marlowe.  M.D  ...  . . . Omaha 

Gary  D.  Milius.  M.D Lincoln 

James  M.  Plate.  M.D Kimball 

William  L.  Rumbolz.  M.D Omaha 

Carl  V,  .Smith.  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Lawrence  C Bausch.  M.D.  . . Lincoln 

Kenneth  Johnson.  M.D Mct'ook 

Robert  M.  Nelson.  M.D . . Omaha 

Tom  F.  Fonniges.  M.D . . H.istings 

(»regg  F,  Wright.  M.D.  . . Lincoln 

COMMITTEE  ON  HEALTH  PLANNING 

Carl  J.  (\)rnelius,  Jr..  M.D..  Chairman Sidney 

Gordon  D.  .Adams.  M.D ....  .NorlbiK 

Lewiston  W Birkmann.  M.D Lincoln 

James  S.  Carson.  M.D . Mct’ook 

Chris  C.  Caudill.  M.D.  . Lincoln 

Allen  D.  Dvorak.  M.D Omaha 

Dale  W.  Ellers.  M.D Lincoln 

Louis  J.  (iogela.  Jr..  .M.D...  Beatrice 

Roger  D.  Mason.  M.D Omaha 

Donald  F.  Piince.  M.D . Minden 

C.  Lee  Retelsdort.  M.D,  Omaha 

AO-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer.  M I)..  Chairman Omaha 

Gordon  D.  Adams.  M.D  . . . Noriblk 

Joe  L.  .AuchMoedy.  M.D Kearney 


Elvin  G.  Brown.  M.D ...  Hastings 

John  H,  Casey.  .M.D.  . ..  Lincoln 

Daniel  R.  ('ronk.  M.D.  Grand  Island 

Sushil  S.  Lacv.  M.D Lincoln 

C-  Lee  Retelsdort.  M.D  ...  . ......  Omaha 

Robert  C Rtisenloi.  M D , . Kearney 

Joseph  I).  Verdirame.  M D Omaha 

AD-HOC  COMMITTEE  ON  LOW  LEVEL  RADIOACTIVE 
WASTE  DISPOSAL 

Merlon  .A.  Quaite.  M.D..  Chairman.  . Omaha 

Prentiss  M.  Dettman.  M.D Lincoln 

Alien  D.  Dvorak.  M.D Omaha 

Rodrigo  Gomez-Cordero.  M l) Spencer 

Dennis  D.  Hatch.  M.D Superior 

David  J Hoelting.  M.D Pender 

Ernest  0.  Jones.  Ph.D Omaha 

Marlin  R.  Lohll.  M.D Omaha 

W.  E.  Lundak.  M.D Lincoln 

David  C.  McMaster.  M.D.  . . Auburn 

William  H.  Norlhwall.  M.D.  Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 
Chris  ('.  Caudill.  M.D..  Chairman  . . Idncoln 

Judith  .A.  Butler.  M.D...  ..  ...Superior 

Dale  W.  Ebers.  M l).  . Lincoln 

Vernon  F.  Garwood.  MD  . ...Lincoln 

Russell  L.  Gorthev.  M.D  . . . . . Lincoln 

Roger  .A.  Jacob.s.  M D Seward 

Ronald  Kluiman.  M.D.  . . . Columbus 

l^aul  F.  Meyer.  .M.D.  . Aurora 

Dale  E,  MiiheL.  M.D Lincoln 

Harold  M.  Nordlund.  M.D York 

Samuel  H.  Perry.  II.  M.D North  Platte 

Richard  B.  Svehl.i.  M D . . Omaha 

Tom  F.  I'onnige.s.  M.D...  Hastings 

Wayne  K.  Weston.  M.D . . . , . Lexington 


NMA  PRO  OVERVIEW  COMMITTEE 


(iordon  J Hrnicek.  M.D..  Chairman.  Grand  Island 

David  L.  Bacon.  .M.D Kearney 

.A  H.  Bergm.in.  M.D ...Fremont 

Tim  Biga.  MI)  . .Norfolk 

Dennis  .M  Connolly.  Ml)..  . ..  Lincoln 

Wendell  L.  F-iirlianks.  M.D.  . ..  .Alliance 

John  F.  Fitzgibbon.s.  .M.D Omaha 

Glen  A.  Fornev.  M.D . . . ScottsbluM 

C.  r.  Fierichs.  M.D , Beatrice 

John  C.  Grove.  .M.D O'Neill 

Richard  Jackson.  .M.D Pawnee  Citv 

M.  Jack  Mathews.  M.D Lincoln 

Frederick  F.  Pausiian.  MI).  . . ...  Omaha 

Herbeit  E.  Reese.  M.D Lincoln 

AD-HOC  COMMITTEE  ON  THE  SOCIO-ECONOMIC 
ASPECTS  OF  HEALTH  CARE 

Harry  \\  McF.idden.  Jr..  M.D..  Chairman.  ...  Omaha 

Vernon  F.  Gaiwood.  M.D Lincoln 

Allan  C.  Landers.  M.D.  . . Scottsbluft 

\'.  William  Mever.s.  M.D Omaha 

Stanley  F Nabitv.  M.D  (Jiand  Island 

Dwaine  J.  Peelz.  M.D ...  . Neligh 

Richaid  H.  Svehla.  .M  D . . Omaha 

Stanley  .M  Truhlsen.  M. D . . .Omaha 

Hiram  R Walker.  M D.  Kearnev 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman.  .M  l)..  Chairman (’olumbus 

Benjamin  R.  Gelber.  M.D..  Vice-Chairman Lincoln 

Dennis  Beavers.  M.D Omaha 

Judith  A.  Butler,  M.D Superior 

Melvin  .A  Churchill.  M.D  Lincoln 

James  H.  Dunlap.  M.D Norfolk 

Donald  E.  Fischer.  .M.D.  . . .Scotlsbiun 

Vernon  F.  Gaixvood.  M.D Lincoln 

.Michael  J.  Germer.  M.D Lincoln 

Charles  Gregorius.  M.D Lincoln 

Susan  L.  Greenwald.  M.D Kearney 

Dennis  G.  O'Leary.  M.D Omaha 

George  W,  On-.  aI.I) Omaha 

Robert  G Osbr)rne.  M.D Lincoln 

Dwaine  J.  Peel/.  M.D Neligh 

Herbert  E.  Reese.  M.D Lincoln 

('.  Lee  Hetelsdorf.  M.D Omaha 

Blaine  Y.  Roifman.  .M.D Omaha 

James  N,  Shreck.  M.D North  Platte 

Richard  B.  .Svehla.  M.D Omaha 

Steven  R.  Thomas.  M.D York 

Eileen  ('.  Vauiravers.  .M.D Lincoln 
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Timoihy  O.  Wahl.  M l). 
PettM' .1-  Whined  M.I).  .. 
.Susan  M.  Williams.  M.I). 


Omaha 

Omaha 

Omaha 


\D-HOC  COMMITTKK  ON  HKALTH  POLICY  STXTKMKNTS 
(’.  Lee  RelelsdorC.  M.I)..  ('hairman.  . .Omaha 

Daniel  S.  Durrie.  M l) Omaha 

•Joel  'F.  •Johnson.  M.I) Keamev 

Dairoll  -I.  Losehen.  M.I) York 

Dale  K.  Michels.  M.I) Lineoln 

Stanley  K.  Nabily.  M.I) (Iraiul  Island 

William  K.  Palmer.  M.D Omaha 

Charles  .S.  Wilson,  M.D . . Lineoln 

AI>-H(K'  COMMITTKK  ON  PROFKSSIONAL  LIABILITY 

•lames  H.  Dunlap.  M. I)..  ('hairman Norfolk 

David  L.  Bacon.  M.D Kearney 

Warren  O.  Boslev.  M.D Grand  Island 

K.  M.  (iavvecki.  .M.I) Papillion 

Dwaine  -I.  Peetz.  M.D Neli^h 

Richard  M Pitsch.  •)!■..  M.D Lincoln 

Herlierl  K.  Reese,  M.D Lincoln 

Blaine  Y.  RofTman.  M.D Omaha 

Larry  K.  RofTman.  M.D . . Omaha 

COMMISSION  ON  MKDICAL  KDUCATION 

Frederick  F.  Paustian.  M I).,  ('hairman Omaha 

Ronald  L.  .-\sher.  MI) North  F^Ialle 

Robert  L.  Bass.  M.I) Klkhorn 

Warren  G.  Bosley.  M.D ('irand  Island 

Patrick  K.  Brookhouser.  MI).  Omaha 

(''harles  F.  Damico.  M.D.  . Hastings 

(’harles  A.  Dobrv.  M.D Omaha 

Stacey  (toodrich.  M.D 'Fecumseh 

Richard  .A.  Hranac.  M.I) Kearney 

Stef'fan  R.  Lacey.  M.D Norfolk 

William  K.  Lundak.  M.D Lincoln 

Richaid  L.  O'Brien.  M.D Omaha 

William  R.  Schlichtemeier.  M.D.  . Omaha 

-Joseph  C.  Scott.  M.I) Omaha 

Michael  J.  Sullivan,  M.D Aurora 

Jeffrey  Susman,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 

Robert  H.  Waldman,  M.D Omaha 


AD-HOC  COMMITTKK  ON  HKALTH  KDUCATION  & 
ATHLKTIC  MKDICINK 


Warren  (i.  Boslev.  M.D..  ('hairman . . . .(irand  Island 

Patrick  K.  ('lai-e.  M.D..  Vice-(''hairman Lincoln 

Gordon  D.  Bainbrid^e.  M.D ....  Grand  Island 

•Joseph  R.  Kllison.  M.I) Omaha 

Richard  W Hammer.  M.D Lincoln 

Riihard  K.  -Jackson.  .M.D Pawnee  (’ity 

Mark  R.  -Jones.  M.D Lexinj'ton 

Stephen  -I.  Lanspa.  M.I) Omaha 

Morris  B.  Mellion.  M.I) Omaha 

Paul  H.  Phillips.  .M.I) . .ScoitsblufT 
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Harlan  C.  Shriner.  -Jr..  M.I) Lincoln 
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COMMISSION  ON  HOSPITAL  MKDIC  AL  STAFF 
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VD-HOC  COMMITTKK  RK:  MKDICARK 
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Dwaine  -I.  Peetz.  M.D..  Vice-Chairman Neligh 

.Alvin  A.  .Armstrong.  M.D Scottsbluff 

Richard  .A.  Blatny.  M.D Fairbury 

L.  Dwight  ('berry.  MD ....Lincoln 

'Thomas  M.  ('onnors.  M.D Omaha 

Loren  H.  -Jacobsen.  M.I) Broken  Bow 

Alan  W.  Langvardt.  M.D Beatrice 

Thomas  O.  Martin.  M.D Ord 

Roger  P.  Massie.  M.D Plainview 

Donald  •!.  Pavelka.  M.D Omaha 

Rudolf  Strnot.  -Jr.,  M.D Lincoln 

Richard  B.  Svehla,  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

NMA  TASK  FORCK  ON  AIDS 

Scot  ('.  Sorensen.  M.D..  (’hairman. ...  Lincoln 

Samuel  K.  Boon.  M.D Lincoln 

■lane  .S.  Roccaforte.  M.D Omaha 

Robert  (’.  Rosenlof.  M.D Kearney 

Philip  W.  Smith.  M.D Omaha 

Richard  B.  Svehla.  M.D Omaha 

NMVUNC'M  COORDINATING  COMMITTKK 
(NMA  Representatives) 

Gordon  1).  Adam.s.  M.D Norfolk 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D..  Neurological  Surgeiy  222 1 So.  17th  St.. 
Suite  .1 10.  Lincoln.  NE  6H502.  The  manuscript  should  be  typewritten, 
double-spaced,  on  8'^j  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4.000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  .should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  aut  hor.  A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied  by 
a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the  article 
and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references  should 
include  authors’  names  and  initials,  title  of  article,  abbreviated  name  of 
Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8'^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5x7  in.  Do  not  send 
original  artwork.  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and  claims 
expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company. 
Inc..  P-0.  Box  278.  Norfolk.  Nebraska  68702-0278. 
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Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  othei*wise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  liincolp.  NE  68508. 


SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Gordon,  Nebraska  69343. 

FAMILY  PRAGTICE  OPPORTUNITY:  Gurrent 
associate  leaving,  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic.  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McCormick,  President,  Allen  McCormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  5543  5,  61  2-835-51  23. 

DES  MOINES  IOWA:  Multispecialty,  P.C.  has 
immediate  need  for  BC/BE  physicians  in  the 
following  specialties:  family/ general  practice, 
oncology,  dermatology,  internal  medicine  and 
OB/CYN.  Initial  financial  package  with  start-up 
assistance,  coverage  and  free  lease-space  is 
available.  Located  in  metro-area  of  400,000 
great  schools,  diverse  cultural  activities,  college/ 
professional  sports.  Interested  physicians  reply 
to  Box  039,  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

WOMEN'S  HEALTH:  FAMILY  PRACTICE/ 

I NTERNAL  MEDICINE.  Nearly  a perfect  practice 
working  with  a preventative  health  care  team  in 
a brand  new  facility.  This  is  an  established 
women's  program  that  offers  an  affiliation  with 
Iowa's  oldest  multi-specialty  group.  Excellent 
guarantee,  safe  and  well  educated  community. 
Call  or  send  CV  to:  Maxine  Brinkman,  23  North 
Federal,  Mason  City,  Iowa  50401,  515-424-1100. 


OPPORTUNITY  TO  JOIN  TWO-MAN  FAMILY 
PRACTICE  CLINIC:  Well  established,  financially 
secure.  Looking  for  one  or  two  physicians.  Must 
be  board  certified.  Offering  excellent  benefit 
package,  P.A.,  shared  call,  company  car,  com- 
petitive salary  v.ith  first  year  guarantee,  option 
to  buy  in.  Have  satellite  clinic  in  designated 
shortage  area.  Please  contact:  Dennis  Dieckman, 
1408  - 5th  St.,  Aurora,  NE  68818.  Phone  402- 
694-3191. 


FAMILY  PRACTICE:  BE/BC  Familv  Practitioners 
to  join  6 physician  FP  Department  in  a long 
established  progressive  multispecialty  group 
practice  in  Southwestern  Iowa.  Support  of  10 
associated  or  affiliated  surgical  and  medical 
specialties,  yet  free  to  practice  full  range  of 
family  medicine.  Enjoy  an  outstanding  medium 
sized  community  quality  of  life  within  minutes 
of  Omaha.  Guaranteed  first  year  salary,  plus 
incentive  with  full  range  of  benefits.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs, 
Iowa  51503  or  call  collect  712-328-1801. 

FAMILY  PRACTICE:  BE/BC  Family  Practitioners 
to  join  our  busy  office  in  Glenwood,  Iowa.  Share 
call  and  receive  support  of  the  long  established 
progressive  Cogley  Medical  Associates,  P.  C. 
multispecialty  group  practice  located  in  South- 
western Iowa.  Glenwood  is  a community  of 
6,000  located  just  20  miles  south  of  Council 
Bluffs.  Great  community,  good  schools  yet 
close  to  metro  area.  Guaranteed  first  year  salary, 
plus  incentive  and  full  range  of  benefits.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs, 
Iowa  51  503  or  call  collect  712-328-1801. 

RADIOLOGIST  FOR  MIDWEST:  Progressive 
hospital  in  Kansas  with  CT  SCAN,  mobile 
ultrasound  and  mammography  seeks  radiologist. 
Income  guarantee  provided.  Projected  revenues 
exceed  $200,000.  All  insurances  paid.  One  hour 
from  two  cities  with  both  offering  cQltural  and 
educational  amenities.  Call  Gwyneth  Anderson 
at  800-221-4762.  E.C.  lodd  Associates,  535 
Fifth  Avenue,  Suite  1 1 00,  New  York,  NY  1 001  7. 


INTERNIST  FOR  NEBRASKA;  A growing  med- 
ical center  in  Nebraska  seeks  an  internist  to 
compliment  a group  of  highly  qualified  peers. 
Modern,  progressive  hospital  will  purchase 
equipment  as  needed.  Competitive  compen- 
sation package  includes  malpractice.  Regional 
community  for  recreation,  culture  and  shopping. 
Call  Gwyneth  Anderson  at  800-221-4762.  E.C. 
Todd  Associates,  535  Fifth  Avenue,  Suite  1100, 
New  York,  NY  10017. 
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REGIONAL  ORTHOPEDIC  PRACTICES: 
Lucrative  orthopaedic  practices  available  with 
several  midwestern  regional  medical  centers. 
Unique  opportunities  with  highly  competitive 
start  up  compensation  packages  which  include 
income  guarantees,  paid  malpractice  and  moving 
allowance  along  with  additional  desirable  benefits. 
These  are  modern  facilities  with  excellent  peer 
association  and  up  to  date  surgical  equipment. 
Several  locations  available!  Call  Gwyneth 
Anderson  at  800-221-4762  or  write  to  E.C.  Todd 
Associates,  535  Fifth  Avenue,  Suite  1100,  New 
York,  NY  1001  7. 

MEDICAL  DIRECTOR:  STUDENT  HEALTH 
CLINIC,  SOUTH  DAKOTA  STATE  UNIVERSITY: 
Family  Practice  physician  or  internist  to  provide 
clinic  leadership  and  direct  health  care/treat- 
ment for  college  students.  Must  be  eligible  for 
South  Dakota  M.D.  or  D.O.  licensure.  Familiarity 
with  college  age  health  issues  highly  desirable. 
Contract  length  negotiable  9-1 0 months.  Benefits 
include  health  and  liability  insurance,  retire- 
ment and  all  weekends  & holidays  free.  Pro- 
gressive community  has  excellent  schools, 
recreational  opportunities,  clean  air,  low  crime, 
affordable  housing  and  no  state  income  tax.  For 
application  information,  contact  Don  Smith, 
Director  of  Student  Health  & Counseling,  202 
West  Hall,  SDSU,  Brookings,  SD  57007,  605- 
688-4157.  SDSU  is  an  AA/EEO  Employer. 

NATIONWIDE  PRACTICE  OPPORTUNITIES: 
All  specialties.  Fees  paid  by  clients.  Call:  Wanda 
Parker,  E.C.  Todd  Associates,  Inc,  535  Fifth 
Avenue,  Suite  1100,  New  York,  NY  10017, 
800-221-4762,  or  212-599-6200. 

WANTED:  Two  orthopedic  surgeons,  with  or 
without  subspecialty  training,  who  enjoy  general 
orthopedics,  to  join  a multi-specialty  group  of 
nineteen.  (No  Fellows  in  town  at  present).  This 
Kansas  community  of  40,000  close  to  a metro- 
politan area,  has  been  designated  medically 
underserved  in  orthopedics.  Excellent  clinic 
facilities  with  physical  therapists  in-house.  Call 
Jo  Grimm  1-800-638-6942. 


FANTASTIC  FAMILY  PRACTICE:  Opportunities 
currently  exist  in  O'Neill,  Nebraska.  If  you  are 
interested  in  a rural  practice,  you  will  find  few 
opportunities  better  than  this.  Direct  inquiries 
to:  Physician  Search  Committee,  St.  Anthony's 
Hospital,  2nd  and  Adams  St.,  O'Neill,  NE  68763, 
402-336-261  1. 

LIVE  AMONG  THE  REDWOODS:  Successful 
surgeon  seeks  partner  for  busy  general  and 
vascular  surgery  practice  on  northern  California 
coastline.  85-bed  hospital  supportive  of  practice 
— will  provide  guarantee  and  malpractice.  Call 
Gwyneth  Anderson  for  more  details  about  this 
ideal  opportunity  at  300-221-4762,  or  collect 
212-599-6200.  E.  C.  Todd  Associates,  535  Fifth 
Avenue,  Suite  1100,  New  York,  NY  10017. 
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VASOTEC 


ENALAPRIL  /VIALEATE  MSD: 


VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapnl  Maleate,  MSD)  is  contraindicaled  m patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Anaioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treater?  with  ACE  inliibilors.  including  VASOTEC  In  such  cases.  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  lo  the 
lace  ana  lips,  Ihe  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Anqioedema  associated  with  laryngeal  edema  may  be  laTal  Where  there  is  involvement  ol 
the  tongue,  glottis,  orlarynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e g . subcutaneous 
epinephrine  solution  1:1000  (0.3  ml  to  0.5  mL|.  should  be  promptly  administered.  (See  ADVERSE 

reactTons  ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure  especially  with  the  first 
dose,  but  discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  lollowed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  Ihe  following  conditions  or  characteristics  heart 
lailure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  sail  depletion  ol  any  etiology  It  may  be  advisable  lo  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  Ihe  diuretic  dose,  or  increase  sail  intake  cautiously  before  initiating  therapy  with  VASOTEC 
in  patients  at  risx  lor  excessive  hypotension  who  are  able  lo  tolerate  such  adiusimenis  (See  PRECAUTIDNS.  Drug 
Interactions  and  ADVERSE  REACTIONS  ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  lollowed  closely  lor  the  lirsi  two  weeks  ol  trealment  and 
whenever  the  dose  ol  enalapnl  and/or  diuretic  is  increased  Similar  considerations  may  apply  lo  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
inlarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and,  il  necessary,  receive  an  intravenous  infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  ol  VASOTEC,  which  usually  can  be  given  wilhoul  dillicully  once  Ihe  blood  pressure 
has  stabilized  II  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  or  VASCTTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia! Agranulocytosis  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  ol  enalapnl  are  insutlicieni  to  show  that 
enalapnl  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocyfosis  in  which  a causal  relationship  to  enalapnl  cannot  be  excluded  Periodic  monitoring  ol 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  ana  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renin-angiotensin-aldoslerone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  wifn  severe  heart  failure 
whose  renal  function  may  depend  on  Ihe  activity  ol  the  renin-angiotensin-aldoslerone  system,  Irealment  with  ACE 
inhibitors,  including  VASDTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  m hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapnl  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monilored  during  the 
first  lew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomilanlly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  disconlinualion  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ol  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>57  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  Inals  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  disconlinualion  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  Inals  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  ol  patients,  but  was  nol  a cause  lor  discontinuation 
Risk  factors  for  Ihe  development  ol  hyperkalemia  include  renal  insulliciency,  diabetes  mellitus.  and  Ihe  concomitant 
use  ol  polassium-sparing  diuretics,  potassium  supplements,  and/or  polassium-containing  sail  suoslilules,  which 
should  be  used  cautiously,  il  at  all,  with  VASOTEC  (See  Drug  Interactions ) 

Surgery! Anesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapnl  may  block  angiotensin  II  lormation  secondary  lo  compensatory  renin  release  II  hypotension  occurs  and  is 
considered  lo  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormation  tor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  lirsI  dose  ol  enalapnl 
Pafienis  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  lace,  extremities,  eyes,  lips,  tongue,  difliculty  in  swallowing  or  breaming)  and  to  lake  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lightheadedness  especially  during  the  lirst  lew  days  of  therapy  It 
aclual  syncope  occurs,  the  patients  should  be  told  to  discontinue  Ihe  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  fall  in  blood 
pressure  because  ol  reduclion  in  fluid  volume  Olher  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  lo  a tall  in  blood  pressure,  patients  should  be  advised  lo  consult  with  the  physician 
Hmeikatemia  Patients  should  be  lold  nol  lo  use  salt  substitutes  containing  potassium  without  consulting  Iheir 
physician 

Neutropenia  Patients  should  be  lold  to  report  promptly  any  indication  of  infection  (e  g . sore  throat,  lever)  which  may 
be  a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapnl  is  warranted  This  inlormation 
IS  intended  lo  aid  in  ihe  sale  and  effechve  use  ol  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  etiecis 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  mslituled  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy 
with  enalapnl  The  possibility  of  hypotensive  ellecis  with  enalapnl  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  sail  intake  prior  lo  iniliation  ol  treatment  with  enalapnl  II  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  unlil  blood  pressure  has 
stabilizer? lor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  anlihyperlensive  efieci  ol  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Olher  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicani 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  il  concomi- 
lanl  use  ol  these  agents  is  indicated  because  ol  demonslrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  loxicily  has  been  reported  m patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
inalion  ol  sodium  including  ACE  inhibitors  A lew  cases  ol  lilhium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  ol  both  drugs  II  is  recommended  lhal 
serum  lithium  levels  be  monitored  Irequenlly  if  enalapnl  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  no  letotoxicily  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapnl 
(333  limes  Ihe  maximum  human  dose)  Feloloxicity,  expressed  as  a decrease  in  average  lelal  weight,  occurred 
in  rats  given  1200  mg/kg/day  ol  enalapnl  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  lelal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  malernal  and  letal  loxicity  seen  at  doses  ol  3 and  10  mg/ 
kg/day.  but  not  at  30  mg/kg/day  (50  times  Ihe  maximum  human  dose) 

Radioactivity  was  found  to  cross  Ihe  placenta  following  adminisirahon  of  labeled  enalapnl  lo  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  ate  available  that 


show  enalapnl  crosses  Ihe  human  placenta  Because  the  risk  ol  lelal  loxicily  with  Ihe  use  ol  ACE  uihibilors  has  nol 
been  clearly  delined,  VASOTEC'  (Enalapnl  Maleate  MSD)  should  be  used  during  pregnancy  only  il  the  potential  ben- 
efit juslilies  the  pcienlial  risk  lo  Ihe  lelus 

Poslmarkeling  experience  with  all  ACE  inhibitors  thus  lat  suggests  Ihe  following  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limited  lo  the  lust  Inmesler  ol  pregnancy  has  nol  been  reported  to  alfeci  lelal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  irimeslets  ol  pregnancy  has  been  associated  with  lelal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  ate  used  during  Ihe  later  stages  ol  pregnancy  there  have  been  reports  ol  hypotension  and 
decreased  renal  petiusion  in  the  newborn  Oligohydramnios  in  Ihe  mother  has  also  been  repotted,  presumably  repre- 
senting decreased  renal  function  in  the  letus  Infants  exposed  in  uleio  lo  ACE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria  and  hyperkalemia  II  oliguria  occurs,  altenlion  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perfusion  wi(h  Ihe  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with 
premaluiity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  malernal  use  ol  ACE  mhibilors.  bul  it 
IS  nol  clear  whether  they  are  related  to  ACE  inhibition  maternal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  lollowing  adminisirahon  ol  '*C  enallpril  maleate  II  is  not 
known  whether  this  drug  is  secreled  in  human  milk  Because  many  drugs  are  secreted  in  human  milk  caution  should 
be  exercised  when  VASOTEC  is  given  lo  a nursing  mother 
Pediatric  Use  Safely  and  ellecliveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  salely  in  more  than  10  000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  lound  lo  be  generally  well  tolerated  in  controlled  clinical 
Inals  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%),  dizziness 
(4  3%).  and  laligue  (3%) 

Olher  adverse  experiences  occurring  in  greater  than  1%  ol  patients  healed  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1  4%)  nausea  (1  4%).  rash  (1  4%),  cough  (1  3%)  orlhostalic  ellects  (1  2%).  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  Irequenl  clinical  adverse  experiences  in  both  controlled  and  unconirolled  trials  were  dizzi- 
ness (7  9%),  hypotension  (6  7%),  orthostatic  ellects  (2  2%).  syncope  (2  2%).  cough  (2  2%).  chesi  pain  (2 1%).  and 
diarrhea  (21%) 

Olher  adverse  experiences  occurring  in  greater  than  1%  ol  palienis  healed  with  VASOTEC  in  both  controlled  and 
unconirolled  clinical  trials  were  latigue(i  8%),  headache  (1  8%),  abdominal  pain  (1  6%).  asthenia  (1 6%).  orthosta- 
tic hypotension  (1 6%),  vertigo  (1 6%),  angina  pectoris  (1 5%),  nausea  (1 3%).  vomiting  (1 3%).  bronchitis  (1 3%) 
dyspnea  (13%).  urinary  trad  infection  (1  3”b).  rash  (1  3%).  and  myocardial  inlarction  (12%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  lo  1“o  ol  palienis  wilh  hypertension  or  heartlailure  in  clinical  trials  in  order  ol  decreasing  seventy  within  each 
category 

Cardiovascular  Cardiac  arrest  myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  lo  excessive 
hypotension  in  high-nsk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest  pulmonary  embolism  and  infarction, 
rhythm  disturbances,  alrial  libnllalion,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena.  anorexia,  dyspepsia,  constipation,  glossitis, 
stomatitis 

Musculoskeletal  Muscle  cramps 

NervoustPsychialric  Depression,  confusion,  alaxia.  somnolence  insomnia,  nervousness  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIDNS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinoiihea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  mteclion 
Skin  Herpes  zoster,  urticaria,  pruritus,  alopecia.  Hushing  hyperhidrosis 
Special  Senses  Blurred  vision,  taste  alteration,  tinnitus 

A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate 
arihralgias/arthritis,  myalgias,  lever,  serositis.  vasculitis,  leukocytosis,  eosinophilia  photosensitivity  rash  and  olher 
dermatologic  manilestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2°o)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  II  angioedema  ol  Ihe  face,  extremities,  lips,  tongue  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  palienis,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
lollowing  Ihe  initial  dose  or  during  extended  tfierapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  ther- 
apy in  01%  ot  hypertensive  patients  In  heart  failure  palienis  hypotension  occurred  in  67%  and  syncope  occurred  in 
2 2%  of  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy  in  1 9%  ol  patients  with  heart 
tailure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  tailure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ol  VASOTEC  and/or  olher  concomilani  diuretic  therapy  were  observed  in  about  11%  ol  palienis 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1 2%  ol  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 

0 3 g%  and  1 0 vol  %.  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  failure  patienis  heated  wiln 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials  less  than 
01%  ol  palienis  discontinued  therapy  due  to  anemia 

Olher  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thtprnbocytopenia,  and 
bone  marrow  depression  have  been  reported  A tew  cases  pt  hemolysis  have  been  reported  m patients  with  G6PD 
deliciency 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypedension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  Ihe  initial  dose  ol  VASOTEC  The  diuretic  should  il  possiblq,  bqdis- 
conlinued  lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  lo  reducejthe  itkelihtwB  oHlypt&nSim)  i(See 
WARNINGS ) II  Ihe  palienis  blood  pressure  is  not  controlled  with  VASOTECj^a  diUffflrOiriaaiJyrsa^  be  resumed 
II  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  usm  un^r  medical  supervision  lor  ai  least 
two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  KJif  (&e  WARNINGS  and  PRE0AU- 
TIONS,  Drug  Interactions ) V ' ' ~ 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day.TTpsage  shpplj^e^uSteO  atcbfonig 
lo  blood  pressure  response  The  usual  dosage  range  is  10  lo  40  mg  per  day  aflihtnisfereo  in  a^np  dose,oTift4wo 
divided  doses  In  some  patients  treated  once  daily,  Ihe  anlihyperlensive  etfeafl&y  flir®^!oiy»d  the  ®\d  OUhe 
dosing  interval  In  such  patients,  an  increase  m dosage  or  iwice-daiiy  admihistiaiionellHLtlJie  considerfed  K blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplemenis,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  lo  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  ^ 30  mlVmin  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  palienis 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  a 3 mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  lo  a maximum  ol  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling 
dose  IS  2,5  mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  Ihe  palieni  should  be  observed  under  medical 
supervision  tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions ) II  possible,  the  dose  of  Ihe  diuretic  should  be  reduced,  which  may 
diminish  Ihe  likelihood  of  hypotension  The  appearance  ol  hypotension  alter  the  initial  dose  ol  VASOTEC  does  not 
preclude  subsequent  carelul  dose  titration  wim  the  drug,  loilowing  effective  management  of  Ihe  hypotension  The 
usual  therapeutic  dosing  range  lor  the  treatment  ol  hear!  failure  is  5 to  20  mg  daily  given  m two  divided  doses  The 
maximum  rfaily  iJose  is  40  mg  Once-daily  dosing  has  been  ellective  in  a conlrolled  study,  bul  nearly  all  patients  in 
this  study  were  given  40  mg.  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  m patients  with 
severe  heart  failure  (NYHA  Class  l\0,  patients  were  treated  with  2 5 lo  40  mg  per  day  of  VASOTEC  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical EltecIs  I Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS  ) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  failure 
who  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  '1  6 mg/dL.  therapy  should  be  initi- 
aled al  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION.  Heart 
Failure.  WARNINGS,  and  PRECAUTIONS.  Drug  Interactions ) The  dose  may  be  increased  lo  2 5 mg 
bid,  then  5 mg  b i d and  higher  as  needed,  usually  al  intervals  ol  lour  days  or  more,  il  al  Ihe  time 

01  dosage  adjusimeni  there  is  nol  excessive  hypotension  or  significant  deferioralion  ol  renal  func- 
tion The  maximum  daily  dose  is  40  mg 

For  more  detailed  inlormation.  consult  your  MSD  Representative  or  see  Prescribing  Information  Merck 
Sharp  &Dohme.  Division  ol  Merck  S,  Co.  Inc,  West  Point.  PA  19486  jgvsensrs) 
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For  many 

hypertensive  patients 

THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 

VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 
For  a Brief  Summary  of  Prescribing  information, 
please  see  the  last  page  of  this  advertisement. 
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April  26  - April  29,  1990 
Marriott  Hotel,  Omaha,  Nebraska 

Scientific  and  Socio-Economic  Sessions 


THURSDAY,  APRIL  26 
Nebraska  Perinatal  Organization/NAACOG 

This  session  is  designed  to  keep  individuals  interested  in  perinatal  health  updated  on  recent 
advances  and  practices.  The  afternoon  program  will  be  geared  particularly  to  physicians. 


FRIDAY,  APRIL  27 

Nebraska  Medical  Association  Ad-Hoc  Committee  on 
Low  Level  Radioactive  Waste  Disposal 

This  program  is  designed  to  provide  an  overview  and  perspective  on  health  related  issues  and  the 
disposal  of  low  level  radioactive  waste.  A nationally-known  faculty  will  examine  the  risks,  the 
realities  and  the  resolution  of  conflicting  concepts. 

American  Diabetes  Association,  Nebraska  Affiliate 

This  course  is  designed  to  provide  up-to-date  and  comprehensive  information  about  diabetes  and 
its  treatment.  The  focus  will  be  Type  II  diabetes  with  elements  of  Type  I and  gestational  diabetes 
included. 


SATURDAY,  APRIL  28 

Nebraska  Medical  Association  Commission  on  Medical  Education 

This  program,  designed  for  current  and  prospective  sponsors  of  CME,  will  provide  the  information 
necessary  for  obtaining  and  maintaining  the  status  of  an  accredited  provider  of  continuing 
medical  education.  Future  trends  in  continuing  medical  education  will  also  be  explored. 

Nebraska  Society  of  Anesthesiologists 

“The  Effects  of  Cost  Containment  on  the  Delivery  of  Health  Care,  Part  II”  will  explore  the  view 
points  of  the  Congress,  the  insurance  industry,  the  AARP,  the  hospital  industry  and  the  physician. 
A luncheon  will  feature  Iowa  Congressman  Tom  Tauke,  Chairman  of  the  Rural  Health  Care 
Coalition  and  a strong  supporter  of  medicine. 

Nebraska  Society  of  Internal  Medicine 

A panel  of  nationally-known  experts  will  address  the  subject  of  rural  health  care.  Topics  will 
include  attitudes  toward,  quality  and  assessment  of,  and  the  future  of  rural  health  care  in  the  U.S. 

Nebraska  Academy  of  Ophthalmology 

This  program  will  provide  an  update  on  ocular  surface  immunology  and  the  irritiated  eye. 

American  Heart  Association,  Nebraska  Affiliate 

This  course  is  designed  to  provide  physicians  with  a comprehensive  overview  of  new 
technologies  available  in  Nebraska  in  the  diagnosis  and  treatment  of  patients  with  cardiovascular 
disease.  Topics  include  positron  emmission  tomography,  transesophageal  echocardiography 
and  implantable  defibrillators. 

Nebraska  Chapter,  American  College  of  Emergency  Physicians 

The  course  is  designed  to  familiarize  practicing  physicians  with  the  use  of  the  Mid  Plains  Poison 
Center  as  a resource  and  to  deal  with  several  common  poisonings  that  are  dealt  with  on  a daily 
basis. 


Plan  Now  to  Attend 


SPECIAUZE 
IN  AIR  FORCE 
MEDICINE. 


ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer; 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF 

HEALTH 

PROFESSIONS 

402-551-0928 


Only  a few  hospitals 
in  the  United  States  can 
prescribe  an  extra  measure 
of  hope  for  heart  patients. 


One  of  them  is  right  here  in  Omaha. 

What  happeas  when  ordiain-  treatments  fail  to  tlie  rt^on  to  prescTibe  new^  medicatioas  to  help  patients 


help  an  ailing  heart?  Saint  Joseph  Hospital/Creighton 
l’ni^■ersit^■  Medical  (Center  does  the  extraordinan:  We 
utilize  and  develop  imestigational  medications 
unax  ailable  at  an\’  other  hospital  in  Omalia. 

Eiglit  \ ears  other  hospitals.  Stiint  Joseph 

introduced  wliat  is  now  the  defin- 
ithe  tmtiarntlimia  daig  to  Omaha 
And  wr  were  the  //;xf  hospital  in 


li^’e  with  congestive  heart  failure  and  angina 

In  time,  inno\'ative  protocols  like  tliese  come  to 
other  hospitals.  But  the\Te  here  first  at  Saint  Joseph/ 
Creighton,  helping  patients  who  miglit  otherwise 
be  out  of  hope. 

For  more  information  call 

1-800-642-RSVP  ( Nebraska ) or 
Qeigluon  Uni\’ersit\-  Mediail  Center  _ i.800-228-RSVP  ( Iowa). 


Saint  Joseph  Hospital 


IhcUeatl  SpeciaUst 
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ORGANIZATIONS,  STATE 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha  68124-5255 

American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  EdD.,  Executive  Director 
2730  South  114th  Sl.  Omaha  68144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Famam  St,  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr..  Ste.  107,  Omaha  68114 
215  Centennied  Mall  South,  Rom  521,  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St,  Lincoln  68501 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R Bercaw,  Executive  Director 
444  Regency  Parkway  Dr.,  #302,  Omaha  68114-3720 
Nebraska  Dental  Association 

Tom  Bassett  Executive  Director 
3120  0 St.  Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker.  M.S.,  R.D.,  President 
3347  S.  126th  Ave.,  Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St,  Ste.  7,  Lincoln,  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street  Suite  D,  Lincoln  68508-2509 
Nebraska  League  for  Nursing 
Barbara,  McCabe.  President 
510  Redwood  Dr.,  Lincoln  68510 


Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248.  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart  Client  Services  Rep. 

2700  N.  27th  St,  Lincoln  68521 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St.  Omaha  68178 
Dally  Council  of  Central  States,  Inc. 

7500  Main,  103  Hillcrest  Landing 
Ralston,  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K Simmons,  Executive  Director 
3015  North  90th  St,  #6.  Omaha  68134 
Lincoln  Council  of  Alcoholism  and  Drugs 
914  "L”  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street  Lincoln  68508 
Mid-Plains  Poison  Control  Center 

Childrens  Memorial  Hospital,  8301  Dodge  St,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D.,  Secretary 
360  Doctors  Bldg.,  N.  Tower  Om^a  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St.  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St.  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
H.  Nicholas  Vondrak,  M.D.,  President 
2115  N.  Kansas,  Hastings,  68901 
Nebraska  Academy  of  Otolar>'ngolog>* 

Michael  Crawford,  M.D.,  President 
201  Ridge  St,  #311,  Council  Bluffs,  LA  51501 
Nebraska  Allergy  Society 

Russell  J.  Hopp,  D.O..  President 
Dept  Pediatrics,  Creighton  Univ.,  Omaha  68178 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
13918  Gold  Circle.  Omaha  68144 
Nebraska  Association  of  Pathologists 
Thomas  Williams,  M.D.,  President 
Dpt.  of  Path..  8303  Dodge  St,  Omaha  68114 
Nebraska  Cardiovascular  Society 
Charles  S.  Wilson,  M.D.,  President 
1919  S.  40th  St,  #300,  Lincoln  68506 
Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Kathleen  Bliese,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office  Park,  #202.  401  No.  117th,  Omaha  68154 

Nebraska  Chapter  - American  Academy  of  Physician  Assistants 

Joe  E.  Jeter,  PA-C,  President 
Fremont  68025 

Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M.D.,  President 
Charlotte  Hawthorne,  Administrator 
2115  N.  Kansas,  Hastings  68901 
Nebraska  Chapter  • American  College  of  Physicians 
Robert  R.  Recker,  M.D..  F.A.C.P.,  Governor 

Creighton  University  School  of  Medicine,  601  N.  30th  St.  Omaha  68131 
Nebraska  Chapter  - American  College  of  Surgeons 
Paul  CoUicott,  M.D.,  President 
4740  A Street  Suite  100,  Lincoln  68510 


Nebraska  Medical  Association 

William  L.  Schellpeper.  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
Suite  711,  Terminal  Bldg.,  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab.  MD.,  Secretary 
6920  Van  Dom,  Lincoln,  NE  68506 
Nebraska  Perinatal  Organization 
SheUa  Ecklund.  R.N.C. 

St  Elizabeth  Community  Health  Center,  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R Dolan,  RP..  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
Jehangir  B.  Bastani  M.D.,  President 
8110  Myrtle,  Lincoln  68506 
Nebraska  Public  Health  Association 
President  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

O.  Douglas  Osterholm,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 

Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  St,  Lincoln  68506 
Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick,  M.D. 

P. O.  Box  5363,  Lincoln,  68505 
Nebraska  Society  of  Anesthesiologists 

Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln 
Nebraska  Society  of  Internal  Medicine 
Anthony  J.  Ross.  M.D.,  President 
3145  O St..  Lincoln  68510 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Susan  M.  Engstrom,  C.M.A-AC,  President 
810  Willard  Cir.,  Hickman  68372 
Nebraska  Society  of  Medical  Technology 
Dave  Glenn,  President 
4010  Kay  Ave.,  Grand  Island  68803 
Nebraska  Society  of  Respiratory  Therapy 
Marcy  PearsoU,  RRT,  President 
Lincoln  General  Hospital  68502 
Nebraska  State  Department  of  Health 

Gregg  Wright,  M.D.,  M.  Ed..  Director  of  Health 
301  Centennial  Mall  South,  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecolog>’  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman,  President 
P.O.  Box  67004.  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina,  M.D.,  President 
4740  A Street.  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clincal  Societv 

Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.  #205-B,  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor,  State  Office  Building,  301  Centennial  Mall  So.,  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews.  M.D.,  Chancellor 
42nd  & Dewey  Ave..  Omaha  68105 


NEBRASKA 

MEDICAL 

ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING 


LINCOLN,  NEBRASKA  68508 


(402)  474-4472 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Out 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 


By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 


The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
weU  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non -dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 


We  hope  that  you  will  take  advantage  of  this  offer  that  provides  extended  benefits  to 
you.  Simply  complete  the  brief  application  on  the  reverse  side  of  this  letter 
and  return  to  FirsTier  Bank,  National  Association,  Omaha, 

Nebraska. 


Sincerely, 


Richard  A.  Ray 
Nebraska  Medic 


M.D,  President 
Association 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101 


BOARD  OF  DIRECTORS 

RICHARD  A.  RAYMOND,  M.D.,  President  / PAUL  E.  COLLICOTT,  M.D.,  President-Elect 
ROBERT  F.  SHAPIRO,  M.D.,  Secretary-Treasurer 
DONALD  J.  PAVELKA,  M.D.  / L.  DWIGHT  CHERRY,  M.D. 

HERBERT  A.  HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  JAMES  K.  RUIGH,  Assistant  Executive  Director 


The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA 
benefits  package  designed  specifically  to  meet  our  members’  needs. 


Our  benefits  package  includes; 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 18%  A.P.R. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


card  with  an  added 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit  lii 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/sto 

PLUS,  a special  credit  card  protection  package. 


□ 

Complete  this  form  and  return. 

□ INDIVIDUAL 

□ JOINT 

THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


Last  Name  (Please  Pnni) 


Social  Secunt)  No. 


Telephone  No 
( ) 


Street  Address 


Zip 


Presem  Employer 

Yrs. 

-Mo  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment 

Bank  vsith  Checking 


Last  Name  (Please  PnnO 


c,.> 


Bank  v>iih  Savings 


CO-APPLICANT  (IF  JOINT  ACCOUNT) 


Cil> 


Social  Securit>  No 


Present  Employer 


Business  .Address.  City.  State 


Business  Telephone 
( ) 


PoMUon 

Yrs.  Mu 

•Mo  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 

Source  of  Other  Income 

Amount 

/ 

if  you  do  not  choose  to  haye  it  considered  by  us  as  a basis  for  repayment. 

] 

TRANSFER  CURRENT  BALANCE 


Please  transfer  m>  current  bank  credit  card  balance  to  m>  FirsTier  VISA 

VISA  Account  Number 

MasterCard  Account  Number 


Bank  - 
Bank  - 


Balance  - 
Balance  - 


TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

Everything  that  1 have  stated  in  this  application  is  correct  to  the  best  of  my  knowledge  ! understand  that  you  will  retain  this  application  whether  or  not  it  is  approved.  You  are  authorized  to  check  my  credit  and  employ 
history  and  to  answer  questions  about  your  credit  experience  with  me. 

I understand  that  if  my  application  is  approved.  I will  be  bound  by  all  the  terms  and  conditions  of  the  VISA  Agreement  that  will  be  sent  to  me  by  mail.  Any  use  of  my  VISA  will  be  an  acceptance  of  the  V’ISA  Agreen 
and  all  its  terms  and  conditions. 


Applicant’s  Signature 

507 


Co-Applicant  Signature 
CS 


.PL. 


CHARGES 


Annual  Percentage  Rate  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  have  25  days  from  the  billing  cycle 
closing  date  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  S20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec.  1989. 
when  It  was  printed  This  information  may  change  after  the  printing  date. 

To  find  out  what  may  have  changed,  call  us  at  1-800-432-3209.  Or.  write  to  us  at  FirsTier  Bank  Crec 
Card  Center.  PO.  Box  7.  Omaha,  NE  68101-9972. 


Fm  with  Medical 


t Medical  Protective,  lighting  for  our 
actors  is  our  uuuiber  one  prioriU.  We  know 
e're  not  just  insuring  your  finances.  We’re 
:"otecting  vour  professional  reputation,  an 
sset  no  amount  of  insurance  can  replace, 
nd  when  we  go  to  battle,  our  winning 
■cord  is  unsurjaassed.  The  reasons  are 
niple. 

irst.  no  one  knows  more  about  defending 
actors  than  we  do.  We  invented  professional 
ibilitv'  insurance  90  vears  ago  and  have 
?en  defending  doctors  ever  since. 

?cond.  since  our  inception  we  have 
nployed  only  the  most  ex|aerienced  and 
.illed  malpractice  lawwers  in  vour  area.  We 
ill  never  waver  from  tliis  commitment. 

hird.  commitment  of  this  kind  requires 
aancial  strength  and  stabilitv.  W ith  nearly 
billion  dollars  in  assets  and  a continuous 
.M.  Best  A+  (Superior)  rating,  we  don't 
ave  to  make  individual  case  decisions 
ised  on  the  bottom  line.  We  have  the 
iiancial  clout  to  do  whatever  it  takes  to 
T\e  our  doctors. 

you  would  like  this  kind  of  aggressive 
^fense  in  your  corner,  don't  wait.  Call  The 
ledical  Protective  Company  General  .■\gent 
1 \()ur  area  todav. 


I want  a 

malpractice  carrier 
that  knows  how  to 


Protective. 


"ji  fw  n ccit\  r.:  P uta;  e w cj^  i' t >/  &! 

Sen'ing  Nebraska  Physicians  Since  1949. 


Gerrj  Smeader,  Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


EMERGENCY  DEPARTMENT 
HOSPITAL  OPPORTUNITIES  — NEBRASKA 


Spectrum  Emergency  Care  has  full-time  positions,  including  a 
directorship,  available  at  select  client  hospitals  in  Nebraska. 

Hastings,  NE:  Emergency  department  director  and  staff 
physicians  sought  for  190-bed  hospital  serving  50,000. 
Annual  ED  volume  of  8,000. 

Beatrice,  NE:  Opportunity  available  for  in-hospital  Family 
Practitioner/General  Practitioner.  Coverage  is  Monday 
through  Thursday,  2 pm  - 1 1 pm,  and  Friday,  noon  through 
7 pm. 

Part-time  emergency  department  opportunities  are  also 
available  in  Beatrice,  Columbus,  and  McCook,  Nebraska. 


As  an  independent  contractor  physician  with  Spectrum,  you 
are  offered:  A competitive  hourly  rate  of  reimbursement,  high- 
limit  occurrence  based  malpractice  insurance  coverage,  an 
allowance  for  CME,  professional  dues  and  relocation  expenses 
(if  necessary)  and  directors  also  receive  an  annual  administra- 
tive stipend  and  are  offered  health  benefits,  and,  after  12 
months,  participation  in  a 401 K plan. 

For  Complete  information  contact; 

Marlene  Milner 

(for  full-time  positions) 

Mary  Blackball 

(for  part-time  positions) 


aRa 

services 


1 -800-288-8044 

SPECTRUM  EMERGENCY  CARE,  Inc. 


1 1 55  Kelly  Johnson  Blvd.,  Suite  305  Colorado  Springs,  CO  80920 


As  a physician  in  the  Air  Guard 
you  are  in  for  considerably  more 
than  your  eveiyday  medical  practice. 

For  one  thing,  you  could  find  youi'self  solving 
medical  problems  you  have  never  even  thought 
about.  Paiticulai'ly  if  you  ai*e  one  of  the  adven- 
turous souls  who  wish  to  seiwe  the  Air  Guai'd  as  a 
Flight  Sui'geon. 


America's  Hometown  Air  Force. 
The  Air  Guard. 


How  To  loin  Us. 


CALL  SMSGT  LARRY  BROOKS  AT  (402)  473-1145 
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“I  think  I need 
lessons  in  eating” 


Putting  good  dietary  practices  to 
work  may  require  some  changes. 

As  part  of  the  food  community, 
the  beef  industry  faced  the  challenge 
of  change  several  years  ago.  We  re- 
affirmed Diet -Health  Principles  that: 

□ Support  a moderate  and  bal- 
anced consumption  of  all  foods. 

□ Foster  new  breeding  and 
feeding  techniques  to  produce 
leaner  animals. 

□ Encourage  retailers  to  promote 
lean  cuts  of  closely  trimmed  beef. 

This  continuing  commitment  to 
meet  Diet-Health  Principles  with 
leaner  beef  products  and  consumer 
information  can  now  help  you. 

A lean,  trimmed,  cooked 
3-omrce  serving  of  beef  can  be 
included  in  meal  plans  that  meet  the 
dietary  advice  of  most  leading  health 
authorities. 

“Mealstyles”  is  a new  booklet 
for  consumers.  It  provides  practical 
lessons  for  including  beef,  a food 
Americans  truly  enjoy  in  ways  that 
recognize  the  needs  of  changing  life- 
styles to  control  total  fat,  saturated 
fatty  acids,  dietary  cholesterol  and 
sodium. 


A ft'ee  copy  of  “Mealstyles”  is 
available  for  your  review  and  comments 
immediately.  And,  you  can  re-order  up 
to  100  free  copies  for  office  use. 

When  your  patients  recogiuze  the 
benefit  of  change,  help  them  succeed. 
Use  “Mealstyles”  to  provide  specific 
how-to’s  to  guide  your  patients  in 
making  moderate,  balanced  food 
selections  a part  of  their  BEEFi 
everyday  eating  styles. 


LO  il  I 

30d  A 

ieetM 


Please  send  “Mealstyles 
and  the  beef  industry ’s 
Diet  Health  Principles. 


71 


Name. 


Address. 
IH\ 


. State Zi|). 


Mail  to:  Beeflnduslis  founnl 

444  N Michigan  Avenue 
Chicagci.  IL  WKil  I 


,J 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  durabon.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  If  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  - is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  informahon  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000’s  NOG 

53159-001-10, 
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1983. 

4.  A.  Morales  etal..  The  Journal  of  Urology  128: 

45-47, 1982. 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
8880  Ward  Parkway  Kansas  City.  MO  64114 

American  Academy  of  Pediatrics 
James  E.  Strain.  M.D..  Executive  Director 
141  Northwest  Point  Road.  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 

American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  Street 
Alexandria,  VA  22314 

American  Academy  of  Ophthalmology 
Robert  D.  Reinecbe,  M.D..  President 
655  Beach  Street  P.O.  Box  7424 
San  Francisco,  CA  94120-7424 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911.  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 
Mr.  Thomas  W.  Teal  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 

American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12  th  Street,  S.W. 

Washington  D.C.  20024-2188 

American  College  of  Physicians 
John  R.  Ball  -M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
Independence  Mall  West  6th  St  at  Race 
Philadelphia.  PA  19106-1572 

American  College  of  Radiology 
John  J.  Curry.  Executive  Director 
1891  Preston  White  Drive,  Reston.  VA  22091 

American  College  of  Surgeons 
Paul  A.  Ebert.  M.D..  Director 
55  East  Erie  St„  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan.  Exec.  Vice  President 
1660  Duke  Street,  Alexandria.  VA  22314 

.American  Heart  Association  National  Center 
Mr.  Dudley  Hafner.  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas.  TX  75231 

.American  Hospital  Association 

Carol  M.  McCarthy.  Ph.D„  J.D..  President 

840  North  Lake  Shore  Dr..  Chicago.  IL  60611 

.American  Medical  Association 

James  H.  Sammons,  M.D..  Exec.  Vice  President 

535  No.  Dearborn  St.,  Chicago.  IL  60610 

American  Society  of  Anesthesiologists 
Mr.  Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy..  Park  Ridge.  IL  60068 

American  Society  of  Clinical  Pathologists 
Robert  A Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 

1101  Vermont  N.W.,  Ste.  500,  Washingtoa  D.C.  20005 

American  Urological  Society 

Mr.  G.  James  Gallagher.  Executive  Director 

1120  No.  Charles  St..  Baltimore,  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 

1314  Spring  St.,  N.W..  .Atlanta.  GA  30309 

International  College  of  Surgeons 

F.C.  OttatL  M.D..  Int.  Sec.  General 

1516  North  Lake  Shore  Dr..  Chicago.  IL  60610 

Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresea  Executive  Secretary 
P.O.  Box  21373.  Wichita  KS  67208 
National  Rehabilitation  Association 
633  S.  Washington  St.  Alexandria,  V'A  22314 

Radiological  Society  of  North  America 
E.  Robert  Heitzmaa  M.D..  President 
1415  W.  22nd  St.,  Oak  Brook.  IL  60521 
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PRESIDENT’S 
ACHIEVEMENT 
^ AWARD 


Presenting 

the  winners  of  the  1989 
Roche  President’s  Achievement  Awards 


COPITTEMO 

oEffiELLENCE 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  healthcare  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Kurt  K.  Koch 


Turn  to  the  following  page  and  find  out  how  your  aw£u-d-winning 
Roche  representative  can  help  both  you  and  your  patients. 


Your  Roche  Representative 
Would  Like  You  To  Have 
Something  That  Will... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice,  including  the  WHAT  IF  Book  in  large  type. 


ROCHE 

ME 

MEDICATION 

EDUCATION 


Working  today  for  a healthier  tomorrow 


HANSFORD  HOSPITAL  & CLINICS 


707  South  Roland 
Phone  806-659-2535 


Hansford  Co.  Hospital  District 
Spearman,  Texas  79081 


WANTED:  Physician  willing  to  establish  a practice  of  medicine,  who  is 

willing  to  relocate  to  the  Texas  Panhandle  area.  Nice  office 
space  and  guaranteed  financial  package  is  available.  Practice  is 
located  in  Spearman,  Texas  which  is  the  county  seat  of  Hansford 
County. 

Agriculture,  oil  and  ranching  are  the  primary  industries.  The 
school  system  is  excellent  and  the  quality  of  life,  particularly  for 
a family  is  excellent. 

If  interested  send  C.V.  or  call  Albert  LaRochelle,  Hospital 
Administrator, Hansford  County  Hospital  707  S.  Roland,  Spearman, 
Texas  79081.  Phone  806-659-2535. 
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Senior  Patient  is  the 
readable  journal  that  helps 
me  with  the  frustrating 
problems  of  older  patients. 

Be  sure  to  read  every 
issue  from  cover  to  cover. 


SENIOR 

PATIENT 


0^ Check  Out  The  Services 
Your  NMA  Membership  Offers 

Special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 


NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

ffl^NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 

NMA  VISA  Card  Program.  — Review  the  benefits. 


H^Accounts  Collection  Service  offered  by  Bartling  and  Hinkle,  P.C., 
attorneys-at-law.  They  are  endorsed  by  NMA. 

a^nquire  to  the  Nebraska  Medical  Association  for  full  details  on  these  and 
other  special  services  available  exclusively  to  NMA  members. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla,  Omaha.  Counties:  Douglas. 
Sarpy 

Second  District:  Councilor  Sushil  S.  Lacy. 
Lincoln.  Counties:  Cass.  Lancaster. 
Otoe. 

Third  District:  Councilor:  C.T.  Frerichs. 
Beatrice.  Counties:  Gage.  Johnson 

Nemaha,  Pawnee.  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope,  Cedar. 
Cuming,  Dakota.  Dixon,  Knox.  Madison. 
Pierce.  Stanton.  Thurston.  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby,  M.D.,  Blair.  Counties:  Boone. 
Burt.  Colfax.  Dodge.  .Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch.  M.D..  Seward.  Counties:  Butler. 
Hamilton,  Polk,  Saunders,  Seward.  York. 
Seventh  District:  Councilor:  R.  A.  Blatny, 
M.D..  Fairbury.  Counties:  Clay.  Fillmore. 
Jefferson.  Nuckolls,  Saline,  Thayer. 
Eighth  District:  Councilor  Richard  D. 
Fitch.  M.D..  O'Neill.  Counties:  Boyd, 
Brown,  Cherry.  Holt.  Keya  Paha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield.  Grant.  Greeley, 
Hall,  Hooker,  Howard.  Loup,  Sherman, 
Thomas,  Valley.  VV’heeler. 

Tenth  District:  Councilor  ChaiHes  F.  Damico. 
M.D..  Hastings.  Counties:  .Adams.  Chase. 
Dundy.  Franklin.  Frontier.  Furnas, 
Gosper,  Harlan.  Hayes.  Hitchcock. 
Kearney,  Phelps,  Re^Willow.  Webster. 
Eleventh  District:  Councilor:  Ronald  L. 
Asher,  M.D.,  No.  Platte.  Counties: 
Arthur.  Deuel,  Garden,  Keith,  Lincoln. 
Logan,  .McPherson,  Perkins. 

Twelfth  District:  Councilor:  Donald  E. 
Wilkinson.  Alliance.  Counties:  Banner, 
Box.  Butte,  Cheyenne,  Dawes,  Kimball. 
Morrill.  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY- TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball- Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

HaU 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-PerkinS'Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  V'alley 

Saline 

Sarpy 

Saunders  

Scottsbluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


Richard  French.  Hastings John  Welch,  Hastings 

Kenneth  Peters,  Plainview David  Johnson,  Osmond 

Wendell  Fairbanks,  Alliance 

Frank  Lauro,  Kearney Cheri  Jensen,  Kearney 

V.J.  Thoendel,  David  City Jack  Kaufmann,  David  City 

R.  R.  Andersen.  Nehawka Glen  K Knosp,  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Thomas  Tibbies,  West  Point Gordon  Moshman,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Brooks,  Broken  bow 

Rodney  Sitorius,  Cozad 

James  Bridges,  Fremont W.  B.  Eaton,  Fremont 

Willis  L.  Wiseman,  Wayne Robert  Benthack,  Wayne 

Tom  Martin,  Ord Otis  Miller,  Ord 

Louis  J.  Gogela,  Jr.,  Beatrice Donald  Weldon.  Beatrice 

John  Wagoner.  Grand  Island Gordon  Francis,  Grand  Island 

J.C.  Wilcox.  Aurora M.D.,  Jobman,  Aurora 

Melvin  Campbell,  Ainsworth 

Gordon  0.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

Berl  W.  Spencer.  Ogallala Clifford  Colglazier.  Grant 

D.  M.  Laflan.  Creighton D.  J.  Nagengast,  Bloomfield 

Robert  G.  Osborne,  Lincoln Prentiss  Dettman,  Lincoln 

Timothy  O'HoIleran,  North  Platte Jeff  Brittan.  North  Platte 

Steffan  Lacey,  Norfolk P.  K.  Mistry,  Norfolk 

Allen  D.  Dvorak,  Omaha Eugene  M.  Zweiback,  Omaha 

C.  R.  Adams.  Norfolk Tod  Voss,  Norfolk 

Edward  Metz.  Crawford R.  H.  Rasmussen,  Chadron 

Dean  R.  Thomson,  Nebraska  City Paul  R.  Madison,  Nebraska  City 

Richard  Cimpl,  Columbus Milton  Zadina,  Columbus 

Robert  E.  Turaa,  Crete 

Michael  Moran,  Papillion Tracy  Os^  ’‘me,  Papillion 

I.  M.  French,  Wahoo John  E.  Hu  sen,  Jr.,  Wahoo 

R.  S.  Anderson,  Scottsbluff Jim  Massey,  . jottsbluff 

Dick  Pitsch,  Seward Paul  Hoff.  Utica 

Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander.  Pawnee  City 

David  A.  Allerheiligen,  McCook Lenny  Deaver.  Cambridge 

Priscilla  Ruhe,  Blair Hans  Rath,  Omaha 

Darroll  Loschen,  York Harold  Nordiund,  York 


Plan  on  attending  the 
INAUGURAL  BANQUET 


The  installation  of  Paul  E.  Collicott,  M.D.  as  President  of  the 
Nebraska  Medical  Association. 

All  physicians  and  spouses  are  cordially  invited  to  attend. 
Following  the  dinner  and  ceremony,  enjoy  the  musical  comedy 
of  the  Cay  90's  Quartet. 


April  28,  1990 


The  Gay  90's  Quartet  is  based  in  Montevideo,  Minnesota  and 
has  been  performing  for  over  40  years.  Currently  boasting  a 
physician  member,  the  group  has  appeared  over  5,000  times 
across  the  country  and  made  two  USO  Hospital  tours  in  the  Far  East 

WARNING:  These  men  are  armed  with  a rocking  melodian  and 
are  dangerously  funny! 


Professional  Full  Service 


MEDICAL  ACCOUNT  COLLECTIONS 


by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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ORIGINAL  ARTICLE 


Use  of  Adult  Psychiatric  Services  by  Primary 
Care  Physicians  in  Midwestern  Cities 


*KAY  HERBER  SHILLING,  M D 
7602  Pacific  Street.  Suite  302. 
Omaha,  NE68114,  (402)  393-4355 


ROBERT  L BASS,  M.D. 
Chairman  and  Associate  Professor, 
Department  of  Family  Practice, 
University  of  Nebraska  College  of  Medicine 


Good  psychiatric  care  in  a 
community  involves  the 
process  of  referrals  to  psy- 
chiatrists from  primary  care  physicians.  No 
current  literature  cites  the  specifics  of  psy- 
chiatric referrals  in  the  Midwest.  Such  a ref- 
erence would  be  a helpful  resource  and 
baseline  property  for  primary  care  physi- 
cians and  psychiatrists.  This  research  pro- 
cured information  to  establish  a reference 
for  the  specifics  of  psychiatric  referrals  in  the 
Midwest. 

It  has  been  noted  that  the  need  for  psychi- 
atric consultation  is  greater  than  the  fre- 
quency with  which  psychiatrists  are  used.' 
Lipowski,  et  al  assert  that  30-60%  of  inpa- 
tients have  psychic  disturbance  and  illness 
that  is  iiTiportant  enough  to  create  difficul- 
ties for  health  professionals.^  Further,  a num- 
ber of  reports  document  high  prevalence  of 
emotional  disorders  among  patients  seeking 
care  from  non-psychiatric  physicians.^ 
Clearly  then  the  need  exists  for  optimum 
psychiatric  coverage  in  the  general  medical 
patient  population. 

It  was  our  plan  to  see  how  this  need  can 
best  be  met  by  consultation  psychiatrists  in 
South  Dakota,  Nebraska  and  Iowa,  along 
with  obtaining  a baseline  pattern  of  refer- 
rals. Factors  influencing  current  referral  pat- 
terns and  recommendations  concerning 
maximization  of  psychiatric  consultations 
were  gleaned  from  our  survey. 

METHODS 

The  utilization  of  psychiatrists  by  primary 
care  physicians  was  investigated  by  written 
survey  of  physicians  in  the  practice  of  inter- 
nal medicine  and  family  practice  in  a tri- 


state area.  The  cities  studied  were  Omaha 
and  Lincoln,  Nebraska,  Sioux  City  and 
Council  Bluffs,  Iowa,  and  Sioux  Falls  and 
Rapid  City,  South  Dakota.  A two-page  sur- 
vey was  sent  to  randomly  selected  physi- 
cians. 

Specialists  were  selected  by  random  sta- 
tistical tables  from  Statistical  Tables  for 
Biological,  Agricultural  and  Medical 
Research  by  Yates  and  Fischer.'’ 

The  questionnaire  included  closed  ques- 
tions and  open  questions  with  format  sug- 
gested by  Practical  Guide  to  Question- 
naire Design  by  Sudman  and  Bradburn.^  A 
cover  letter  sent  with  the  questionnaire 
indicated  that  respondents'  confidentiality 
would  be  maintained.  The  total  number  of 
questionnaires  sent  was  459. 

Out  of  the  459  questionnaires  sent,  we 
received  141  (31%)  responses.  Three  ques- 
tionnaires returned  indicated  that  the  ques- 
tionnaires had  not  been  filled  out  due  to  the 
fact  that  the  physicians  had  not  been  in 
active  practice  for  the  past  two  years.  It 
should  be  emphasized  that  the  data  involved 
was  to  be  information  pertaining  to  the  phy- 
sician's practice  in  the  last  two  years  prior  to 
the  study. 

All  data  that  was  analyzed  utilized  tetra- 
choric  correlations.  With  the  current  sample 
size,  a correlation  coefficient  was  needed  of 
greater  than  .254  (R  greater  than  .254)  in 
order  to  be  significant  at  the  .01  level  (P  less 
than  .01).  Percentage  of  "yes"  answers  for 
each  question  are  listed  in  Table  I.  Table  II 
lists  the  significant  statistical  correlations. 

* Reprint  requests  should  be  made  to  Kay  Herher  Shilling,  M D , 7602 
Pacific  Street,  Suite  302  Omaha,  Nebraska  681  la,  (402)  393-4355 
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TABLE  I 

Below  is  a summary  of  the  questions  asked  in  the  survey  and 
the  percentage  of  physicians  answering  "yes"  to  the  questions. 


Physicians  who  during  the  last  two  years;  %Yes 

1 . Referred  patient  to  psychiatrists  from  their  office  89% 

2.  Asked  for  in-hospital  consultation  87% 

3.  Referred  patient  to  after-hospital  care  70% 

4.  Referred  to  psychiatrists  at  patient's  request  68% 

6.  Referred  patient  to  other  MH  professionals  79% 

7.  Have  prescribed  psychotropic  medications  91% 

8A.  Prescribed  antianxiety  agents  86% 

8B.  Prescribed  antidepressants  87% 

8C.  Prescribed  antipsychotics  56% 

9.  Have  treated  patient  in  office  with  psychotherapy  45% 

Have  referred  to  psychiatrists  for  following  symptoms: 

10.  Anxiety  54% 

1 1 . Fatigue  1 3% 

12.  Depression  79% 

13.  Bizarre  behavior  57% 

14.  Frequent  office  visits  7% 

15.  Inability  to  cope  38% 

1 6.  Deterioration  in  daily  living  habits  1 6% 

17.  Change  in  personality  45% 

18.  Medically  inexplicable  symptoms  25% 

19.  Delusions  43% 

20.  Sexual  dysfunction  23% 

21.  Patient  feels  "crazy"  10% 

22.  Addictions  (alcohol,  drug)  53% 

23.  Psychosis  (hallucinations)  65% 

24.  Recurrent  pain  9% 

25.  Domestic  difficulties  28% 

26.  Spouse  abuse  2% 

27.  Separation, 'divorce  27% 

28.  Psychosomatic  related  illness  23% 

29.  Other  reasons  for  referral  4% 

32.  -Associated  with  teaching  institution  62% 


We  askecJ  for  a description  of  types  of 
maladies  that  prompted  psychiatric  refer- 
rals. Comments  received  in  this  section 
included:  military  clearance  for  sensitive 

position,  bulimia,  addiction  problems,  suici- 
dal problems,  major  depression  problems, 
manic  depressive  symptoms,  schizophrenia 
and  drug  overdoses.  Some  mentioned  that 
their  referrals  were  diagnostic  problems  only. 
Other  symptoms  which  prompted  referral 
included  anorexia  nervosa,  requests  for  tran- 
quilizers, and  job  or  school  performance  de- 
terioration. Respondents  also  listed  vascular 
migraine  headaches,  personality  disorders, 
and  hospital  rules  requiring  psychiatric 
consultations  after  suicide  gestures  as  fur- 
ther reasons  that  prompted  psychiatric  re- 
ferrals. 

In  another  question  we  asked  for  perti- 
nent comments  and  information  from  re- 
spondents that  would  be  helpful  to  psychi- 
atric consultation  used  by  primary  care  prac- 
titioners. Several  physicians  requested  more 
availability  of  psychiatric  care  for  Medicaid 


patients  and  frustration  in  finding  psychiat- 
ric help  for  patients  who  lack  financial  re- 
sources. Another  respondent  cited  difficul- 
ties in  providing  psychiatric  help  "due  to 
time  limitations".  Another  physician  stated 
that  there  was  a need  for  easily  accessible 
and  competently  trained  social  workers  for 
both  supportive  counseling  (psychotherapy) 
and  for  guiding  patients  and  finding  the  ap- 
propriate auxiliary  services  available  in  the 
community,  i.e.,  nursing  homes,  ADC,  Medi- 
care/Medicaid, rape  and  abused  wives  sup- 
port groups,  etc. 

Professionally,  some  respondents  felt  that 
there  was  a lack  of  communication  with 
psychiatrists  which  was  quite  frustrating  to 
them.  Several  physicians  stated  that  the 
diagnosis  of  psychosomatic  related  illness, 
general  psychiatry  for  non  serious  condi- 
tions, and  sexuality  counseling  are  a large 
part  of  family  practice  and  that  they  seldom 
referred  these  conditions.  One  physician 
stated  that  "Psychiatrists  have  alienated  me 
by  relegating  work  to  nurse/therapist  (sic), 
without  getting  in  and  trying  hard  them- 
selves." One  physician  wrote  in  that  he 
could  not  see  an  iota  of  improvement  in  the 
field  since  1954,  (his  date  of  medical  school 
graduation)  except  for  the  medications  which 
seemed  mostly  trial  and  error  to  him.  An- 
other comment  was  "I  work  closely  with  psy- 
chiatrists in  our  area,  they  also  cooperate 
with  me.  They  notify  me  when  my  patients 
are  hospitalized  and  notify  me  of  their 
medications.  I do  not  refer  to  psychiatrists 
who  do  not  refer  the  internal  medicine  to  my 
care." 

One  respondent  felt  that  more  of  the  psy- 
chiatrist's time  should  be  spent  with  young 
families  and  their  children.  Another  physi- 
cian stated  that  the  use  of  psychiatry  would 
increase  if  patients  would  be  accepting  of 
psychiatric  help  and  if  the  social  stigma  of  a 
psychiatric  consult  were  decreased.  Several 
physicians  felt  they  practiced  more  psychia- 
try than  they  probably  should,  stating  1)  psy- 
chiatrists are  not  available  on  weekends  or 
reluctant  to  respond  to  emergency  hospital 
problems,  2)  I cannot  convince  some  pa- 
tients that  their  problems  are  deep  seated 
and  enough  to  warrant  psychiatric  care. 

It  was  also  related  that  the  psychologists, 
social  workers,  etc.,  have  provided  psycho- 
therapy more  efficiently  and  effectively  than 
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TABLE  II 

Statistical  Correlations  of  Questionnaire  Items 
(R>.254;  p<.01) 


12 

13 

14 

16 

17 

18A 

18B 

18C 

19 

132 

1 1 . Referred 
patient 
to  psych- 

chiatrist  .734 

.475 

.522 

.426 

.736 

.687 

.600 

.313 

.191 

.270 

12.  In-hospital 
consultation 

.559 

.330 

.383 

.686 

.575 

.554 

.174 

.092 

.223 

13.  Referred 
patient 
after 
hospital 
care 

.456 

.264 

.414 

.380 

.380 

.153 

.255 

.108 

13.  Referred  to 
psychiatrist 
at  patient's 
request 

.329 

.465 

.462 

.376 

.251 

.226 

.243 

1 6.  Referred 
patient  to 
other  MH 
professional 

.626 

.547 

.541 

.397 

.252 

.284 

1 7.  Prescribed 
psychotropic 
medications 

.783 

.833 

.359 

.290 

.344 

18A.  Antianxiety 
agents 

.636 

.377 

.288 

.265 

18B.  Antidepressants 

.389 

.306 

.266 

18C.  Antipsychotics 

.204 

.125 

19.  Treatment  with 
in-office 
psychotherapy 

.161 

psychiatrists  have  for  them;  they  further 
stated  that  they  refer  to  them  90%  of  their 
patients  that  require  mental  health  services. 

We  asked  respondents  who  do  not  usually 
refer  patients  to  psychiatrists  to  indicate 
their  reasons  for  not  referring.  The  following 
comments  were  received: 

"I  usually  care  for  them  myself,"  "Use  of 
too  much  medication,  not  good  therapists, 
too  expensive,  don't  involve  family,  com- 
municate very  poorly  with  involved  sources 
of  care,"  "Patient  refused  to  see  psychia- 
trist," "Usually  refer  to  psychologists,"  and 
"Haven't  been  any  psychiatric  problems," 
"Can  handle  neurotic  problems."  Additional 
answers  included  "1  usually  get  more  help, 
as  do  my  patients,  by  referring  them  to  clini- 
cal psychologists,"  "Usually  refer  only  seri- 


ous/psychotic patients,"  "Limited  number 
available,"  and  "Patients  with  that  kind  of 
problem  do  not  seem  to  come  to  me." 

Respondents  were  asked  to  indicate  the 
date  of  completion  of  their  medical  spe- 
cialty training.  We  received  79  answers  of 
the  142  respondents  to  this  question  (55%). 
Medical  specialty  completion  dates  ranged 
from  1942  to  1983.  The  most  respondents 
from  one  year  were  eight  from  the  year 
1978.  Question  number  12  asked  for  the 
date  of  respondent's  graduation  from  medi- 
cal school. We  received  130  answers  out  of 
141  respondents  (92%). 

The  years  range  from  1930  to  1980.  Again 
the  most  respondents  from  any  year  were 
eight  from  the  class  of  1978  and  eight  from 
the  class  of  1973. 
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DISCUSSION 

Our  limitation  of  primary  physicians  to 
those  in  the  practice  of  internal  medicine, 
family  practice,  and  general  medicine  is  par- 
allel to  the  primary  care  designations  made 
by  Dr.  Fink  in  his  article  "Relationship  of 
Psychiatry  to  Primary  Care".  ^ Of  the  pri- 
mary care  physicians  in  the  study  who  util- 
ized psychiatric  referrals,  a pattern  of  usage 
emerged  that  included  a general  prescribing 
practice  of  psychotropic  medications  and 
the  practice  of  psychotherapy  in  the  office. 
It  would  be  interesting  to  know  the  actual 
rates  of  referral  for  the  physicians  surveyed, 
however,  as  other  studies  have  shown  that 
the  actual  rates  of  referral  do  not  usually 
correlate  well  with  prevalence  of  psychiatric 
morbidity  in  medical  populations.^-®  Further 
it  would  be  interesting  to  know  if  the  medi- 
cally oriented  primary  care  physician  uses 
medications  in  lieu  of  therapy  sessions  or  if 
the  therapy  cases  are  being  referred  to  the 
psychiatrist.  It  is  possible  that  medications 
are  being  prescribed  without  concomitant 
therapy  sessions. 

Of  the  primary  care  specialist  who  asked 
for  in-hospital  psychiatric  consultations  and 
referred  patients  at  the  conclusion  of  hospi- 
talization there  was  also  a general  usage  of 
psychiatric  ser\'ices.  Of  interest  here  is  that 
the  prescribing  of  psychotropic  medications 
is  limited  to  antianxiety  agents,  and  antide- 
pressants. The  primary  care  physicians  with 
hospital  based  referrals  to  not  appear  to  use 
antipsychotic  medications  in  a significant 
way.  There  could  be  many  reasons  for  this. 
Psychotic  patients  may  not  be  admitted  as 
often  for  medical  workups.  It  is  also  possible 
that  when  patients  require  an  antipsychotic 
medication  when  hospitalized  or  require  a 
workup  for  a possible  psychosis,  the  primary 
care  physician  will  readily  refer  this  patient 
to  the  psychiatrist.  This  correlates  with  the 
finding  that  the  primary  care  physicians  with 
hospital-based  referrals  do  not  significantly 
practice  psychotherapy  in  their  office  prac- 
tices. Conditions  that  require  antipsychotic 
drugs  and  psychotherapy  are  probably  more 
readily  referred  by  those  who  refer  to  psy- 
chiatrists from  a hospital  setting.  Recently 
reported  referral  rates  for  psychiatric  consul- 
tation average  about  4%  of  hospital 
admissions.  Since  there  is  such  a small 
number  of  referrals  in  the  category  of  hospi- 
talized patients,  it  is  possible  that  either  the 


disorders  are  overlooked  or  truly  there  is  a 
small  representation  of  severely  ill  psychiat- 
ric patients  being  seen  by  primary  care 
specialists.  Studies  conducted  at  the  Johns 
FHopkins  Hospital  show  that  29%  to  37%  of 
inpatients  with  psychiatric  disorders  on  medi- 
cal/neurological services  are  unrecognized 
by  their  treating  physicians  as  being  psychia- 
trically  ill.  ’^-’®  If  it  is  true  that  there  are  a 
small  number  of  seriously  psychiatrically  ill 
patients  being  seen  by  primary  care  special- 
ists in  the  hospital  setting,  it  would  follow 
that  there  would  be  less  incidence  of  use  of 
antipsychotic  medications  and  psychother- 
apy. It  could  be  possible  however  that  the 
4%  being  referred  are  the  psychotic  patients 
in  need  of  psychotherapy.  Further  studies  of 
rates  in  this  specific  area  would  be  interest- 
ing. Lipowski,  et  al,  state  that  only  10%  of 
patients  that  are  expected  to  need  consulta- 
tion are  referred  to  psychiatrists.^’  It  is  pos- 
sible that  the  less  seriously  and  less  obviously 
ill  are  not  referred  on  for  help. 

For  the  primary  care  physicians  that  refer 
patients  to  psychiatrists  at  the  patient's  re- 
quest, the  general  usage  of  psychiatry  per- 
sisted in  the  statistics.  However,  once  again 
it  is  noted  that  these  physicians  tended  not 
to  prescribe  antipsychotic  medications  or  do 
psychotherapy  in  the  office.  It  is  likely  that 
patients  seeking  psychotheraphy  might  ask 
for  psychiatric  consultation  from  their  pri- 
mary care  physicians.  The  non-usage  of  an- 
tipsychotic medications  in  these  physicians' 
practices  might  be  reflected  in  their  ten- 
dency to  refer  patients  for  psychiatric  care, 
especially  their  psychotic  patients. 

The  primary  care  physicians  that  referred 
patients  to  other  mental  health  workers  also 
indicated  that  they  did  not  significantly  do 
psychotherapy  in  their  office  practice.  It 
seems  possible  that  this  group  of  primary 
care  physicians  relies  on  mental  health 
professionals  for  the  actual  therapy  needed 
for  their  patients.  This  particular  group 
prescribed  antipsychotic  medications  in  a 
significant  way  and  it  is  possible  that  they  co- 
ordinated medication  therapy  with  the  psy- 
chological therapy  provided  by  others.  The 
physicians  who  stated  that  they  prescribed 
psychotropic  medications  significantly  pre- 
scribed all  three  types  of  medications  (an- 
tianxiety agents,  antidepressants,  antipsy- 
chotics).  Antidepressants  were  the  most  pre- 
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scribed  and  antianxiety  agents  were  the 
second  most  prescribed.  Antipsychotic 
medications  were  the  least  prescribed.  These 
respondents  also  indicated  that  they  did 
psychotherapy  sessions  in  their  office  prac- 
tice. Perhaps  respondents  who  prescribe  the 
psychotropics  and  do  psychotherapy  see 
more  depressed  patients  or  are  able  to  diag- 
nose this  population  of  patients  more  easily. 
They  may  also  be  more  inclined  to  do  psy- 
chotherapy with  depressed  and  anxious  pa- 
tients. Our  research  findings  of  psychiatric 
treatment  of  patients  by  primary  care  physi- 
cians would  be  compatible  with  epidemiol- 
ogic studies  reporting  the  prevalence  of  psy- 
chiatric disorder  to  be  from  30-60%  of 
medical  inpatients  and  from  50-80%  among 
medical  outpatients.^  Reiger  and  his  associ- 
ates found  that  of  the  15%  psychiatrically  ill 
population  of  the  U.S.  that  need  mental 
health  services,  approximately  60%  are  seen 
in  the  general  health  care  setting. How- 
ever, it  has  been  demonstrated  in  one  study 
that  an  attempt  to  treat  psychosocial  issues 
in  an  ambulatory  care  situation  was  less  than 
one  third  of  the  visits  in  which  the  diagno- 
sis was  neurosis.^’ 

Primary  care  physicians  that  prescribed 
antianxiety  agents  also  prescribed  antide- 
pressants, antipsychotics,  and  did  therapy  in 
their  office  practice.  Results  showed  that  of 
those  who  prescribed  antidepressants,  there 
also  was  a tendency  to  prescribe  antipsy- 
chotics and  do  psychotherapy.  However 
when  viewing  the  statistics  there  was  no  sig- 
nificant correlation  between  those  who 
indicated  that  they  prescribed  antipsychot- 
ics and  practice  of  office  psychotherapy  or 
an  association  with  a teaching  institution. 

The  primary  care  physicians  that  indi- 
cated that  they  did  do  psychotherapy  ses- 
sions in  their  office  also  did  not  have  signifi- 
cant correlations  for  an  association  with  a 
teaching  institution.  This  is  interesting  be- 
cause there  was  an  amendment  to  PI  93- 
641  stating  that  Schools  of  medicine,  oste- 
opathy, hospitals,  health  professions 
schools,  and  health  service  providers,  in 
order  to  provide  for  expanded  curriculum 
psychiatry  shall  A)  train  primary  care 
physicians  to  identify,  diagnose  and  treat 
patients  with  mental  and  emotional  ill- 
ness, B)  require  all  designated  primary 
care  training  programs  to  include  training 


in  psychosocial  aspects  of  medicine 
through  cooperation  with  accredited  psy- 
chiatric practitioners  and  or  programs 
and  C)  develop  consultation/liaison  work- 
ing relationships  between  primary  care 
physicians  and  psychiatrists.  This  was  in- 
troduced by  the  American  Psychiatric  Asso- 
ciation and  the  American  Association  of 
Chairman  of  the  Departments  of  Psychiatry. 
This  would  agree  with  Rittlemeyer,  et  al, 
who  indicated  that  in  their  experience  pri- 
mary care  physicians  can  function  well  in 
giving  comprehensive  care  to  patients  in- 
cluding those  with  emotional  problems. 
However  they  concluded  that  these  physi- 
cians required  continuous  inservice  training 
and  consultation  opportunities.^^ 

The  respondents  were  asked  to  indicate 
the  symptoms  which  prompted  their  referral 
of  patients  to  psychiatrists.  Depression  and 
psychosis  were  the  most  indicated  as  being 
reasons  for  prompting  referral  in  this  study. 
Of  those  parameters  studied,  frequent  office 
visits,  patient  feels  "crazy"  recurrent  pain 
and  spouse  abuse  least  prompted  primary 
care  physicians  to  refer  patients  to  psychia- 
trists. This  is  in  contrast  to  previous  studies 
which  showed  that  referral  was  not  influ- 
enced as  much  by  presence  and  severity  of 
psychopathology  but  by  such  factors  as  non- 
compliance,  unexplained  somatic  com- 
plaints, disturbing  behavior  on  the  parts  of 
the  patients  and  by  the  knowledge  of  and  at- 
titudes towards  psychiatry  on  the  part  of  the 
consultees.  Other  symptoms  that 

prompted  psychiatric  referral  tended  to  be 
more  specific  derivatives  of  the  list  asked.  An 
exception  to  this  was  a response  concerning 
military  clearance  for  a sensitive  position. 
Since  the  response  to  the  questions  about 
date  of  medical  school  graduation  and  spe- 
cialty training  completion  were  erratically 
answered,  no  specific  comparisons  of  this 
information  to  other  data  could  be  made. 

Respondents  were  asked  for  further 
comments  and  information  that  they  felt 
were  important  to  psychiatry  utilized  by 
primary  care  medicine.  Comments  included 
encouraging  more  availability  of  psychia- 
trists to  primary  care  physicians  and  indi- 
cated that  primary  care  practitioners  were 
doing  much  of  the  therapy  and  psychotropic 
medication  management  themselves.  This  is 
similar  to  information  imparted  by  Prosen, 
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et  al  concerning  their  observations  on  this 
subject  in  Canada.^'*  They  indicated  that 
psychiatry  needs  to  relate  more  closely  to 
the  primary  medicine  practice,  needs  to 
remove  itself  from  isolated  consulting  rooms, 
and  should  spend  time  along  side  primary 
care  colleagues  offering  consultations  and 
sharing  discussions  of  patient  problemsT“ 
The  outcome  of  knowing  how  to  better  serve 
primary  care  physicians  with  consultation 
psychiatry  will  hopefully  foster  a better  in- 
terrelationship between  the  two  disciplines 
of  medicine  and  will  positively  influence 
comprehensive  careT^ 

SUMMARY 

Primary  care  physicians  in  the  tri-state 
area  of  Nebraska,  Iowa  and  South  Dakota 
were  surveyed  concerning  their  baseline 
practices  in  requesting  psychiatric  consulta- 
tions, and  their  recommendations  for  im- 
provement in  psychiatric  consultation.  A two- 
page  questionnaire  was  used  to  collect  data. 
The  information  obtained  was  analyzed  by 
tetrachoric  correlations.  Our  results  indicate 
that  most  primary  care  physicians  refer  pa- 
tients to  psychiatrists  and  prescribe  psy- 
chotropic medications.  It  was  generally  noted 
that  the  respondents  do  not  do  psychother- 
apy themselves.  In  contrast  to  studies  from 
other  areas,  our  research  showed  that  the 
symptoms  which  prompted  psychiatric  re- 
ferral the  most  are  psychosis  and  depres- 
sion. Suggestions  for  improvement  in  psy- 
chiatric consultations  included  that  psychia- 
trists need  to  be  more  available  to  the  pri- 
mary care  practitioner.  It  was  also  indicated 
that  financial  constraints,  social  stigma  and 
psychiatric  shortage  were  problems  in  refer- 
ral of  patients  to  psychiatrists. 
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ORIGINAL  ARTICLE 


Monostotic  Fibrous  Dysplasia:  A Rare  Source  of  Hand  Pain 

A Report  of  a Case 


♦ARTHUR  A WEAVER,  D O. 
Emergency  Medicine  Section.  Saint  Joseph  Hospital 
Omaha.  Nebraska 


A 40-year-old  white  male  pre- 
sented  to  us  complaining  of 
" ^ pain  and  swelling  in  the  left 

hand  persisting  for  four  weeks  after  feeling 
a "pop"  in  the  hand  while  playing  golf. 

There  was  no  prior  history  of  injury  or 
similar  episodes  of  hand  pain.  His  usual 
health  was  good  and  a review  of  systems  was 
otherwise  noncontributory. 

Physical  examination  of  the  hand  showed 
some  swelling  on  the  dorsum  overlying  the 
area  of  the  3rd  metacarpal  with  minimal  di- 
rect palpatory  tenderness.  There  appeared 
to  be  neither  restriction  in  digital  range-of- 
motion,  nor  sensory  deficit  identified. 

X-ray  shows  cystic  changes  in  the  third  left 
metacarpal  (Fig.  1).  Radiographic  evaluation 
of  the  right  hand,  long  bones,  forearms  and 
lower  extremities  failed  to  demonstrate  any 
abnormalities. 

An  open  biopsy  revealed  thickening  of  the 
metacarpal  shaft  with  considerable  perios- 
teal reaction  and  destructive  changes  from  a 
dense,  fibrous-like  tumor. 

Histologic  examination  of  biopsy  tissue 
demonstrates  fibrous  dysplasia,  with  irregu- 
lar spicules  of  woven  bone  in  a fibrous 
stroma.  Osteoblasts  are  conspicuously  ab- 
sent (Fig.  2). 

Discussion: 

The  first  apparent  report  of  monostotic  fi- 
brous dysplasia  in  a metacarpal  was  by 
DiCiovanni  in  1983^°.  There  appears  to  be 
less  than  five  reports  of  this  condition  evi- 
dent in  the  indexed  literature. 

Fibrous  dysplasia  of  bone  is  a well  recog- 
nized entity  and  consists  of  abnormal  fibrous 
tissue  replacing  normal  bone  during  physiol- 
ogic turnover^;  a notable  example  is  the 
"Shepherd's  crook"  deformity  of  the  proxi- 


mal femur  The  cause  is  unknown’-®  and 
non-hereditary’’^,  but  the  origin  may  be  a 
congenital  or  developmental  anomaly^. 
Lesions  appear  to  stabilize  after  puberty®, 
but  may  become  reactivated  by  an  endo- 
crine change  such  as  pregnancy^.  Once 
developed,  the  lesions  usually  do  not  re- 
solve spontaneously.®. 

The  major  practical  consequences  of  clini- 
cal concern  appear  to  be  weakening  of  the 
affected  bone,  or  unilateral  growth  discrep- 
ancies®. 


FIGURE  1 

Posteroanterior  Roentgenogram  of  Metacarpal  Lesion. 
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FIGURE  2 

Photomicrograph  of  biopsy  material 


It  is  more  common  in  females  by  2:1  to 
3:1  ^ and  is  usually  seen  in  the  proximal 
femur,  tibia,  ribs,  cranial  or  facial  bones^'^'^*’. 
When  present  in  the  polyostotic  (or  multiple 
bone)  form,  combined  with  classic  skin  signs 
of  cafe  au  lait  spots  and  endocrine  dysfunc- 
tion, it  may  represent  part  of  the  triad  of 
Albright's  Syndrome^-^ 

The  polyostotic  form  frequently  involves 
skull  deformities,  or  the  bones  of  one  limb^. 
Monostotic,  or  single  bone  involvement  of 
fibrous  dysplasia  is  the  most  common 
form^;  but  appears  to  be  a rare  finding 
when  confined  to  a metacarpaP. 

Clinical  diagnosis  may  be  delayed  until 
the  second  or  third  decade  as  lesions  are 
often  silenC;  swelling  from  fibrotic  distor- 
tion may  be  the  only  presenting  complaint^'®. 
Fractures  can  be  produced  by  mild  trauma, 
and  pain  in  the  site  may  indicate  enlarge- 
ment or,  rarely,  malignant  transformation^. 

Fibrous  dysplasia  is  usually  a benign 
phenomenon,  although  malignant  degen- 
eration into  sarcomas^'®  has  been  known  to 
occur  in  less  than  1%  of  cases,  usually  involv- 
ing facial  bones  or  the  femur’'^.  Some  epi- 
sodes of  malignancy  have  been  attributed  to 
attempts  at  radiotherapy^’^. 

Anatomically,  both  skeletal  and  nonskel- 
etal  tissues  may  be  involved®. 

Biopsy  is  usually  necessary  for  diagnosis^. 


The  gross  specimen  customarily  appears  firm, 
gritty  and  whitish  with  occasional  red  speck- 
led areas®'®.  Classic  histologic  presentation 
suggests  metaplastic  formation  of  poorly  ori- 
ented, partially  calcified  bone  trabeculae  of 
a woven  arrangement,  devoid  of  osteob- 
lasts, in  dense  or  myxoid  fibrous  stroma. 
10%  of  these  cases  may  involve  cartilage"’. 

X-ray  may  have  a "ground  glass"  appear- 
ance®-®'®'; revealing  a lobulated  or  soap- 
bubble  lesion  eroding  the  cortex  from  within®, 
and  the  radiologic  findings  may  be  similar  to 
unicameral  bone  cysts,  aneurysmal  cysts  and 
nonossifying  fibromata®. 

Laboratory  evaluation  is  of  limited  value, 
confirming  normocalcemia  and  normo- 
phosphatemia’-®'®.  While  elevation  of  the 
serum  alkaline  phosphatase  may  be  the  only 
notably  abnormal  laboratory  value  in  one- 
third  of  the  patients®'  there  does  not  appear 
to  be  any  correlation  between  the  degree  of 
elevation  and  the  extent  of  bone  involve- 
ment®. Urinary  hydroxyproline  may  also  be 
increased.®. 

Management  is  symptomatic  and  conser- 
vative. Closed  treatment  of  lesions  in  the 
upper  extremities  is  usually  advocated,  and 
associated  fractures  usually  heal  without  non- 
union®-®. Calcitonin  has  been  suggested  for 
use  in  painful,  widespread  involvement®. 
Radiation  therapy  has  been  ineffective’. 
Surgical  management,  similar  to  that  for 
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osteogenesis  imperfecta,  may  attempt  stabi- 
lization using  an  intramedullary  nail^  or  other 
fixation  device  in  the  lower  extremities  with 
satisfactory  results  in  86%  of  reported  cases'’. 
Procedures  of  autogenous  bone  packing  fail 
in  about  50%  of  the  cases^-  with  the  graft 
being  replaced  by  diseased  tissue’’^.  Surgery 
is  generally  reserved  for  progressive  deform- 
ity, nonunion  of  fractures  and  persistent 
pain^ 

The  author  wishes  to  express  special  appreciation  to 
Drs.  Lonnie  R.  Mercier,  Clinical  Instructor  of  Orthope- 
dic Surgery  at  Creighton  University;  and  Richard  L. 
Brennan  from  the  Archbishop  Bergan  Mercy  Hospital 
of  Omaha,  Department  of  Pathology,  for  their  partici- 
pation in  preparation  of  this  article. 
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COMMENT 

Fibrous  dysplasia  of  bone  is  a skeletal  de- 
velopmental anomaly  of  the  bone-forming 
tissue  in  which  osteoblasts  fail  to  undergo 
normal  morphologic  differentiation  and 
maturation.  As  pointed  out  by  Dr.  Weaver, 
it  is  of  unknown  cause  and  not  hereditary 
and  may  affect  one  bone,  a few  bones,  or 
many  bones.  Approximately  70  to  80  per- 
cent of  the  cases  are  monostotic  but  the 
monostotic  variety  is  most  frequently  en- 
countered in  ribs,  femurs,  tibia,  calvarium 
and  humerus.  Monostotic  lesions  may  be 
entirely  asymptomatic  until  pathologic  frac- 
tures occur  and  as  in  this  situation,  are  most 
frequent  in  the  second  and  third  decades  of 
life. 

Alkaline  phosphatase  level  is  elevated  in 
one  third  of  the  patients  and  continued 
followup  of  this  individual  should  occur 
because  there  is  occasional  conversion  to 
the  polyostotic  type  of  fibrous  dysplasia  and 
2 to  3 percent  of  these  individuals  have 
associated  endocrinopathies.  Appropriate 
followup  is  important  because,  although 
extremely  rare,  there  is  occasional  malig- 
nant transformation  of  the  skeletal  lesions 
estimated  less  than  1 percent.  These  are 
usually  of  the  sarcomatous  variety. 

Arthur  L.  Weaver,  M.D. 

Lincoln,  Nebraska 
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University  of  Nebraska  Medical  Center 
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Anesthesiologist 
Mary  Lanning  Memorial  Hospital 
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Neuroleptic  medications 
such  as  haloperidol  (Hal- 
dol'^) are  commonly  used 
by  primary  care  practitioners,  psychiatrists 
and  anesthesiologists.  The  rarest,  most  fa- 
mous and  potentially  fatal  complication  of 
neuroleptic  therapy  is  a Neuroleptic  Malig- 
nant Syndrome  (NMS)L  We  report  a fatal 
case  of  NMS  in  a patient  who  received  a 
short  course  of  neuroleptic  medication.  This 
case  demonstrates  the  necessity  to  differen- 
tiate NMS  from  other  hypermetabolic  disor- 
ders, including  Malignant  Hyperthermia 
(MH),  and  the  need  to  institute  appropriate 
therapy. 

CASE  REPORT 

A 34-year-old  female  with  a long  history 
of  epilepsy  and  psychiatric  illness  was  ad- 
mitted to  the  hospital  after  an  overdose  of 
amitriptyline,  in  an  apparent  suicide  attempt. 
The  patient  was  awake  and  alert.  Vital  signs 
were  T 97.5  ^F,  P 84  beats/min,  R 16  breaths/ 
min,  BP  130/86  mmHg.  Her  daily  medica- 
tions included;  amitriptyline  150  mg,  car- 
bamazapine  (Tegretol'^)  200  mg  q.i.d.,  and 
Divalproex  Sodium  (Depakote'^)  500  mg 
q.i.d.  Serum  amitriptyline  level  was  282  n^ 
ml  (Therapeutic  range  120-250  ng/ml).  All 
other  drug  levels  were  within  the  therapeu- 
tic range.  Thyroid  studies  were  normal  and 
urinalysis  was  positive  only  for  barbiturates. 
During  the  two  days  following  admission  the 
patient  became  increasingly  restless  and 
agitated.  A nighttime  dose  of  Haloperidol 
(Haldol'^),  2 mg  p.o.,  was  initiated.  The  pa- 
tient was  afebrile  and  vital  signs  w'ere  stable. 
The  following  day  the  patient  became  acutely 
violent  and  combative  and  was  restrained.  A 
5 mg  I.M.  dose  of  Haldol  was  given.  Electro- 
encephalography (EEC)  showed  mild  slow- 
ing with  no  focal  seizure  activity.  On  the 
fourth  hospital  day  the  patient  was  noted  to 
be  diaphoretic  and  irrational.  Vitals  signs 
were  P 140  beat/min,  R 48  breaths/min,  BP 
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150/100  mmHg.  The  patient  would  not  al- 
low her  temperature  to  be  taken.  Ativan 
(Lorezepam'^),  2 mg  p.o.,  was  administered 
followed  by  two  doses  of  haloperidol  (Hal- 
dol'^), 5 mg  I.M.,  four  hours  apart,  along  with 
benztropine  (Cogentin*^),  1 mg  p.o.  At  12:30 
A.M.  of  the  fifth  day  obtainable  vital  signs 
were  P 120  beats/min,  BP  130/80  mmHg. 
She  continued  to  be  diaphoretic  and  unco- 
operative with  attempts  to  obtain  her  tem- 
perature, on  several  occasions  throughout 
the  night.  At  7:30  A.M.  the  patient  was 
found  in  supraventricular  tachycardia  with  a 
pulse  of  130  beats/min  and  BP  90/50  mmHg 
and  she  was  moved  to  the  Intensive  Care 
Unit.  The  patient  experienced  ventricular 
tachycardia  and  lapsed  into  cardiac  arrest 
and  cardiopulmonary  resuscitation  (CPR)  was 
initiated.  The  patients  temperature  was  noted 
to  be  >110  °F  rectally  (the  highest  reading 
of  the  thermometer).  Cooling  efforts  includ- 
ing intravenous  infusion  and  bladder  lavage 
with  cooled  0.9%  saline  and  ice  packs  to 
exposed  body  surfaces  were  initiated.  Serial 
intravenous  boluses  of  dantrolene  sodium 
(Dantrium'^)  were  administered  to  a total 
dose  of  1.1  mg/kg.  Following  dantrolene 
(Dantrium'^)  therapy,  the  patients  tempera- 
ture fell  to  103  °F.  Metabolic  acidosis  (arte- 
rial blood  gas:  pH  7.24,  PCO^  31.3  mm  Hg, 
PO^  46  mm  Hg,  HC03  13.4  mEq/L)  was 
noted,  with  hyperkalemia  (serum  potassium 
6.9  mEq/L),  and  massive  rhabdomyolysis 
with  a creatinine  phosphokinase  (CPK)  of 
70,475  U/L  (normal  52-239  U/L).  After  45 
minutes,  electrocardiogram  (ECC)  tracings 
showed  asystole  with  no  response  to  resus- 
citation efforts,  CPR  was  discontinued  and 
the  patient  expired  at  9:57  A.M. 


^Address  correspondence  and  reprint  requests  to: 
Dennis  F.  Landers,  M.D. , Ph  D.  Chairman,  Departmentof 
Anesthesiology,  University  of  Nebraska  Medical  Center 
42nd  and  Dewey  Avenue,  Omaha,  NE  681 05. 


DISCUSSION: 

Neuroleptic  Malignant  Syndrome  (NMS) 
was  first  reported  in  the  English  literature  in 
1968  by  Delay  and  Deniker  \ The  clinical 
characteristics  of  NMS  include  hyperther- 
mia, Parkinsonian  "lead  pipe"  muscular 
rigidity,  akinesia,  altered  levels  of  conscious- 
ness, and  autonomic  dysfunction  including, 
profuse  diaphoresis,  tachycardia,  and  labile 
blood  pressure.  Tachypnea,  dyspnea  and 
respiratory  insufficiency  have  also  been 
noted. Laboratory  abnormalities  are  non- 
specific but  may  include  leukocytosis,  ele- 
vated liver  function  tests,  hypoxia,  hyper- 
cardia, and  markedly  elevated  CPK  levels. 

Various  neuroleptic  drugs,  in  therapeutic 
doses  have  been  implicated  as  causes  of 
NMS  (Table  1).  Most  cases  appear  to  have 
occurred  after  administration  of  haloperidol 
(Haldol‘S),  followed  in  order  by  fluphenazine 
(Prolixin'^)  and  chlorpromazine  (Thorazine'^) 
(3,5)  Neuroleptic  Malignant  syndrome  usu- 
ally occurs  2 weeks  after  initiation  of  therapy 
or  soon  after  increasing  the  dose  of  neu- 
roleptic. The  syndrome  has  appeared  as 
early  as  24  hours  after  initiating  neuroleptic 
therapy,  to  as  late  as  many  months  after  the 
drug  therapy  was  discontinued.  Fatalities 
are  reported  to  occur  3-30  days  after  the 
onset  of  symptoms  and  are  due  to  respira- 
tory failure,  renal  failure,  or  arrhythmia  with 
cardiovascular  collapse. Since  its  discovery, 
over  300  cases  of  NMS  have  been  reported 
in  the  literature  The  overall  incidence  of 


NMS  ranges  from  0.5%  to  as  high  as  1.4%, 
with  an  overall  mortality  of  20%^.  A male: 
female  ratio  of  2:1  is  reported.  Patient  age 
ranges  from  3 to  61  years,  with  80%  of  cases 
occurring  in  patients  under  40  years  of  age. 
NMS  can  last  5-10  days  after  cessation  of 
oral  neuroleptic,  and  may  last  2-3  times 
longer  after  depot  forms  of  neuroleptic  in- 
jections have  been  used^. 

Because  hyperthermia  is  a hallmark  of  ia- 
trogenic NMS,  the  syndrome  is  frequently 
compared  with  Malignant  Hyperthermia 

TABLE  1 

Incidence  of  neuroleptic  malignant  syndrome  associated 
with  neuroleptic  drugs. 

% of  Cases  Reviewed 


Neuroleptic  Drug 

Kurlan 

et  al  (3) 

Addonizio 
et  al  (4) 

Haldol 

41 

57 

Haldol  decanoate 

- 

1 

Fluphenazine 

17 

5 

Fluphenazine  decanoate 

- 

6 

Chlorpromazine 

12 

24 

Levopromazine 

10 

-- 

Trifluperazine 

6 

6 

Thioridazine 

4 

5 

Loxapine 

3 

2 

Others:  Thiothixene, 

7.2 

27 

Trimeprazine,  Cyamemazine, 

Sulpride,  Bromperidol, 

Mesoridazine,  Thiothixene, 

Levopromethazine, 

Perphenazine, 

cis-Clomenthixol, 

Fluphenthixol 


TABLE  2 

Comparision  of  hypermetabolic  disorders,  neuroleptic  malignant  syndrome  (NMS),  malignant  hyperthermia  (MH), 
neuroleptic  malignant-like  syndrome  (NM-LS)  and  central  anticholinergic  syndrome  (CAS). 


Causative 

Agent 

NMS 

Neuroleptics 

MH 

Succinylcholine, 

Halogentated 

Inhalation 

Agents 

NM-LS 

Levo-dopa 

Withdrawal 

Therapy 

CAS 

Anticholinergics, 

Neuroleptic 

Time  to 
Onset  After 
Exposure 

Days-Months 

Minutes-Hours 

Days-Weeks 

Hours-Days 

Inherited 

No 

Yes 

No 

No 

Elevated 

Creatinine 

Phosphokinase 

Levels 

Occasional 

Often 

Often 

Rare 

Pharmaco-therapy 

Dopaminergic 

Agonists, 

Dantrolene 

Dantrolene 

Carbidopa- 

Levodopa, 

Benztropine 

Physostigmine 
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(MH).  Both  disorders  are  hypermetabolic 
syndromes  presenting  primarily  with  abnor- 
malities in  vital  signs,  and  metabolic  and 
acid/base  imbalance.  However,  on  closer 
analysis  there  are  inherent  differences  in  the 
etiology  of  the  two  disorders  (Table  2). 

Malignant  Hyperthermia  is  well  known  to 
anesthesiologists.  In  almost  all  human  cases, 
MH  is  the  metabolic  manifestation  of  an  au- 
tosomal dominant  familial  disorder  Dys- 
function of  the  sarcolemma  and  sarcoplas- 
mic reticulum  results  in  increased  permea- 
bility of  the  membrane  to  sodium,  potas- 
sium, calcium,  myoglobin  and  CPK^.  An  in- 
creasing sarcoplasmic  concentration  of  cal- 
cium ions  produces  an  increase  in  muscle 
metabolism  with  increased  oxygen  consump- 
tion, muscle  rigidity  and  hyperthermia.  The 
beneficial  effects  of  dantrolene  sodium  in 
the  treatment  of  MH  is  due  to  the  inhibition 
of  calcium  release  from  the  sarcoplasmic 
reticulum®. 

While  the  etiology  of  NMS  is  unknown, 
the  absence  of  consistent  findings  on  cranial 
CT,  EEC  studies,  CSE  fluid  assays  or  autop- 
sies, requires  that  a molecular  mechanism 
be  considered.  Dopaminergic  hypoactivity 
has  been  implicated  in  the  pathogenesis  of 
NMS.  Dopamine  has  long  been  established 
as  the  neurotransmitter  affecting  central  th- 
ermoregulation in  the  preoptic  region  of  the 
hypothalamus.  Stereotaxic  injection  of 
dopamine  or  dopaminergic  agonists  into  the 
pre-optic  anterior  hypothalamus  causes  a 
reduction  in  the  core  body  temperature  in 
several  species.  This  effect  can  be  blocked 
by  pretreatment  with  a neuroleptic  agent 
Presumably  this  occurs  by  dopamine  recep- 
tor blockade  with  leads  to  altered  ther- 
moregulation and  impaired  heat  dissipation. 
When  heat  generated  by  muscle  contraction 
is  combined  with  the  effect  of  neuroleptics 
on  the  basal  ganglia  body  temperature  rises". 

Of  interest  are  reports  of  a syndrome 
resembling  NMS  in  patients  never  exposed 
to  neuroleptic.  A Neuroleptic  Malignant- 
Like  Syndrome  has  been  described  in  Park- 
insonian patients  undergoing  "drug  holidays" 
from  treatment  with  carbidopa-levodopa  (Si- 
nemet*^)  combinations  '2,13,14,15  “drug 

holiday"  has  been  a method  of  treatment  for 
Parkinsonian  patients  who  have  been  re- 
ceiving levodopa  for  several  years.  This 
reaction  to  withdrawal  of  levodopa  demon- 


strates that  symptoms  similar  to  NMS  may 
occur  in  patients  due  to  subacute  decre- 
ments in  dopamine  stimulation,  either  by  re- 
ceptor blockade  or  simply  transmitter  re- 
duction. 

Einally  anticholinergic  drugs,  including  the 
neuroleptics,  can  produce  a Central  Anti- 
cholinergic Syndrome  (CAS)  which  can 
be  mistaken  for  NMS.  This  reaction  is  typi- 
fied by  peripheral  signs  of  atropine  poison- 
ing (dry,  flushed  skin,  dry  mouth,  dilated 
pupils,  decreased  bowel  sounds  and  urinary 
retention).  Temperature  is  elevated  and  pa- 
tients are  confused  and  disoriented  Physos- 
tigmine  (Antilirium'^)  often  produces  resolu- 
tion of  symptoms,  a response  not  seen  in 
NMS. 

To  date  no  completely  effective  therapy 
for  NMS  has  been  established.  The  mainstay 
of  treatment  is  prompt  recognition  and  with- 
drawal of  the  offending  neuroleptic  drug. 
Supportive  therapy,  including  control  of  fever 
with  cooling  blankets  and  antipyretics,  intra- 
venous fluids  to  prevent  dehydration  and 
treatment  of  secondary  complications  has 
been  recommended®.  Eavorable  responses 
to  pharmacotherapy  have  been  reported, 
however  no  controlled  trials  have  been 
conducted.  Bromocriptine  (Parlodel'^)^®' 
and  amantadine  (Symmetrel'^)  both 

dopamine  agonists'  have  been  successfully 
used  to  treat  patients  with  NMS.  Dantroline 
(Dantrium*^)  has  also  been  used  successfully 
the  treatment  of  NMS  ® In  one  case  report 
the  patient's  fever  and  rhabdomyolysis  re- 
solved after  treatment  with  dantrolene  but 
rigidity  and  obtundation  did  not  improve 
until  bromocriptine  therapy  was  initiated®®. 
Pancuronium  (Pavulon'^),  a nondepolarizing 
muscle  relaxant,  has  also  been  offered  as  a 
treatment  modality  ®‘^'  ®®.  Einally,  electrocon- 
vulsive therapy  (ECT)  has  been  suggested  as 
a treatment  alternative  when  drug  therapy 
and  supportive  measures  have  failed®®®®. 

SUMMARY: 

NMS  is  an  uncommon  disorder  character- 
ized by  hyperthermia,  muscle  rigidity,  auto- 
nomic imbalance,  altered  levels  of  conscious- 
ness and  significant  mortality.  Successful 
treatment  of  NMS  requires  a high  degree  of 
suspicion,  rapid  recognition  of  clinical  signs 
and  symptoms  and  institution  of  therapy 
with  dantrolene  and  possibly  dopaminergic 
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agonists.  This  condition  is  precipitated  by 
neuroleptic  drugs,  which  are  comnnonly  used 
in  many  medical  specialties.  All  medical 
practitioners  responsible  for  primary  care, 
psychiatrists  and  anesthesiologists  should  be 
familiar  with  the  manifestations  of  the  hy- 
permetabolic  syndromes  of  Neuroleptic 
Malignant  Syndrome,  Malignant  Hyperther- 
mia, and  Neuroleptic  Malignant-like  Syn- 
drome and  should  be  prepared  to  initiate 
appropriate  therapy . 
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COMMENT 

The  case  report  and  the  material  reviewed 
by  Mr.  Paul  is  important  for  the  primary  care 
physician,  anesthesiologist,  and  the  psychia- 
trist because  of  the  catastrophic  nature  of 
the  disease.  The  use  of  neurolept  medica- 
tions will  probably  increase  as  the  demand 
for  psychiatrists  is  filled.  All  physicians  car- 
ing for  patients  on  neurolept  medications 
need  to  be  aware  of  the  NMS  so  early 
treatment  can  be  utilized  to  decrease  the 
mortality  of  the  disease.  The  incidence  of 
malignant  hyperthermia  (MH)  is  1:16,000 
anesthetics  while  the  incidence  of  NMS  is 
1:200.  Physicians  are  more  likely  to  diagnose 
and  treat  or  see  a patient  with  a history  with 
NMS. 

I would  have  liked  to  have  seen  the  com- 
ments from  Mr.  Paul  regarding  the  anes- 
thetic management  of  a patient  with  NMS. 
He  did  not  include  several  articles  on  the 
results  of  muscle  biopsies  exposed  to  ha- 
lothane,  haloperidol,  or  fluphenazine. 
Muscle  biopsies  from  5 of  7 patients  with 
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NMS  exhibited  the  same  amount  of  contrac- 
ture as  MH  patients  when  exposed  to  ha- 
lothaneb  MH  and  NMS  muscle  tension  in- 
creased when  exposed  to  fluphenazine  but 
statistical  significance  could  not  be  attained 
when  compare  to  controls.’  However,  in  3 
patients  the  muscle  tension  did  increase 
when  exposed  to  haloperidoP.  Benzodiaz- 
epines have  been  reported  to  cause  muscle 
relaxation  in  additon  to  other  medications 
listed  by  the  author^'*.  No  mention  was  made 
of  droperidol,  a common  anesthetic  neu- 
rolept  medication.  Possibly,  this  medication 
should  be  avoided  in  these  (NMS)  patients. 

Although  some  NMS  patients  have  re- 
ceived MH  triggering  anesthetics^  the  con- 
servative approach,  given  the  muscle  biopsy 
results,  would  be  to  treat  these  patients  as 
MH  susceptible  and  give  them  a non-trigger- 
ing anesthetic.  Interestingly,  neurolept  medi- 
cations have  been  shown  to  delay  the  onset 
or  attenuate  the  onset  of  MH  in  MH  suscep- 
tible swine^. 

Dopamine  depletion  results  in  loss  of  heat 
dissipation.  The  mechanisms  causing  hyper- 
metabolism and  rigidity  in  NMS  is  probably 
the  result  of  the  effect  of  neurolept  medica- 
tion at  the  skeletal  muscle,  specifically  the 
calcium  flux.  Several  investigators  have 
reported  a calcium  release  from  the  calcium 
stores  in  the  skeletal  muscle  from  in  vitro 


phenothiazine  stimulation^.  While  similari- 
ties do  exist,  enough  differences  between 
NMS  and  MH  lead  me  to  believe  that  differ- 
ent pathways  leading  to  a similar  membrane 
dysfunction  of  skeletal  muscle  which  results 
in  NMS  or  MH  depending  on  the  triggering 
agent.  Some  overlap  is  probably  likely  to 
occur. 

Terry  W.  Bejot,  M.D. 

Lincoln,  Nebraska 
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RICHARD  RAYMOND,  M.D. 
President,  Nebraska  Medical  Association 


Now  that  the  President  Bush  has  signed  the 
Physician  Payment  Reform  Act  (the  Harvard- 
Hsiao  RB/RVS)  into  law,  I think  Nebraska 
physicians  need  to  better  understand  the 
possible  impact  of  this  statute.  Without  going 
into  the  Relative  Value  studies,  I want  to  take 
this  page  to  explore  the  Resource-Based 
component  of  the  Act  — from  my  own 
pessimistic  view  point. 

Currently,  there  are  232  geographic  pay- 
ment locales  in  this  country,  of  which  locale 
16  in  Nebraska  (the  state  legislators  forbid  us 
from  using  the  terms  “rural,”  "outstate"  or 
“Greater  Nebraska"  now)  is  next  to  the  very 
lowest  in  reimbursement,  locale  17  fares  only 
slightly  better,  and  locale  1 5 is  only  87%  of  the 
average.  We  had  hoped  that  payment  reform 
would  recognize  that  practice  costs  are  more 
uniform  than  current  reimbursement  levels 
allow  for.  Not  only  had  we  hoped  that 
Nebraska  would  be  given  a single  locale 
status,  but  we  were  optimistic  that  we  would 
be  treated  as  an  equal  with  our  neighboring 
states  under  the  RB/RVS,  with  the  exception 
of  malpractice  insurance  costs. 

Wrong!  Section  4001  of  H.R.  3299  states 
“ Beginning  in  1992,  the  relative  value  for  each 
physician's  service  is  based  on  the  sum  of 
three  components  — general  practice  ex- 
penses, malpractice  expenses,  and  physician 
work.  The  general  practice  expense  com- 
ponent is  defined  the  same  way  as  the 
practice  expense  component  was  defined  for 
earlier  years,  except  that  malpractice  expenses 
are  excluded." 

Section  10123  requires  the  Secretary  to 
establish  a national  fee  schedule  by  October 
1,  1991,  that  sets  a payment  amount  for 
physicians'  services  in  each  payment  area, 
with  a payment  area  defined  as  “each  urban 
area  and  the  rural  area  within  each  state  as 
those  areas  are  defined  for  payment  purposes 
under  the  prospective  payment  system." 

The  Physician  Payment  Review  Commission 
may  still  have  some  input  to  the  Secretary 
regarding  payment  locales,  and  the  NMA  will 


Richard  Raymond,  M.D. 

solicit  an  audience  with  them.  In  the  meantime, 
I urge  each  of  you  to  inform  your  congressional 
delegates  of  the  current  and  proposed  in- 
equities in  payment  based  on  out-dated 
practice  expense  formulas. 

HCFA  likes  to  refer  these  formulas  as 
“gypsies"  from  the  abbreviating  of  Georgraphic 
Practice  Costs  Adjustment  Factors,  or  GPCA. 
For  your  information,  with  1 .0  being  the  mean, 
locale  15  has  a CPCAF  of  0.869,  locale  16  is 
0.800  and  locale  1 7 is  0.813.  In  Nebraska 
were  to  be  treated  as  one  locale,  using  current 
CPCAFs,  we  would  have  a factor  of  0.801, 
lower  than  all  states  with  one  possible 
exception. 

We  need  to  be  one  locale  "that  is  fair  to  all" 
by  October  1,  1991,  and  we  need  to  adjust 
those  "gypsies"  to  a more  equitable  level 
before  then  also.  The  NMA  is  working  for  an 
equitable  solution,  but  we  need  your  support, 
and  the  support  of  our  Medicare  beneficiaries 
also.  Let  it  be  known  to  those  who  vote  that 
Nebraska  is  not  being  treated  equitably,  and 
no  relief  is  in  sight  through  Physician  Payment 
Reform. 

In  the  meantime,  don't  take  out  any  large 
loans  based  on  an  expected  windfall  from 
RB/RVS. 
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NEW  MEMBERS 


Alan  R.  Berg,  M.D. 

120  Wedgewood  Dr. 
Lincoln,  N E 6851 0 

Meera  Dewan,  M.D. 

11912  Elm  Street 
Omaha,  Nebraska  68144 

Timothy  H.  Fischer,  M.D. 
6900  Van  Dorn,  #24 
Lincoln,  NE  68506 

Michael  A.  Halsted,  M.D. 
434  Doctors  Bldg. 
Omaha,  NE  68131 

Eric  Williams,  M.D. 
1600  S.  48th  St 
Lincoln,  NE  68506 

Jeffery  J.  Hottman,  M.D. 
434  Doctors  Bldg. 
Omaha,  NE  681  31 

Peter  E.  Howe,  M.D. 
4740  A St 
Lincoln,  NE  68510 

Joseph  X.  Jenkins,  M.D. 
601  N.  30th  St 
Omaha,  N E 68131 

George  Papanicolaou,  M.D. 
1919  S.  49th  St,  #300 
Lincoln,  NE  68506 

David  M.  Lefkowitz,  M.D. 
601  N.  30th  St 
Omaha,  N E 68131 

Michael  J.  Sullivan,  III,  M.D. 
600  N.  Coter,  #208 
Lincoln,  NE  68505 

Gamilla  R.  Parson,  M.D. 
710  Doctors  Bldg. 
Omaha,  NE  68131 

R.  E.  Gustafson,  M.D. 
4601  F St 
Lincoln,  NE  68510 

Timothy  J.  Growley,  M.D. 
7710  Mercy  Rd.,  #601 
Omaha,  NE  68124 

Dale  A.  Hansen,  M.D. 
1919  S.  40th  St,  #300 
Lincoln,  NE  68506 

Michael  J.  Sedlacek,  M.D. 
9239  W.  Genter  Rd. 
Omaha,  NE  68124 

Jo  A.  Kinberg,  M.D. 

630  N.  Cotner,  #205 
Lincoln,  NE  68505 

Euclud  R.  J.  DeSouza,  M.D. 
7710  Mercy  Rd. 

Omaha,  NE  68124 

Shannon  R.  Stemm,  M.D. 
5440  South  St,  #700 
Lincoln,  NE  68506 

Anthony  R.  Keber,  M.D. 
2808  N.  75th  St 
Omaha,  NE  681 32 

Rebecca  de  la  Torre,  M.D. 
220  S.  17th  St 
Lincoln,  NE  68508 

Patricia  E.  Thorpe,  M.D. 
601  N.  30th  St 
Omaha,  NE  68131 

Ricky  G.  Hartwig,  M.D. 
600  N.  Gotner,  #100 
Lincoln,  NE  68505 

Duane  G.  Koenig,  M.D.  (reinstated) 
1123  N.  10th  St 
Beatrice,  NE  68310 

John  R.  Varvel,  M.D. 
600  N.  Gotner,  #100 
Lincoln,  NE  68505 

Richard  E.  Goble,  M.D. 
704  N.  Alpha 
Grand  Island,  NE  68803 
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Kamran  Ghalili,  M.D. 
1919  S.  40th  St.,  #300 
Lincoln,  NE  68506 


Richard  M.  Fruehling,  M.D.  (reinstated) 
P.O.  Box  2111 
Grand  Island,  NE  68802 


Donald  Gibbens,  M.D. 
2221  S.  17th  St.,  #205 
Lincoln,  NE  68502 

Heidi  R.  Wilson,  M.D. 

233  N.  48th  St.,  Suite  E 
Lincoln,  NE  68504 


James  E.  Ramsay,  M.D.  (reinstated) 
Methodist  Hospital 
Box  518 

Atkinson,  NE  68713 


IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


L DEAN  LANE,  M.D.  — (Born  December  15, 
1914  — died  December  22,  1989)  Medical 
Specialty  — Family  Practice.  Doctor  Lane 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1935  and  practiced 
in  Kearney.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  Doctor  Lane 
is  survived  by  his  wife,  Frances;  daughters, 
Linda  Hamilton  of  Williamsburg,  VA.,  and 
Nancy  Lee  of  Denver;  sons,  Robert  of 
Lincoln,  and  James  of  State  College,  PA.;  his 
mother,  Mae  Lane  of  Alma;  sisters,  Arlene 
McGuire  of  Lexington,  Iris  Kennedy  of  Alma 
and  Norma  Gidden  of  Taylor;  and  one 
grandchild. 


ARBOR  D.  MUNGER,  M.D.  - (Born  April  25, 
1890  — died  December  12,  1989)  Medical 
Specialty  — Urology.  Doctor  Munger  was  a 
graduate  of  Columbia  University  College  of 
Physicians  and  Surgeons  in  New  York  in 
1915  and  practiced  in  Lincoln.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 
Survivors  include  two  sons,  Robert  of  Boulder 
CO,  and  James  of  Santa  Rosa,  CA;  eight 
grandchildren  and  15  great-grandchildren. 
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THE  AUXILIARY 


Health  Projects 


SALLY  BECKER 

NMAA  President 


As  reported  earlier  this  year,  the  AMA  held  a 
conference  on  the  Prevention  of  Family 
Violence  and  Victimization  covering  the 
aspects  medical,  legal,  and  social  of  this 
escalating  public  health  problem.  Although 
the  largest  percentage  of  violence  happens  in 
a family/extended  family  setting  and  is  done 
by  someone  known  to  the  victim,  stranger 
connected  victimization  is  also  on  the  rise. 
During  the  conference  the  affect  of  alcohol 
and  drugs  in  these  situations  was  addressed. 
The  concensus  was  mixed;  although  admitted 
by  some  as  aggravating  the  situation  and  a 
problem  itself,  the  basic  issue  to  address  lies 
much  deeper. 

Most  violent  and  abusive  behavior  can  be 
connected  to  the  abuser  and  or  the  abused 
having  been  victimized  when  she  or  he  was  a 
child  or  witnessing  the  acceptance  and  issu- 
ance of  consistant  abusive  behavior.  How 
many  children  are  being  victimized?  What 
happens  to  a child  that  has  experienced  abuse 
and  feels  there  is  no  one  to  turn  to  for  help? 
The  following  writing  was  received  by  our 
Support  Systems  Committee. 

Who  are  you? 

Yesterday,  I heard  you  speak  these  words. " I 
am  an  alcoholic.”  “I  am  a drug  addict.”  "I  am 
an  over  eater.”  “ I am  an  incest  survivor.”  ” I am 
co-dependent.” 

I reflected  on  these  words  and  I believe  that 
they  are  words  of  behavior  which  describe  a 
way  to  cope  with  pain  and  suffering  in  your 
life. 

As  you  move  toward  healing,  I see  that  you 
are  none  of  these  things,  but  all  of  them  are  a part 
of  you,  used  as  a vehicle  in  an  attempt  to 
numb  pain  and  receive  love. 


All  behavior  has  meaning,  but  is  not  who 
you  are. 

Your  identity  is  a child  of  the  universe- 
perhaps  struggling,  suffering  or  painfully  aware 
of  limitations  and  guilt,  but  you  are  much 
more  than  any  of  these  behaviors. 

As  you  learn  and  gain  insight  your  true 
essential  self  surfaces  like  a treasure  uncovered 
by  mounds  of  earth.  And  it  is  beautiful,  pure 
and  full  of  light. 

And  so  my  wonderful  friend  please  allow  me 
to  think  of  you  as  a growing  courageous  and 
vibrant  human  being,  full  of  the  potential  of 
love,  joy,  wisdom  and  beauty. 

Your  mirror  image. 

The  process  of  a chain  of  events  can  seem 
complicated  and  the  beginning  of  prevention 
and  intervention  can  seem  simple.  April  will 
be  Child  Abuse  Prevention  Month.  Spider- 
Man  comic  books  for  children  about  emo- 
tional/verbal and  sexual  abuse  are  being 
offered  by  the  National  Committee  for  the 
Prevention  of  Child  Abuse.  It  is  not  the  answer 
to  the  whole  problem  but  it  is  one  step  of  the 
many  offered  in  a forward  direction. 

The  Auxiliary  is  promoting  the  distribution 
of  these  comic  books  as  just  one  way  of 
making  children  aware  of  what  can  be  done 
when  abuse  occurs  and  adults  aware  of  the 
effect  our  words  and  actions  have  on  others. 
These  books,  costs,  and  other  information 
from  the  NCPCA  along  with  books  and 
publications  obtained  at  the  conference  on  all 
other  areas  of  abuse  and  victimization,  med- 
ical, legal,  and  social  are  available  from  our 
Health  Projects  Committee.  Contact  Rita 
Seiler,  Chairman,  12906  Western  Circle, 
Omaha,  NE  68154  (402)  496-0582. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  EDUCATION  COURSES 

MARCH  4-9,  T990  — 10th  Annual  Keystone 
ENT  Ski  Conference,  Keystone  Lodge 
Keystone,  Colorado. 

MARCH  21,1 990  — Geriatrics  Circuit  Course, 
Holiday  Inn,  Hastings,  Nebraska. 

MARCH  26  - APRIL  6,  1 990  — Family  Practice 
Review. 

MARCH  28-30,  1990  — Third  International 
Symposium  On  Minimal  Residual  Disease, 
Rotterdam,  The  Netherlands. 

MARCH  29-30,  1 990  — 39th  Annual  OB-CYN 
Conference,  Holiday  Inn  Centeral. 

APRIL  13-14,  1990  — Cytokines  & Com- 
munication In  The  Immune  System;  Update 
1990. 

APRIL  14,  1990  — Nebraska  Association  of 
Pathologists  Spring  Meeting. 

APRIL  23-MAY  4,  1990  — Family  Practice 
Review. 

JULY  25-29,  1990  — College  of  Medicine 
Alumni  CME  Meeting,  Snowmass,  Colorado, 
**Tentative** 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

NOV.  29  - DEC.  1,  1990  — Nebraska  OB-CYN 
Society,  Las  Vegas,  Nevada. 

MARCH  1 1-22,  1991  — Family  Practice 
Review. 

APRIL  8-19,  1991  — Family  Practice  Review. 

If  no  location  has  been  specified  — these  programs 

will  be  held  at  the  Center  for  Continuing  Education, 

University  of  Nebraska  Medical  Center  campus. 


UPCOMING  CONTINUING 
EDUCATION  COURSES 

MARCH  1-2,  1990  — Advanced  Pediatric  Life 
Support.  Initial  Certification.  Omaha,  Nebr- 
aska. Registration  Fee:  $225.  13.0  Hours 
AMA  Category  I. 

APRIL  11-12,  1990  — Advanced  Pediatric 
Life  Support  Initial  Certification.  Omaha, 
Nebraska.  Registration  Fee:  $225.  13.0 
Hours  AMA  Category  I. 

MAY  15-16,  1990  — Advanced  Pediatric  Life 
Support.  Initial  Certification,  Omaha,  Nebr- 
aska. Registration  Fee:  13.0  Hours  AMA 
Category  1. 

JULY  11-12,  1990  — Advanced  Pediatric  Life 
Support.  Initial  Certification.  Omaha,  Nebr- 
aska Registration  Fee:  $225.  13.0  Hours 
AMA  Category  I. 

For  further  information,  contact  Cindy  FFanssen,  Univer- 
sity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  42nd  & Dewey  Avenue,  Omaha,  Nebraska 
68705-7065.  Call  (402)  559-4752  or  our  toll  free  Med 
Consult  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  (800)  642-7095.  All  other  states  (except  Alaska), 
call  (800)  228-9630. 


UPCOMING  CONTINUING 
EDUCATION  COURSE 

JUNE  22-24, 1 990  — Treatment  of  the  Allergic 
Patient  The  Madden's  on  Cull  Lake,  Brainard, 
Minnesota.  Sponsors:  Midwest  Allergy, 

University  of  Nebraska  Medical  Center, 
Department  of  Family  Practice  and  De- 
partment of  Otolaryngology. 

For  further  information,  contact  Cindy  S.  FFanssen, 
University  of  Nebraska  Medical  Center,  Center  for 
Continuing  Education,  42nd  & Dewey  Avenue,  Omaha, 
Nebraska  68705-7065.  Call  (402)  559-4290  or  our  toll  free 
Med  Consult  numbers  and  ask  for  Continuing  Education. 
In  Nebraska  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 
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UPCOMING  CONTINUING 
EDUCATION  COURSES 

APRIL  9-10,  1990  — Advanced  Trauma  Life 
Support.  Omaha,  Nebraska,  Registration 
Fee:  $515.00  17.0  Hours  AMA  Category  I. 
16.0  Prescribed  Hours  AAFP.  17.0  Hours 
ACEP  Category  I.  Reverification  available. 

MAY  7-8,  1990  — Advanced  Trauma  Life 
Support.  Omaha,  Nebraska.  Registration 
Fee:  $51  5.00  1 7.0  Hours  AMA  Category  I. 
16.0  Prescribed  Hours  AAFP.  17.0  Hours 
ACEP  Category  I.  Reverification  available. 

For  further  information,  contact  Cindy  S.  Hanssen, 
University  of  Nebraska  Medical  Center,  Center  for 
Continuing  Education,  42nd  & Dewey  Avenue,  Omaha, 
Nebraska  68105-1065.  Call  (402)  559-4152,  or  our  toll  free 
Med  Consult  numbers  and  ask  for  Continuing  Education. 
In  Nebraska  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


UPCOMING  CONTINUING 
EDUCATION  COURSES 

MARCH  19-20,  1990  — Advanced  Cardiac 
Life  Support  — Initial  Certification.  Omaha, 
Nebraska.  Registration  Fee:  $165.  15.3 
Hours  AMA  Category  I. 

APRIL  17-18,  1990  — Advanced  Cardiac  Life 
Support  — Initial  Certification.  Omaha, 
Nebraska.  Registration  Fee:  $165.  15.3 
Hours  AMA  Category  I. 

May  17-18,  1990  — Advanced  Cardiac  Life 
Support  — Initial  Certification.  Omaha, 
Nebraska.  Registration  Fee:  $165.  15.3 
Hours  AMA  Category  I. 

MAY  21,  1990  — Advanced  Cardiac  Life 
Support.  Recertification.  Omaha,  Nebraska. 
Registration  Fee:  $75.  7.2  Hours  AMA 
Category  I. 

JUNE  1,  1990  — Advanced  Cardiac  Life 
Support.  Recertification.  Omaha,  Nebraska. 
Registration  Fee:  $75.  7.2  Hours  AMA 
Category  I. 

JUNE  4,  1990  — Advanced  Cardiac  Life 
Support.  Instructor  Certification.  Omaha, 
Nebraska.  Registration  Fee:  $90.  6 Hours 
AMA  Category  I. 

For  further  information,  contact  Ann  Fitzgerald,  Univer- 
sity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  42nd  & Dewey  Avenue,  Omaha,  Nebraska 
68105-1065.  Call  (402)  559-4152  or  our  toll  free  Med 
Consult  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  (800)  642-1095.  All  other  states  (except  Alaska), 
call  (800)  228-9630. 


CONTINUING  MEDICAL 
EDUCATION  COURSES 

MARCH  4-9,  1990  — 10th  Annual  Keystone 
ENT  Ski  Conference.  Keystone  Lodge,  Key- 
stone, Colorado. 

MARCH  9-10,  1990  — Clinical  Perspective 
on  Blood  Lipids.  The  Cornhusker  Hotel, 
Lincoln,  Nebraska. 

MARCH  17,  1990  — “Hands-On"  Workshop 
on  Stereotaxis. 

MARCH  22,  1990  — Common  Medical  Prob- 
lems in  the  Elderly.  Mary  Lanning  Hospital, 
Hastings,  Nebraska. 

MARCH  26  - APRI L 6,  1 990  — Family  Practice 
Review. 

MARCH  29-30,  1 990  — 39th  Annual  OB-GYN 
Conference.  Holiday  Inn  Centeral. 

APRI L 1 2-1 3,  1 990  — Cytokines  & Communi- 
cation in  the  Immune  System:  Update 
1990. 

APRIL  14,  1990  — Nebraska  Association  of 
Pathologists  Spring  Meeting. 

APRIL  23-MAY  4,  1990  — Family  Practice 
Review. 

JUNE  8,  1990  — Various  Aspects  of  Type  II 
Diabetes. 

JULY  25-29,  1990  — College  of  Medicine 
Alumni  CME  Meeting.  Snowmass,  Colorado. 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

NOVEMBER  29  - DECEMBER  1,  1990  — 
Nebraska  OB-GYN  Society.  Las  Vegas,  Nevada 

MARCH  11-22,  1991  — Family  Practice 

Review. 

APRIL  8-19,  1991  — Family  Practice  Review. 


JOHNS  HOPKINS  UNIVERSITY 

DIAGNOSTIC  CYTOPATHOLOGY  FOR  PATH- 
OLOGISTS - 1990  POSTGRADUATE  INSTI- 
TUTE — February  through  April,  1990, 
Home  Study  Course  A,  April  23  to  May  4, 
1 990,  In-Residence  Course  B,  Johns  Hopkins 
University  School  of  Medicine,  Baltimore, 
Maryland  21205. 
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CREIGHTON  UNIVERSITY  CME  PROGRAMS 

MARCH  16-19,  1990  — Sun  Seminars  in 
Medicine,  Fiesta  Americana  Condesa, 
Cancun,  Mexico 

MARCH  16-21,  1990  — The  Review  Seminar 
for  the  Anesthesiology  Board  Exam,  LeBaron 
Hotel,  Dallas,  Texas. 

MARCH  31,  1990  — A Rational  Approach  to 
the  therapy  of  Gastroesopheal  Reflux, 
Marriott  Hotel,  Omaha,  Nebraska 

MAY  25-27, 1 990  — Family  Medicine  Update, 
Village  East,  Okoboji,  Iowa. 

MAY  31 -JUNE  3,  1990  — A Review  of  Ortho- 
paedics and  Orthopaedics  Pathology, 
Creighton  University,  Omaha,  Nebraska. 

JUNE  9,  1990  — Medical  Ethics  Seminar  for 
Physicians,  Creighton  University,  Omaha, 
Nebraska 

ON-GOING  UPON  REQUEST: 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  University  is  offering  mini-fellow- 
ships  on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  — 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Omaha,  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  — Inter- 
action with  clinicians/ researchers  and  out- 
standing investigators. 

DISTINGUISHED  VISITING  PROFESSOR  — 
SERIES  — Mental  health  topics.  Saint  Joseph 
Center  for  Mental  Health,  Omaha,  Nebraska 

For  further  information  to  register,  contact:  Creighton 

University  School  of  Medicine  Continuing  Medical  Educa- 
tion Division,  Omaha,  Nebraska  68178,  Toll  Free  (800) 

548-CMED,  in  Nebraska  - (402)  280-1830. 


NMA  COMING  MEETINGS 

APRIL  26-29,  1990  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  13-1  5,  1990  — NMA  Fall  - Corn- 
husker  Hotel. 

APRI  L 26-28,  1 991  — NMA  Annual  - Cornhusker 
Hotel. 

SEPTEMBER  12-14,  1991  — NMA  Fall  - 
Cornhusker  Hotel. 

APRIL  24-26,  1992  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  10-12,  1992  — NMA  Fall  - 
Cornhusker  Hotel. 


AMERICAN  ASSOCIATION  OF 
CLINICAL  ANATOMISTS 

AMERICAN  ASSOCIATION  OF  CLINICAL 
ANATOMISTS  — May  31  - June  1,  1990  - 
University  of  Saskatchewan  - “The  Surgical 
Anatomy  of  the  Lymphatic  System"  - 8.5  hrs. 
Category  I. 

EIGHTH  ANNUAL  CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE  — June  16-23, 
1 990  - Woverine  Lodge,  Lynn  Lake,  Manitoba, 
Canada.  For  information  contact  Sharlene 
Knippelmeyer,  RN,  BS,  Education  and  Staff 
Development,  Lincoln  General  Hospital, 
2300  S.  16th  St,  Lincoln,  NE  68502 
(402)  473-5638. 


COMING  MEETINGS 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY 
OF  PEDIATRICS  — April  20,  1990,  Omaha 
Marriott  Hotel,  Behavioral  Pediatrics.  April 
21,  Sports  Medicine. 
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SEVEN  WAYS  TO  SHARPEN 
YOUR  MEDICAL  SKILLS. 

The  Army  Reserve  offers  a number  of 
highly  specialized  medical  courses  you  can’t 
always  get  in  civilian  hospitals — with  the.  kind 
of  flexibility  your  busy  schedule  demands.  Here 
is  just  a sampling  of  the  unique  training" 
programs  available  to  you  in  the  Army  Reserve 

COMBAT  CASUALTY  CARE  Prepares  you 
for  treating  trauma  patients  in  your  civilian 
career.  Learn  how  to  live,  survive,  arid  function ' 
in  challenging  environments. 

ADVANCED  TRAUMA/LIFE  SUPPORT 

Teaches  you  how  to  treat  trauma  patients  dyririg 
the  critical  first  hour  of  injury.  Sponsored  by  the 
American  College  of  Surgeons. 

ADVANCED  BURN  LIFE  SUPPORT  Teaches 

you  how  to  treat  and  manage  the  unique 
characteristics  of  the  bum  patient.  Sponsored  by 
the  American  Bum  Association. 

ADVANCED  CARDIAC  LIFE  SUPPORT 


TROPICAL  MEDICINE  Provides  you  with 

advanced  in-depth  training^n  parasitology, 
infectious  diseases  occurring  in  tropical  and 
other  areas  of  the  world,  and  other  related 
topics. 


Centers  upon  the  treatment  and  life-saving 
intervention  associated  with  the  acute  cardiac 
patient.  Sponsored  by  the  American  Heart 
Association.  * . 


FLIGHT  SURGEON  Gives  you  a working 
knowledge  of  aviation  medicine  in  a course  that 
offers  opportunities  for  frequent  operational 
flights. 


AVIATION  MEDICINE  Offers  you  a follow-up 
to  the  Flig^it  Surgeon  course  and  includes  air 
ambulance  operations,  airfield  operations,  and 
aeromedical  research. 

Join  a local  medical  unit  and  serve  as  few 
as  16  hours  a month  and  14  days  of  active  duty 
during  the  year.  The  time  you  serve  can  be 
scheduled  around  your  busy  private  practice. 

You  might  also  have  the  opportunity  to 
participate  in  our  Individual  Mobilization 
Augmentee  Program  and  serve  just  two  weeks 
each  year. 

If  you  would  like  more  information  about 
these  or  other  medical  opportunities,  or  would 
like  to  be  contacted  by  an  Army  Reserve 
physician,  call  1-800-USA-ARMY. 


For  treatment  of  diabetes; 


REPLACE 

Human  Insulin 


-t4> 


I 


with  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humulbf® 

human  insulin 
[recombinant  DNA  origin] 


Leadership 
In  Diabetes  Care 


© 1989.  ELI  LILLY  AND  COMPANY  HI-291 4-B  949334 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN.  NEBRASKA  68508 
PHONE 

(402)  474*4472 


AMA  NEWS  NOTES 

The  AMA  has  asked  the  Federal  Trade 
Commission  to  modify  a 1982  order  by 
deleting  or  modifying  a requirement  that  AMA 
member  organizations  agree  to  adhere  to  the 
order. 

The  order  prohibits  the  AMA  from  restraining 
competition  among  members  by  banning 
truthful  advertising  or  interfering  with  the 
compensation  offered  in  a contract  for  MD 
services. 

Instead  of  deleting  the  requirement  that 
component  groups  adhere  to  this  order,  the 
proposed  change  would  require  constituent 
groups  to  agree  to  adhere  to  the  order  or 
provide  materials  that  would  let  the  AMA 
review  their  advertising  and  contract  practices, 
and  report  any  violations  to  the  FTC. 

The  AMA  says  it  would  work  with  any 
constituent  whose  practices  might  be  incon- 
sistent with  the  provisions  of  the  order.  The 
petition  is  subject  to  public  comment  until 
March  7. 


LOW  LEVEL 
RADIOACTIVE  WASTE 
DISPOSAL  — MEDICAL 
& HEALTH  RELATED 
ISSUES 


Prepare  for  your  patient's  questions 
and  bring  yourself  up-to-date  on  the 
risk/benefit  equation  associated  with 
the  preparation,  planning,  operation, 
long-term  maintenance  and  monitoring 
of  a low  level  radioactive  waste  disposal 
facility. 

Nebraska  Medical  Association 
Annual  Session 
April  27,  1990 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Richard  Raymond,  M.D.,  O'Neiil President 

Paul  E.  CoUicott,  M.D..  Lincoln President-Elect 

Robert  F.  Shapiro.  M.D.,  Lincoln Secretar>-Treasurer 

William  L.  Schellpeper.  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  *i.  Cornelius.  Jr.  M.D..  Sidne>"  — 

John  D.  Coe.  NLD..  Omaha:  — Louis  J.  Gogela.  M.D.. 

Lincoln:  — Blaine  V.  Roffman,  M.D..  Omaha. 

BOARD  OF  DIRECTORS 

Richard  A.  Raymond,  M.D..  Chairman O'Neill 

Paul  E.  Collicott  M.D..  Vice-Chairman Lincoln 

Robert  F.  Shapiro.  M.D..  Secretary-Treasurer Lincoln 

Donald  J.  Pavelka,  M.D..  Past  President Omaha 

L.  Dwight  Cherr>’,  M.D Lincoln 

Herbert  A.  Hartman.  Jr.  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Robert  G.  Osborne.  M.D Lincoln 

Richard  H.  Meissner.  NLD Omaha 

David  R.  Little.  M.D Hastings 

Stanley  F.  Nabity,  M.D Grand  Island 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Francis  D.  Donahue.  M.D..  Chairman Omaha 

R A.  Blatny.  M.D Fairbury 

Stuart  P.  Embur>\  MD Holdrege 

Joel  T.  Johnson,  M.D Kearney 

Bernard  L.  Kratochvil.  M.D Omaha 

Walter  J.  O' Donohue.  M.D Omaha 

Joseph  E.  Stitcher  .M.D Lincoln 

John  C.  Wilcox.  M.D Aurora 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy.  NI.D.,  Chairman Lincoln 

Robert  A.  Beer.  M.D Omaha 

David  L.  Bacon.  M.D Kearney 

Lawrence  C.  Bausch.  M.D Lincoln 

Stacey  Goodrich.  M.D Tecumseh 

Charles  Gregorius.  M.D Lincoln 

Richard  M.  Tempero.  M.D Omaha 

Donald  E.  Waltemath.  M.D Lincoln 

Anthony  J.  Yonkers,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Kenton  L.  Shaffer.  M.D..  Chairman Kearney 

Chris  C.  Caudill.  M.D Lincoln 

Carl  J.  Cornelius.  Jr,  MD Sidney 

F.  William  Karrer  M.D Omaha 

M.  Jack  Mathews.  M.D Lincoln 

Harr>’  W.  McFadden,  M.D Omaha 

Merton  A.  Quaife.  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Kenton  L.  Shaffer  M.D..  Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  At  Adam.  M.D Hastings 

Eme.st  K.  Bussinger  MD Scottsbluff 

James  H.  Elston.  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gar>'  D.  Milius.  M.D Lincoln 

James  M.  Plate.  .M.D Kimball 

William  L.  Rumbolz.  M.D Omaha 

Carl  V.  Smith.  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch.  M.D Lincoln 

Kenneth  Johnson.  M.D McCook 

Robert  M.  Nelson.  MD Omaha 

Tom  F.  Tonniges.  M.D Hastings 

Gregg  F.  Wright,  MD Lincoln 

COMMITTEE  ON  HEALTH  PLANNING 

Carl  J.  Cornelius.  Jr.  MD..  Chairman Sidney 

Gordon  D.  Adams.  M.D Norfolk 

Lewiston  W.  Birkraana  M.D Lincoln 

James  S.  Carson.  M.D McCook 

Chris  C.  Caudill  M.D Lincoln 

Alien  D.  Dvorak.  MD Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.  M.D Beatrice 

Roger  D.  -Masoa  MD Omaha 

Donald  F.  Prince.  M.D Minden 

C.  Lee  Retelsdorf.  M.D Omaha 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer  M.D..  Chairman Omaha 

Gordon  D.  Adams,  .M.D Norfolk 

Joe  L.  AuchMoedy.  M.D Kearney 


Elvin  G.  Browa  M.D Hastings 

John  H.  Casey.  M.D Lincoln 

Daniel  R.  Cronk.  M.D Grand  Island 

Sushil  S.  Lacy,  MD Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Joseph  D.  Verdirame.  M.D Omaha 

AD-HOC  COMMITTEE  ON  LOW  LEVEL  RADIOACTIVE 
WASTE  DISPOSAL 

Merton  A.  Quaife.  MD..  Chairman Omaha 

Prentiss  M.  Dettmaa  M.D Lincoln 

.Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez- Cordero.  M.D Spencer 

Dennis  D.  Hatch.  M.D Superior 

David  J.  Hoelting.  M.D Pender 

Ernest  O.  Jones.  Ph-D Omaha 

Martin  R.  Lohff.  M.D Omaha 

W.  E.  Lundak.  MD Lincoln 

David  C.  McMaster.  M.D .Auburn 

William  H.  Northwall  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDIC  AID  SERVICES 

Chris  C.  Caudill  MD..  Chairman Lincoln 

Judith  .A  Butler.  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Vernon  F.  Ganvood.  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Roger  .A.  Jacobs,  M.D Seward 

Ronald  Klutman.  M.D Columbus 

Paul  F.  Meyer.  M.D .Aurora 

Dale  E,  Michels.  M.D Lincoln 

Harold  M.  Nordlund.  M.D York 

Samuel  H.  Perry.  IL  MD North  Platte 

Richard  B.  Svehla.  M.D Omaha 

Tom  F.  Tonniges,  M.D Hastings 

Wayne  K.  Weston.  M.D Lexington 

N'MA  PRO  0\T;R\TEW  COMMITTEE 

Gordon  J.  Hrnicek.  MD.,  Chairman Grand  Island 

David  L.  Bacon.  M.D Kearney 

.A  H.  Bergman.  M.D Fremont 

Tim  Biga.  M.D Norfolk 

Dennis  M.  Connolly.  .M.D Lincoln 

Wendell  L Fairbanks.  MD Alliance 

John  F.  Fitzgibbons,  M.D Omaha 

Glen  .A  Forney.  MD Scottsbluff 

C.  T.  Frerichs,  MD Beatrice 

John  C.  Grove.  MD O'Neill 

Richard  Jackson.  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  MD Omaha 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  THE  SOCIO-ECONOMIC 
ASPECTS  OF  HEALTH  CARE 

Harr>-  W.  .McFadden,  Jr..  MD.,  Chairman Omaha 

Vernon  F.  Garwood.  M.D Lincoln 

Allan  C.  Landers.  M.D Scottsbluff 

V.  William  Meyers,  M.D Omaha 

Stanley  F.  Nabity.  M.D Grand  Island 

Dwaine  J.  Peetz.  MD Neligh 

Richard  B.  Svehla.  M.D Omaha 

Stanley  M Truhlsen.  MD Omaha 

Hiram  R.  Walker,  M.D Ke'arnev 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman.  M.D..  Chairman Columbus 

Benjamin  R.  Gelber,  M.D.,  V’ice-Chairman Lincoln 

Dennis  Beavers,  M.D Omaha 

Judith  A.  Butler,  M.D Superior 

Melvin  A.  Churchill  M.D Lincoln 

James  H.  Dunlap.  MD Norfolk 

Donald  E.  Fischer,  M.D Scottsbluff 

Vernon  F.  Garwood.  M.D Lincoln 

.Michael  J.  Germer.  MD Lincoln 

Charles  Gregorius.  M.D Lincoln 

Susan  L.  Greenwald.  M.D Kearney 

Dennis  G.  O’Learv’,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  MD Lincoln 

Dwaine  J.  Peetz.  M.D Neligh 

Herbert  E.  Reese.  M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Blaine  Y.  Roffman.  M.D Omaha 

James  N.  Shreck.  MD North  Platte 

Richard  B.  Svehla,  MD Omaha 

Steven  R.  Thomas.  MD York 

Eileen  C.  Vautravers.  M.D Lincoln 
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Timothy  0.  Wahl.  M.D Omaha 

Peter  J.  Whitted.  M.D Omaha 

Susan  M.  Williams,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf.  M.D.,  Chairman Omaha 

Daniel  S.  Durrie,  M.D Omaha 

Joel  T.  Johnson.  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels.  M.D Lincoln 

Stanley  F.  Nabity.  M.D Orand  Island 

William  R.  Palmer.  M.D Omaha 

Charles  S.  Wilson.  M.D Lincoln 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap.  M.D.,  Chairman Norfolk 

David  L.  Bacon.  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

F.  M.  Gawecki,  M.D Papillion 

Dwaine  J.  Peetz.  M.D Neiigh 

Richard  M.  Pilsch.  Jr..  M.D Lincoln 

Herbert  E.  Reese.  M.D Lincoln 

Blaine  V.  Roffman.  M.D Omaha 

Larry  E.  Roffman,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D..  Chairman Omaha 

Ronald  L.  Asher.  M.D North  Platte 

Robert  L.  Bass,  M.D Elkhorn 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser.  M.D Omaha 

Charles  F.  Damico.  M.D Hastings 

Charles  A.  Dobry.  M.D Omaha 

Stacey  Goodrich.  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

Steffan  R.  Lacey,  M.D Norfolk 

William  E.  Lundak,  M.D Lincoln 

Richard  L.  O'Brien.  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott.  M.D Omaha 

Michael  J.  Sullivan,  M.D Aurora 

Jeffrey  Susman,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 

Robert  H.  Waldman,  M.D Omaha 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D..  Chairman Lincoln 

John  B,  Byrd.  M.D Neligh 

('harles  F.  Heider,  Jr..  M.D North  Platte 

Barney  B.  Rees.  M.D Omaha 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth.  MD Lincoln 

Steven  A.  Schwid,  M.D Omaha 

Jerry  K.  Seiler.  M.D Hastings 

William  A.  Shiffermiller,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Stephen  D.  'Forpy,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 


Russell  L.  Gorthey.  M.D..  Chairman Lincoln 

Warren  G.  Bosley.  M.D Grand  Island 

Glen  F.  Lau.  M.D Lincoln 

Richard  C.  Olney.  M.D Lincoln 

John  L.  Reed.  M.D Lincoln 

Stanley  M.  Truhlsen.  M.D Omaha 


AD-HOC  COMMITTEE  RE:  MEDICARE 


Paul  E.  Collicott.  M.D..  Chairman Lincoln 

Dwaine  J.  Peetz,  M.D..  Vice-Chairman Neligh 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

L.  Dwight  Cherry,  M.D Lincoln 

Thomas  M.  Connors,  M.D Omaha 

Loren  H.  Jacobsen.  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin.  M.D Ord 

Roger  P.  Massie.  M.D Plainview 

Donald  J.  Pavelka.  M.D Omaha 

Rudolf  Strnot,  Jr.,  M.D Lincoln 

Richard  B.  Svehla.  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensea  M.D.,  Chairman Lincoln 

Samuel  E.  Boon.  M.D Lincoln 

Jane  S.  Roccaforte.  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Philip  W.  Smith.  M.D Omaha 

Richard  B.  Svehla,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION  & 


ATHLETIC  MEDICINE 

Warren  G.  Bosley.  M.D.,  Chairman Grand  Island 

Patrick  E.  Clare.  M.D.,  Vice-Chairman Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Joseph  R.  Ellison.  M.D Omaha 

Richard  W.  Hammer.  M.D Lincoln 

Richard  E.  Jacksoa  M.D Pawnee  City 

Mark  R.  Jones,  M.D Lexington 

Stephen  J.  Lanspa,  M.D Omaha 

Morris  B.  Mellion,  M.D Omaha 

Paul  H.  Phillips,  M.D Scottsbluff 

Wesley  G.  Wilhelm.  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Easier.  M.D..  Chairman Lincoln 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow.  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Roger  P.  Massie.  M.D Plainview 

Donald  E.  Matthews.  M.D Lincoln 

Harlan  C.  Shriner.  Jr.,  M.D Lincoln 

F.  Thomas  Waring.  M.D Fremont 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kirk  Muffly,  M.D.,  Chairman Omaha 

J.  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  Eilts,  M.D Omaha 

Jim  Fosnaugh,  M.D Lincoln 

L.  D.  Helmick,  M.D Kearney 

David  J.  Hilger,  M.D Lincoln 

Jeffery  Itkin,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  Langdon,  Jr.,  M.D Omaha 

Michael  J.  McGahan,  M.D West  Point 

Kevin  Nohner,  M.D Omaha 

Timothy  O’Holleran,  M.D North  Platte 

Roselyn  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Kay  M.  Shilling,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Jeff  Susman.  M.D Omaha 

Mike  Sullivan,  M.D Aurora 

Keith  Vrbicky.  M.D Norfolk 

Mohammed  K.  Zahra,  M.D Norfolk 


NMA/UNCM  COORDINATING  COMMITTEE 
(NMA  Representatives) 


Gordan  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Timothy  O.  Wahl,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl.  M.D.,  Chairman Omaha 

Mrs.  Gordon  Bainbridge Grand  Island 

Mrs.  William  Becker Norfolk 

Mrs.  Richard  Bergstrom Fremont 

John  I.  Cherry,  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 
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ADVICE  TO  ACTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D..  Neurological  Surgen.-  2221  So.  IVth  St.. 
Suite  .310.  Lincoln.  NE  68502.  The  manuscript  should  be  typewritten, 
double-spaced,  on  8 '2  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4.000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2.000  words  and  approximately  20  references. 

•Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

•Always  send  a covering  letter  or  letter  of  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author.  A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  street  address,  city,  state,  and  zip  code. 

Summaiy  for  article:  all  major  scientific  articles  should  be  accompanied  by 
a summaiy'  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the  article 
and  should  be  typed  double-spaced.  .Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  .Journal  references  should 
include  authors'  names  and  initials,  title  of  article,  abbreviated  name  of 
•Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8".4  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send 
original  artwork.  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and  claims 
expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company. 
Inc..  P.O.  Box  278,  Norfolk.  Nebraska  68702-0278. 
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Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  .An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASK.A  .MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 


SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.D.,  P.C.,  807  North 
Ash,  Gordon,  Nebraska  69343. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McCormick,  President,  Allen  McCormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  55435,  612-835-5123. 

DES  MOINES  IOWA:  Multispecialty,  P.C.  has 
immediate  need  for  BC/BE  physicians  in  the 
following  specialties:  tamily/ general  practice, 
oncology,  dermatology,  internal  medicine  and 
OB/GYN.  Initial  financial  package  with  start-up 
assistance,  coverage  and  free  lease-space  is 
available.  Located  in  metro-area  of  400,000 
great  schools,  diverse  cultural  activities,  college/ 
professional  sports.  Interested  physicians  reply 
to  Box  039,  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 


REGIONAL  ORTHOPEDIC  PRACTICES: 
Lucrative  orthopaedic  practices  available  with 
several  midwestern  regional  medical  centers. 
Unique  opportunities  with  highly  competitive 
start  up  compensation  packages  which  include 
income  guarantees,  paid  malpractice  and  moving 
allowance  along  with  additional  desirable  benefits. 
These  are  modern  facilities  with  excellent  peer 
association  and  up  to  date  surgical  equipment. 
Several  locations  available!  Call  Gwyneth 
Anderson  at  800-221-4762  or  write  to  E.C.  Todd 
Associates,  535  Fifth  Avenue,  Suite  1100,  New 
York,  NY  10017. 


OPPORTUNITY  TO  JOIN  TWO-MAN  FAMILY 
PRACTICE  CLINIC:  Well  established,  financially 
secure.  Looking  for  one  or  two  physicians.  Must 
be  board  certified.  Offering  excellent  benefit 
package,  P.A.,  shared  call,  company  car,  com- 
petitive salary  with  first  year  guarantee,  option 
to  buy  in.  Have  satellite  clinic  in  designated 
shortage  area.  Please  contact:  Dennis  Dieckman, 
1408  - 5th  St.,  Aurora,  NE  68818.  Phone  402- 
694-3191. 


FAMILY  PRACTICE:  BE/BC  Familv  Practitioners 
to  join  6 physician  FP  Department  in  a long 
established  progressive  multispecialty  group 
practice  in  Southwestern  Iowa.  Support  of  10 
associated  or  affiliated  surgical  and  medical 
specialties,  yet  free  to  practice  full  range  of 
family  medicine.  Enjoy  an  outstanding  medium 
sized  community  quality  of  life  within  minutes 
of  Omaha.  Guaranteed  first  year  salary,  plus 
incentive  with  full  range  of  benefits.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs, 
Iowa  51503  or  call  collect  712-328-1801. 

FAMILY  PRACTICE:  BE/BC  Family  Practitioners 
to  join  our  busy  office  in  Glenwood,  Iowa.  Share 
call  and  receive  support  of  the  long  established 
progressive  Cogley  Medical  Associates,  P.  C. 
multispecialty  group  practice  located  in  South- 
western Iowa.  Glenwood  is  a community  of 
6,000  located  just  20  miles  south  of  Council 
Bluffs.  Great  community,  good  schools  yet 
close  to  metro  area.  Guaranteed  first  year  salary, 
plus  incentive  and  full  range  of  benefits.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs, 
Iowa  51503  or  call  collect  712-328-1801. 

RADIOLOGIST  FOR  MIDWEST:  Progressive 
hospital  in  Kansas  with  CT  SCAN,  mobile 
ultrasound  and  mammography  seeks  radiologist. 
Income  guarantee  provided.  Projected  revenues 
exceed  $200,000.  All  insurances  paid.  One  hour 
from  two  cities  with  both  offering  cultural  and 
educational  amenities.  Call  Gwyneth  Anderson 
at  800-221-4762.  E.C.  Todd  Associates,  535 
Fifth  Avenue,  Suite  1 1 00,  New  York,  NY  1 001 7. 


INTERNIST  FOR  NEBRASKA:  A growing  med- 
ical center  in  Nebraska  seeks  an  internist  to 
compliment  a group  of  highly  qualified  peers. 
Modern,  progressive  hospital  will  purchase 
equipment  as  needed.  Competitive  compen- 
sation package  includes  malpractice.  Regional 
community  for  recreation,  culture  and  shopping. 
Call  Gwyneth  Anderson  at  800-221-4762.  E.C. 
Todd  Associates,  535  Fifth  Avenue,  Suite  1100, 
New  York,  NY  10017. 
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SOUTHWESTERN  IOWA:  Small,  progressive 
hospital,  in  Southwestern  Iowa,  seeking  third 
family  practice  physician.  First-year  minimum 
income  guarantee  $70,000,  plus  benefits. 
Omaha,  Nebraska  within  hours'  drive.  Specialists 
from  Omaha  provide  clinics/backup.  Call  Wanda 
Parker,  (800)  221-4762,  or  collect  (212)  599-6200. 
E.G.  Todd  Associates,  535  Fifth  Avenue,  Suite 
1100,  New  York,  NY  10017. 

SMALL  HOSPITAL  Small  hospital,  45  minutes 
west  of  Minneapolis,  has  noted  geriatric  program. 
First-year  minimum  salary  of  $50,000,  plus  37% 
adjusted  revenues,  4 weeks'  vacation,  2 weeks' 
CME,  401  (K)  pension  plan,  malpractice.  Lakeside 
community.  Call:  Wanda  Parker  at  (800)  221-4762 
or  collect  (212)  599-6200. 

ORTHOPEDIC  LIBRARY:  1 JBJS  American  and 
British,  1953-88  inclusive.  2.  Clinical  Orthopedics 
- Vol.  51-220  3.  Orthopedic  Clinics  of  North 
America,  1970-89.  If  interested,  please  call 
712-227-7686. 

IOWA-  PEDIATRICIAN:  To  join  busy  Pediatric 
Department  in  young  progressive  multispecialty 
group.  Enjoy  outstanding,  progressive  medium 
sized  community  quality  of  life  within  minutes 
of  downtown  Omaha.  Competitive  guaranteed 
salary  and  fringe  benefits,  plus  incentives  with 
full  corporate  membership  after  one  year. 
Contact  Richard  Lehigh,  Administrator,  Cogley 
Medical  Associates,  P.C.,  Council  Bluffs,  Iowa 
51501.  (712)  328-1801. 

PSYCHIATRIST  FOR  ROCKY  MOUNTAIN  CITY: 
An  impressive  Rocky  Mountain  community  in 
Montana  seeks  psychiatrist  for  well-managed 
mental  health  clinic.  Opportunity  to  succeed 
with  the  present  medical  director  exists  within 
the  next  2-3  years.  Position  includes  both 
patient  care  and  program  development.  Com- 
munity population  is  over  80,000  with  two 
modern  hospitals.  Liberal  financial  package 
offered.  For  more  information  call:  Gwyneth 
Anderson,  (800)  221-4762,  or  write  to:  E.G. 
Todd  Associates,  535  Fifth  Avenue,  Suite  1100, 
New  York,  NE  10017. 

FOR  SALE:  Lary  family  practice  in  county  seat 
town  in  Western  Nebraska.  Modern  office, 
hospital  and  nursing  home.  Gross  over  300 K.  No 
blue  sky,  financing  available.  (308)  352-4711 
days  or  (308)  352-4862  evenings. 

KANSAS/MISSOURI:  Excellent  full-time  and 
part-time  opportunities  in  emergency  medicine 
for  primary  care  and  ABEM  Certified  and 
prepared  physicians.  Facilities  from  3,000-20,000 
patient  visits  per  year.  Big  city  amenities  with 
good  quality  of  life.  Contact  Emergency  Medical 
Services,  3101  Broadway,  Suite  1000,  Kansas 
City,  Missouri  64111,  (800)  821-5147. 

NATIONWIDE  PRACTICE  OPPORTUNITIES: 
All  specialties.  Fees  paid  by  clients.  Call:  Wanda 
Parker,  E.G.  Todd  Associates,  Inc.,  535  Fifth 
Avenue,  Suite  1100,  New  York,  NY  10017, 
800-221-4762,  or  212-599-6200. 


LIVE  AMONG  THE  REDWOODS:  Successful 
surgeon  seeks  partner  for  busy  general  and 
vascular  surgery  practice  on  northern  California 
coastline.  85-bed  hospital  supportive  of  practice 
— will  provide  guarantee  and  malpractice.  Call 
Gwyneth  Anderson  for  more  details  about  this 
ideal  opportunity  at  300-221-4762,  or  collect 
212-599-6200.  E.  G.  Todd  Associates,  535  Fifth 
Avenue,  Suite  1100,  New  York,  NY  10017. 

WANTED:  Lincoln  Regional  Center  is  seeking 
a physician  for  general  medical  coverage  of 
patient  health  services  and  employee  health 
services.  House  could  range  from  half-time  (20 
hours  per  week)  up  to  full  time  depending  on 
range  of  responsibilities  assumed.  Excellent 
benefits  package.  Salary  negotiable.  Contact: 
Charles  Richardson,  M.D.,  Clinical  Director, 
Telephone  (402)  471-4444. 

ESTABLISHED:  Established  rapidly  growing  20 
M.D.  multi-specialty  group  in  historic  Mid-West 
city  seeks  additional  family  physician,  IM/gastro, 
OB  and  orthopod.  Signing  bonus,  outstanding 
income  potential,  low  buy-in,  lovely  life  style. 
Triple  A school  system,  four  year  college,  and 
many  recreational  activities.  Contact,  in  con- 
fidence, Cheryl  Broderick,  (508)  688-9063 
(Collect).  E.G.  Todd  is  a phvsician  search  firm 
with  opportunities  nationwide  in  all  specialties. 
Ail  inquiries  confidential.  Fees  paid  by  clients, 
not  physician  candidates. 
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“We’ve  built  a reputation 
on  exceeding  your 
expectations.” 


You  expect  the  best  medical  liability  insurance  available 
anywhere.  You  want  a financially  stable  company  to  protect 
your  assets. 

With  more  than  SlO  billion  in  assets,  The  St.  Paul  has  the  financial 
resources  that  guarantee  today  the  financial  security  and 
protection  you  need  tomorrow. 

You  can  purchase  limits  up  to  SlO  million  from  The  St.  Paul, 
choose  a deductible  that  fits  your  individual  needs, 
include  employees  as  additional  insureds  and  buy 
shared  limits  for  your  group  practice. 

And,  you  can  depend  on  The  St.  Paul.  We’ve  been 
insuring  physicians  in  Nebraska  continuously  for 
nearly  50  years.  In  addition,  we’ve  been  the  endorsed 
carrier  for  the  Nebraska  Medical  Association  for 
nearly  20  years.  Today,  about  three- fourths  of  the 
physicians  m Nebraska  insure  their  future  with  us. 

Exceed  your  expectations  and  select  one  of  the 
nation's  leading  and  most  experienced  medical 
liability  insurers. 

Select  The  St.  Paul  for  all  your  insurance  needs 
including  professional  liability  coverage,  office 
liability,  property,  excess  and  more. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  me,  Robert  Slaughter,  Vice 
President  and  General  Manager  of  The 
St.  Paul’s  Omaha  Service  Center  at 
(402)  330-5400  or 
1-800-642-8430. 


IStftuI 


the  new  YORK  ACADEMY  OF  MED 
LIBRARY  PERIODICALS  DEPT 
2 EAST  103RD  ST. 


It’s  never  been  more  important  to  specify  ‘Dyazide’.* 
Because  that’s  the  only  way  you  can  be  sure  your 
patients  will  receive  ‘Dyazide’  quality...  the  quality  that 
physicians  and  their  patients  have  trusted  for  25  years. 

‘Dyazide’— prescribe  it  with  confidence,  prescribe 
it  by  name.  Specify,  “Dispense  as  Written.”  Ask  your 
patients  to  make  sure  that’s  what  they  receive  when 
they  present  your  prescription. 

*There  is  no  bioequivalent  generic  substitute  for  ‘Dyazide’. 


tmZIDE 

25  mg  t1ydrochlorothiazide/50  mg  Triamterene/5KF 


It’s  never  been  more  important. 


The  unique  red  and  white  Dyazide®  capsule: 
Your  assurance  of  SK&F  quality. 


a product  of 

SK&F  LAB  CO. 

Cidra,  RR.  00639  © sk&f  Lab  co.,  loso 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF 

HEALTH  PROFESSIONS 


402-551-0928 


Not  every  hospital 
lives  UD  to  the 


open-heart  suigery 


Saintjoseph  surpasses  it 

llic  American  College  of  Surgeons  recommeiids  e^qxrienec  relates  to  resailts. 
that  surgical  teams  and  hospitals  perform  at  least  150  open-  Vtien  you  admit  or  refer  patients  for  heart  care, 

heart  operatioas  each  t ear.  Saint  Joseph  Hospital  (ireighton  know  hotv  man\-  open-heart  sui^eries  a hospital  performs. 
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You  expect  the  best  medical  liability  insurance  available 
anywhere.  You  want  a financially  stable  company  to  protect 
your  assets. 

With  more  than  SlO  billion  in  assets,  The  St.  Paul  has  the  financial 
resources  that  guarantee  today  the  financial  security  and 
protection  you  need  tomorrow. 

You  can  purchase  limits  up  to  SlO  million  from  The  St.  Paul, 
choose  a deductible  that  fits  your  individual  needs, 
include  employees  as  additional  insureds  and  buy 
shared  limits  for  your  group  practice. 

And,  you  can  depend  on  The  St.  Paul.  We’ve  been 
insuring  physicians  in  Nebraska  continuously  for 
nearly  50  years.  In  addition,  we’ve  been  the  endorsed 
carrier  for  the  Nebraska  Medical  Association  for 
nearly  20  years.  Today,  about  three- fourths  of  the 
physicians  in  Nebraska  insure  their  future  with  us. 

Exceed  your  expectations  and  select  one  of  the 
nation’s  leading  and  most  experienced  medical 
liability  insurers. 

Select  The  St.  Paul  for  all  your  insurance  needs 
including  professional  liability  coverage,  office 
liability,  property,  excess  and  more. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  me,  Robert  Slaughter,  Vice 
President  and  General  Manager  of  The 
St.  Paul’s  Omaha  Service  Center  at 
(402) 330-5400  or 
1-800-642-8430. 
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“We’ve  built  a reputation 
on  exceeding  your 
expectations.” 
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ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING 


LINCOLN,  NEBRASKA  68508 


(402)  474-4472 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Oui 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 


The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 


We  hope  that  you  will  take  advantage  of  this  offer  that  provides  extended  benefits  to 
you.  Simply  complete  the  brief  application  on  the  reverse  side  of  this  letter 
and  return  to  FirsTier  Bank,  National  Association,  Omaha, 

Nebraska. 


Sincerely, 


Richard  A.  Ray 
Nebraska  Medic 


M.D,  President 
Association 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101 
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The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  added 
benefits  package  designed  specifically  to  meet  our  members'  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 18%  A.P.R. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit  lii 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/sto 

PLUS,  a special  credit  card  protection  package. 


I I Complete  this  fomi  and  return.  EH  INDIVIDUAL  EH  JOINT 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


Last  Name  iPlease  Pnnt) 

First  Name 

Initial 

Social  Security  No 

Date  of  Birth 

Telephone  No. 
1 ) 

Slreel  .Address 

Citv 

State 

Zip 

Present  Employer 

Yrs 

Mo  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

you  do  not  choose  to  have  it  considered  b>  us  as  a basis  for  repayment 

Bank  vktih  Checking  Cii>  Account  No  Bank  w ith  Savings  Cits  Account  No 


CO- APPLICANT  (IF  JOINT  ACCOUNT) 


Lasi  Name  iPlease  Print) 


Social  Secunts  No 


Date  of  Birth 


Present  Employer 


Business  .Address.  Cits.  State 


Business  Telephone 


Position 

Yrs  Mo 

Mo  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 

Source  of  Other  Income 

Amount 

/ 

if  you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment 

TRANSFER  CURRENT  BALANCE 


Please  transfer  m>  current  bank  credit  card  balance  to  m\  FirsTier  VISA 

VISA  Account  Number  - - Bank Balance 

MasterCard  Account  Number  Bank , Balance 


TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

Eseryihing  that  I have  staled  in  this  application  is  correct  to  the  best  of  my  knowledge  I understand  that  you  will  retain  this  application  whether  or  not  it  is  approved  You  are  authorized  to  check  my  credit  and  employn 
history  and  to  answer  questions  about  your  credit  experience  with  me. 

I understand  that  if  my  application  is  approved.  1 will  be  bound  by  all  the  terms  and  conditions  of  the  VISA  Agreement  that  will  be  sent  to  me  by  mail  Any  use  of  my  VISA  will  be  an  acceptance  of  the  VISA  Agreemi 
and  all  its  terms  and  conditions 


Applicant's  Signature 
507 


AC 


Co-Applicant  Signature 
CS 


char(;es 


Annual  Percentage  Rate  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  have  25  days  from  the  billing  cycle 
closing  date  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  $20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec.  1989. 
when  It  was  printed.  This  information  may  change  after  the  printing  dale. 

To  find  out  what  may  have  changed,  call  us  at  1-800-432-3209.  Or.  write  to  us  at  FirsTier  Bank  Credi 
Card  Center.  PO.  Box  7.  Omaha.  NE  68101-9972. 


Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minima!  potentia!  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,' 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^-^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

7.  USP  D!  Update.  September/ October  1988.  p 120 
2.  Br  J Chn  Pharmacol  1985:20  710-713. 

3 Data  on  file.  Lilly  Research  Laboratories. 

4.  Scand  J Gastroenterol  1987:22(suppl  136/  61-70. 

5.  Am  J Gastroenterol  1989:84:769-774. 


ID* 

Idlne  capsules 

Summary.  Consult  the  package  literature  for  complete 
nation. 

ations  and  Usage:  Active  duodenal  ulcer-toi  up  to  eight  weeks 
itmenl  Most  patients  heal  within  four  weeks. 

Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a 
5d  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
iger  than  one  year  are  not  known. 

'aindicatlon:  Known  hypersensitivity  to  the  drug.  Use  with  cauhon 
lents  with  hypersensihvity  to  other  H;-receptor  antagonists, 
autions:  General- 1.  Symptomahc  response  to  nizatidine  therapy 
lot  preclude  the  presence  of  gastric  malignancy. 

Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
insufficiency. 

In  pahents  with  normal  renal  function  and  uncomplicated  hepahc 
ichon,  the  disposition  of  nizahdine  iS  similar  to  that  in  normal 
ds. 

toratory  Tests -False-posihve  tests  for  urobilinogen  with  Mulhshx" 
iccur  dunng  therapy. 

ig  Interactions -Uo  interachons  have  been  observed  with  theophyl- 
hlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
chons  mediated  by  inhibihon  of  hepahc  metabolism  are  not  expected 
:ur.  In  pahents  given  very  high  doses  (3.900  mg)  of  aspirin  daily, 
ised  serum  salicylate  levels  were  seen  when  nizahdine.  150  mg 
was  administered  concurrenhy, 

rcinogenesis.  Mutagenesis.  Impairment  of  Fertility- A two-year  oral 
logemcity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
I 80  hmes  the  recommended  daily  therapeuhc  dose)  showed  no 
ice  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
ensity  of  enterochromathn-like  (ECL)  cells  in  the  gastnc  oxynhc 
isa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
logenic  effect  in  male  mice,  although  hyperplashc  nodules  of  the 
were  increased  in  the  high-dose  males  as  compared  with  placebo, 
le  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
> the  human  dose)  showed  marginally  statistically  significant 
ises  in  hepahc  carcinoma  and  hepahc  nodular  hyperplasia  with  no 
ncal  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
ic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
jl  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
icessive  (30%)  weight  decrement  as  compared  with  concurrent 
ils  and  evidence  of  mild  liver  injury  (transaminase  elevahons).  The 
rence  of  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potenhal  for  /\xid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genehc  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberrahon  tests,  and  a micronucleus  test 

In  a two-generahon,  perinatal  and  postnatal  ferhiity  study  in  rats,  doses 
of  nizahdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproduchve  performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duchon  studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  hmes  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect  but  at  a dose 
equivalent  to  300  hmes  the  human  dose,  treated  rabbits  had  aborhons, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administrahon  to  pregnant  New  Zealand  White  rabbits,  nizahdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctahon  of  the  aorhc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizahdine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduchon  capacity.  Nizahdine  should  be  used  dunng 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proporhon  to  plasma 
concentrahons.  Because  of  growth  depression  in  pups  reared  by  treated 
lactahng  rats,  a decision  should  be  made  whether  to  disconhnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  (/se-Safety  and  effechveness  in  children  have  not  been 
established. 

Use  in  Bderty  RaPenfs- Healing  rates  in  elderly  pahents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalihes.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funchon. 

Adverse  Reactions:  Clinical  tnals  of  varying  durahons  included  almost 
5,000  pahents.  Among  the  more  common  adverse  events  in  domeshc 
placebo-controlled  trials  of  over  1,900  nizahdine  pahents  and  over  1,300 
on  placebo,  sweahng  (1%  vs  O.W).  urhcana  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizahdine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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HepaPc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizahdine  occurred  in  some 
pahents.  In  some  cases,  there  was  marked  elevahon  (>500  lU/L)  in  SCOT 
or  SGPT  and,  m a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevahons  of  up  to  three  hmes 
the  upper  limit  of  normal,  however,  did  not  significanhy  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalihes  were  reversible  after  disconhnuation  of  Axid. 

Cardiovascular -in  clinical  pharmacoingy  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS-Rare  cases  of  reversible  mental  contusion  have  been  reported. 

Endocrine-Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pahents  on  nizahdine  and  those  on  placebo.  Gynecomasha  has  been 
reported  rarely. 

Hematologic-Eatat  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  H;-receptor  antagonist  This  pahent 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

thtegumenta! -Svreatmg  and  urticaria  were  reported  significantly 
more  frequently  in  nizahdine-  than  in  placebo-heated  pahents.  Rash  and 
exfoliahve  dermahhs  were  also  reported. 

Hypersensitivity -As  with  other  H^-receptor  antagonists,  tare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensihvity  among  this  class  has  been  observed.  Hj-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensihvity to  these  agents.  Rare  episodes  of  hypersensihvity  reachons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia.  fever,  and  nausea  related  to  nizahdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  achvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  [091289] 

Additional  inlormation  available  to  the  professioh  on  reguest 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 

NZ-2924-B-049310  6 1990.  EU  ULLY  AND  COMPANY 
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EMERGENCY  DEPARTMENT 
HOSPITAL  OPPORTUNITIES  — NEBRASKA 


Spectrum  Emergency  Care  has  full-time  positions,  including  a 
directorship,  available  at  select  client  hospitals  in  Nebraska. 

Hastings.  HE:  Emergency  department  director  and  staff 
physicians  sought  for  190-bed  hospital  serving  50,000. 
Annual  ED  volume  of  8,000. 

Beatrice,  HE:  Opportunity  available  for  in-hospital  Family 
Practitioner/General  Practitioner.  Coverage  is  Monday 
through  Thursday,  2 pm  - 11  pm,  and  Friday,  noon  through 
7 pm. 

Part-time  emergency  department  opportunities  are  also 
available  in  Beatrice,  Columbus,  and  McCook,  Nebraska. 


As  an  independent  contractor  physician  with  Spectrum,  you 
are  offered:  A competitive  hourly  rate  of  reimbursement  high- 
limit  occurrence  based  malpractice  insurance  coverage,  an 
allowance  for  CME,  professional  dues  and  relocation  expenses 
(if  necessary)  and  directors  also  receive  an  annual  administra- 
tive stipend  and  are  offered  health  benefits,  and,  after  12 
months,  participation  in  a 40 IK  plan. 

For  Complete  information  contact 

Marlene  Milner 

(for  full-time  positions) 

Mary  Blackhall 

(for  part-time  positions) 


aRa 

services 


1 -800-288-8044 

SPECTRUM  EMERGENCY  CARE,  Inc, 


1 1 55  Kelly  Johnson  Blvd.,  Suite  305  Colorado  Springs,  CO  80920 


America's  Hometown  Air  Force. 
The  Air  Guard. 


As  a physician  in  the  Air  Guard 
you  are  in  for  considerably  more 
than  youi'  eveiyday  medical  practice. 

For  one  thing,  you  could  find  yourself  solving 
medical  problems  you  have  never  even  thought 
about.  Paiticularly  if  you  are  one  of  the  adven- 
turous souls  who  wish  to  seiwe  the  Air  Guai'd  as  a 
Flight  Surgeon. 

How  To  Join  Us. 


CALL  SMSGT  LARRY  BROOKS  AT  (402)  473-1145 
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Senior  Patient  is  the 
readable  journal  that  helps 
me  with  the  frustrating 
problems  of  older  patients. 

Be  sure  to  read  every 
issue  from  cover  to  cover. 


SENIOR 


PATIENT 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine  s peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulabng  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  It;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.' 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' ^ ^ i tablet  (5.4  mg)  3 bmes  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks  . 3 
How  Applied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000  s NDC 
53159-001-10. 

References: 

1.  A,  Morales  et  al..  New  England  Journal  of  Medi- 
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3.  Weekly  Urological  Clinical  letter,  27:2,  July  4. 

1983. 

4.  A.  Morales  etal  .TheJoumal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


ORGANIZATIONS,  NATIONAL 

.American  .Academy  of  Family  Physicians 
8880  Ward  Parkway  Kansas  City.  AIO  64114 

American  .Academy  of  Pediatrics 
James  E.  Strain,  M.D..  Executive  Director 
141  Northwest  Point  Road.  P.O.  Box  927 
Elk  Grove  Village.  IL  60009-0927 

American  Academy  of  Physician  .Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  Washington  Street 
■Alexandria.  V.A  22314 

.American  .Academy  of  Ophthalmology 
Robert  D.  Reinecbe.  M.D..  President 
655  Beach  Street,  P.O.  Box  7424 
San  Francisco.  C.A  94120-7424 

American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr..  Ph.D..  Executive  Director 
Box  619911.  Dallas,  TX  75261-9911 

American  College  of  Legal  Medicine 
Mr.  Thomas  W.  Teal  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen.  PA  19002 

.American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D..  Executive  Director 
409  - 12  th  Street.  S.W. 

Washingtoa  D.C.  20024-2188 

.American  College  of  Physicians 
John  R.  Ball  M.D..  J.D..  F..A.C.P.,  Exec.  Vice  President 
Independence  Mall  West,  6th  St.  at  Race 
Philadelphia,  P.A  19106-1572 

American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive.  Reston.  V.A  22091 

American  College  of  Surgeons 
Paul  .A  Ebert.  M.D..  Director 
55  East  Erie  St..  Chicago,  IL  60611 

American  Diabetes  .Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  .Alexandria.  VA  22314 

American  Heart  .Association  National  Center 
Mr.  Dudley  Hafner.  Exec.  Vice  President 
7320  Greenville  .Ave..  Dallas.  TX  75231 

American  Hospital  .Association 

Carol  M.  McCarthy.  Ph.D„  J.D..  President 

840  North  Lake  Shore  Dr..  Chicago,  IL  60611 

American  Medical  .Association 

James  H.  Sammons.  M.D..  Exec.  Vice  President 

535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 
Mr.  Glenn  W.  Johnson.  Executive  Director 
515  Busse  Hwy.,  Park  Ridge.  IL  60068 

American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich.  M.D..  Chief  Executive 
2100  W.  Harrison  St.,  Chicago.  IL  60612 

.American  Society  of  Internal  Medicine 

Joseph  F.  Boyle.  .M.D.,  Exec.  Vice  President 

1101  Vermont  N'.W..  Ste.  500.  Washington,  D.C.  20005 

.American  Urological  Society 

Mr.  G.  James  Gallagher,  Executive  Director 

1120  No.  Charles  St..  Baltimore.  MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke.  C..A.E..  President 

1314  Spring  St..  N.W..  .Atlanta.  G.A  30309 

International  College  of  Surgeons 

F.C.  OttatL  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr..  Chicago.  IL  60610 

.Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Secretaiy 
P.O.  Box  21373.  Wichita  KS  67208 
National  Rehabilitation  .Association 
633  S.  Washington  St.  .Alexandria.  V.A  22314 

Radiological  Society  of  North  America 
E.  Robert  Heitzmaa  M.D..  Pre.sident 
1415  W.  22nd  St,.  Oak  Brook,  IL  60521 
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cominwro 


Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  healthcare  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Kurt  K.  Koch 


Turn  to  the  following  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


Your  Roche  Representative 
Would  Like  You  To  Have 
Something  That  Will... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice,  including  the  WHAT  IF  Book  in  large  type. 


ROCHE 

ME 

MEDICATION 

EDUCATON 


Working  today  for  a healthier  tomorrow 


Plan  on  attending  the 
INAUGURAL  BANQUET 

The  installation  of  Paul  E.  Collicott,  M.D.  as  President  of  the 
Nebraska  Medical  Association. 

All  physicians  and  spouses  are  cordially  invited  to  attend. 
Following  the  dinner  and  ceremony,  enjoy  the  musical  comedy 
of  the  Gay  90's  Quartet. 

April  28,  1990 


The  Gay  90's  Quartet  is  based  in  Montevideo,  Minnesota  and 
has  been  performing  for  over  40  years.  Currently  boasting  a 
physician  member,  the  group  has  appeared  over  5,000  times 
across  the  country  and  made  two  USO  Hospital  tours  in  the  Far  East 

WARNING:  These  men  are  armed  with  a rocking  melodian  and 
are  dangerously  funny! 


CLARKSON  MEDICAL 
LECTURE  SERIES 


FOCUS  ON  WOUND  CARE 

Friday,  May  11, 1990  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m.  Omaha,  Nebraska 

Featured  speakers  include: 

I.  Kelman  Cohen,  M.D.  Robert  W.  Gillespie,  M.D.  Jon  T.  Mader,  M.D. 

Topics  include: 

Focus  on  Acute  Wounds 

• Physiology  of  Wound  Flealing 

• Emergency  Principles  of  Burn  Management 

• Dermatologic  Emergencies 

• Antibiotic  Choices  in  Bite  Wounds 

• Emergency  Management  of  Acute  Wounds 

• Acute  Life  Threatening  Wound  Infections 

Lecture  Series  courtesy  of  Clarkson  Hospital  Medical/Dental  Staff 

For  more  information  call  402-559-2370 


Focus  on  Chronic  Wounds 

• James  A.  Canedy  Lecture:  Pathophysiology 

of  Chronic/Refractory  Wounds 

• Chronic  Osteomyelitis/Osteoradionecrosis 

• Hands  on  Chronic  Wound  Management 

• On  The  Horizon  in  Wound  Care 
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1990  NMA  ANNUAL  SESSION 

April  26  - April  29,  1990 
Marriott  Hotel,  Omaha,  Nebraska 

Scientific  and  Socio-Economic  Sessions 


THURSDAY,  APRIL  26 
Nebraska  Perinatal  Organization/NAACOG 

This  session  is  designed  to  keep  individuals  interested  in  perinatal  health  updated  on  recent 
advances  and  practices.  The  afternoon  program  will  be  geared  particularly  to  physicians. 


FRIDAY,  APRIL  27 

Nebraska  Medical  Association  Ad-Hoc  Committee  on 
Low  Level  Radioactive  Waste  Disposal 

This  program  is  designed  to  provide  an  overview  and  perspective  on  health  related  issues  and  the 
disposal  of  low  level  radioactive  waste.  A nationally-known  faculty  will  examine  the  risks,  the 
realities  and  the  resolution  of  conflicting  concepts. 

American  Diabetes  Association,  Nebraska  Affiliate 

This  course  is  designed  to  provide  up-to-date  and  comprehensive  information  about  diabetes  and 
its  treatment.  The  focus  will  be  Type  II  diabetes  with  elements  of  Type  I and  gestational  diabetes 
included. 


SATURDAY,  APRIL  28 

Nebraska  Medical  Association  Commission  on  Medical  Education 

This  program,  designed  for  current  and  prospective  sponsors  of  CME,  will  provide  the  information 
necessary  for  obtaining  and  maintaining  the  status  of  an  accredited  provider  of  continuing 
medical  education.  Future  trends  in  continuing  medical  education  will  also  be  explored. 

Nebraska  Society  of  Anesthesiologists 

“The  Effects  of  Cost  Containment  on  the  Delivery  of  Health  Care,  Part  II”  will  explore  the  view 
points  of  the  Congress,  the  insurance  industry,  the  AARP,  the  hospital  industry  and  the  physician. 
A luncheon  will  feature  Iowa  Congressman  Tom  Tauke,  Chairman  of  the  Rural  Health  Care 
Coalition  and  a strong  supporter  of  medicine. 

Nebraska  Society  of  Internal  Medicine 

A panel  of  nationally-known  experts  will  address  the  subject  of  rural  health  care.  Topics  will 
include  attitudes  toward,  quality  and  assessment  of,  and  the  future  of  rural  health  care  in  the  U.S. 

Nebraska  Academy  of  Ophthalmology 

This  program  will  provide  an  update  on  surface  immunology  and  the  irritiated  eye. 

American  Heart  Association,  Nebraska  Affiliate 

This  course  is  designed  to  provide  physicians  with  a comprehensive  overview  of  new 
technologies  available  in  Nebraska  in  the  diagnosis  and  treatment  of  patients  with  cardiovascular 
disease.  Topics  include  positron  emission  tomography,  transesophageal  echocardiography  and 
implantable  defibrillators. 

Nebraska  Chapter,  American  College  of  Emergency  Physicians 

The  course  is  designed  to  familiarize  practicing  physicians  with  the  use  of  the  Mid  Plains  Poison 
Center  as  a resource  and  to  deal  with  several  common  poisonings  that  are  dealt  with  on  a daily 
basis. 


Plan  Now  to  Attend 


0^ Check  Out  The  Services 
Your  NMA  Membership  Offers 

Special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 


NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

ffl^NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 

NMA  VISA  Card  Program.  — Review  the  benefits. 


[^Accounts  Collection  Service  offered  by  Bartling  and  Hinkle,  P.C., 
attorneys-at-law.  They  are  endorsed  by  NMA. 

©inquire  to  the  Nebraska  Medical  Association  for  full  details  on  these  and 
other  special  services  available  exclusively  to  NMA  members. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla,  Omaha.  Counties:  Douglas, 
Sarpy 

Second  District:  Councilor  Sushil  S.  Lacy. 
Lincoln.  Counties:  Cass,  Lancaster. 
Otoe. 

Third  District:  Councilor:  C.T.  Frerichs. 
Beatrice.  Counties:  Gage.  Johnson 

Nemaha.  Pawnee,  Richardson. 

Fourth  District:  Councilor:  Roger  Massie, 
Plainview.  Counties:  Antelope.  Cedar. 
Cuming.  Dakota.  Dixon,  Knox,  Madison. 
Pierce,  Stanton.  Thurston.  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby.  M.D..  Blair.  Counties:  Boone. 
Burt.  Colfax.  Dodge.  Merrick,  Nance, 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  M.D.,  Seward.  Counties:  Butler, 
Hamilton,  Polk.  Saunders.  Seward,  York. 
Seventh  District:  Councilor:  R.  A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls.  Saline.  Thayer. 
Eighth  District:  Councilor  Richard  D. 
Fitch.  M.D..  O'Neill.  Counties:  Boyd. 
Brown.  Cherry.  Holt.  Keya  Paha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine.  Buffalo. 
Custer.  Dawson.  Garfield.  Grant.  Greeley, 
Hall.  Hooker.  Howard.  Loup,  Sherman. 
Thomas,  V'alley,  Wheeler. 

Tenth  District:  Councilor  Charles  F.  Damico. 
M.D..  Hastings.  Counties:  Adams.  Chase. 
Dundy,  Franklin,  Frontier.  Furnas. 
Gosper.  Harlan.  Hayes.  Hitchcock. 
Kearney.  Phelps,  Red  Willow,  Webster. 
Eleventh  District:  Councilor:  Ronald  L. 
Asher.  M.D.,  No.  Platte.  Counties: 
Arthur.  Deuel.  Garden.  Keith.  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  Donald  E. 
Wilkinson.  Alliance.  Counties:  Banner, 
Box.  Butte.  Cheyenne,  Dawes.  Kimball. 
Morrill.  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders  

Scottsbluff 

Seward 

South  Central 

Southeast  Nebr. 

Southwest  Nebr 

Washington-Burt 

York  


Richard  French,  Hastings John  Welch,  Hastings 

Kenneth  Peters.  Plainview David  Johnson.  Osmond 

W'endell  Fairbanks.  Alliance 

Frank  Lauro.  Kearney Cheri  Jensen,  Kearney 

V.J.  Thoendel,  David  City Jack  Kaufmann,  David  City 

R.  R Andersen,  Nehawka Glen  K.  Knosp,  Elmwood 

James  Thayer,  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman.  West  Point Scott  Green,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Brooks,  Broken  bow 

Rodney  Sitorius,  Cozad 

James  Bridges.  Fremont W.  B.  Eaton.  Fremont 

W’illis  L.  Wiseman,  Wayne Robert  Benthack.  Wayne 

Tom  Martin,  Ord Otis  Miller.  Ord 

Louis  J.  Gogela,  Jr.,  Beatrice Donald  Weldon.  Beatrice 

John  Wagoner.  Grand  Island Gordon  Francis,  Grand  Island 

J.C.  Wilcox,  Aurora M.D.,  Jobman.  Aurora 

Melvin  Campbell.  Ainsworth 

Gordon  O.  Johnson,  Fairbury R.  A.  Blatny,  Fairbury 

Berl  W.  Spencer,  Ogallala Clifford  Colglazier,  Grant 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Robert  G.  Osborne,  Lincoln Prentiss  Dettman,  Lincoln 

Timothy  O'Holleran,  North  Platte Jeff  Brittan.  North  Platte 

Steffan  Lacey,  Norfolk P.  K.  Mistry.  Norfolk 

Allen  D.  Dvorak,  Omaha Eugene  M.  Zweiback,  Omaha 

C.  R Adams,  Norfolk Tod  Voss,  Norfolk 

Edward  Metz.  Crawford R.  H.  Rasmussen.  Chadron 

Dean  R.  Thomson,  Nebraska  City Paul  R.  Madison,  Nebraska  City 

Richard  Cimpl,  Columbus Milton  Zadina,  Columbus 

Robert  E.  Tuma,  Crete 

Michael  Moran.  Papillion Tracy  Os^  '‘me,  Papillion 

I.  M.  French,  Wahoo John  E.  Ht.  sen.  Jr..  Wahoo 

R.  S.  Anderson,  Scottsbluff Jim  Massey,  . cottsbluff 

Dick  Pitsch,  Seward Paul  Hoff.  Utica 

Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 
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The  Comhusker  Hotel... 

Nebraska’s 
Gathering  Place. 

The  Comhusker  Hotel  makes 
getting  together  for  any  occasion  or 
any  reason  a pleasure.  Drop  in  for 
dinner  with  the  family.  Stop  by  for 
drinks  with  friends.  Or  plan  to  have 
your  next  social  or  business  meeting 
with  us. 

You’ll  see  why  Nebraska’s 
gathering  place  is  gathering  praise. 


AND  CONFERENCE  CENTER 


333  South  1 3th  Srrer:  oc  Comhusker  Square 
Lincoln.  Sebrasca  665C6.  (*C2) 


AMA  NEWS  NOTES 

A coalition  of  21  national  medical  specialty 
societies  and  the  AMA  has  given  further 
impetus  to  the  rapidly  escalating  national 
movement  to  devise  ways  of  guaranteeing 
access  to  medical  and  healthcare  for  the  more 
than  31  million  Americans  who  now  are 
deprived  of  essential  coverage. 

The  "Access  to  Health  Care"  coalition  has 
formulated  a set  of  four  principles  that  the 
specialty  societies  and  the  AMA  believe 
provide  the  best  of  framework  for  enabling  all 
Americans  to  receive  adequate  and  affordable 
health  care  coverage. 

The  specialty  societies  and  the  AMA  have 
worked  together  to  establish  principles  that 
build  upon  the  strengths  of  the  nation's 
public/private  system  of  health  insurance.  As 
with  other  joint  endeavors  between  the  AMA 
and  specialty  societies,  such  as  the  AMA/ 
Specialty  Society  Medical  Liability  Project  and 
the  Practice  Parameters  Partnership,  a steering 
committee  is  being  formulated  to  coordinate 
future  activities  of  the  coalition. 

(continued  on  page  76) 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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ORIGINAL  ARTICLE 


Determining  the  Cause  of  Dementia 


ROBERT  E.  STEG,  M.D. 

Department  of  Neurology 
Creighton  University  School  of  Medicine 


INTRODUCTION 

Dementia  remains  an  important 
source  of  chronic  disability  and 
health  care  expenditure  among 
the  elderly.  Dementing  illnesses  may  de- 
stroy the  quality  of  life  for  both  the  patient 
and  his  or  her  family.  The  cost  of  institu- 
tional care  for  patients  with  dementia  ex- 
ceeds $25  billion  a yearMt  is  estimated  that 
4%  to  5%  of  Americans  over  age  65  suffer 
from  severe  dementia.  Alzheimer's  disease 
is  now  recognized  as  the  major  cause  of  de- 
mentia among  the  elderly.  Approximately 
65%  of  elderly  persons  with  dementia,  or 
more  than  1 million  persons  in  the  United 
States,  may  have  Alzheimer's  disease^  and 
its  incidence  seems  to  be  increasing  as  the 
average  life  expectancy  increases.  Increased 
interest  in  Alzheimer's  disease  and  other  de- 
mentias over  the  past  decade  has  resulted  in 
more  accurate  diagnosis  and  classification  of 
dementia  and  in  many  instances,  more  ef- 
fective treatment.  This  article  reviews  the 
current  approach  to  the  evaluation  and  di- 
agnosis of  the  dementia  patient. 

COMMON  ERRORS  IN  DIAGNOSIS 

Clinically,  Alzheimer's  disease  remains  es- 
sentially a diagnosis  of  exclusion,  although 
behavioral,  neuroradiologic,  and  biochemi- 
cal markers  are  currently  being  soughtT 
Incorrect  diagnosis,  not  surprisingly,  is  quite 
common,  ranging  from  10%  to  30%  in  the 
general  medical  population'*.  There  are  many 
reasons  for  an  incorrect  diagnosis  of  Alz- 
heimer's disease.  First,  in  the  early  stage  of 
Alzheimer's  disease  in  elderly  persons,  the 
symptoms  are  difficult  to  distinguish  from 
those  of  normal  aging.  The  process  of  nor- 
mal aging  is  relatively  poorly  understood. 
There  exist  no  consistent,  established  values 
for  what  constitutes  "normal"  cognitive  im- 
pairment and  memory  loss  with  advancing 
age.  Similary,  the  neurologic,  the  neuro- 


chemical, the  neurophysiologic,  and  the  neu- 
roanatomical  changes  that  accompany  nor- 
mal aging  are  not  well  enough  understood  to 
provide  a firm  basis  for  determining  "abnor- 
mal" changes^.  Only  by  obtaining  better 
data  for  the  normal  aging  nervous  system, 
can  the  abnormal  be  confidently  differenti- 
ated. A second  source  of  error  in  diagnosing 
Alzheimer's  disease  is  failure  to  recognize 
"pseudodementia"  caused  by  depression. 
E)epression  itself  can  cause  cognitive  changes, 
particularly  in  patients  with  a history  of 
depression  or  vegetative  signs  such  as  early 
morning  awakening,  significant  weight  loss, 
fatigue,  and  inactivity.  A conservative  ap- 
proach is  recommended  in  the  diagnosis  of 
early  dementia  in  the  presence  of  depres- 
sion. If  there  is  doubt,  the  depression  should 
be  treated  and  the  patient  followed  before 
a dementing  condition  is  diagnosed.  A final 
source  of  diagnostic  error  is  not  carefully 
evaluating  the  patient  for  other  conditions 
that  can  be  confused  with  Alzheimer's  dis- 
ease (Table  1).  Many  of  theses  conditions 
may  have  atypical  presentations,  yield  in- 
conclusive results  on  diagnostic  studies,  or 
coexist  with  Alzheimer's  disease,  adding  to 
the  difficulty  of  diagnosis. 

Table  1 . 

Differential  Diagnosis  of  Alzheimer's  Disease. 

Multi-infarct  dementia  and  other  forms  of  cerebrovascu- 
lar disease 
Parkinson's  disease 
Progressive  supranuclear  palsy 
Huntington's  disease 
Central  nervous  system  infection 
Subdural  hematoma 
Normal  pressure  hydrocephalus 
Multiple  sclerosis 
Seizure  disorder 
Brain  tumor 
Cerebral  trauma 
Metabolic  disturbance 
Nutritional  deficiency 
Psychiatric  disorders 
Substance  abuse  or  overmedication 
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DIAGNOSTIC  APPROACH  TO  DEMENTIA 

Despite  inherent  problems  in  clinically  di- 
agnosing Alzheimer's  disease,  a careful  and 
organized  approach  to  the  evaluation  of  the 
dementia  patient  will  usually  allow  the  clini- 
cian to  determine  the  cause  of  the  individ- 
ual's dementia  and  with  a fairly  high  degree 
of  accuracy  (Table  2)  The  diagnostic 
evaluation  of  dementia  first  involves  the 
taking  of  a complete  medical  history  and 
performing  a detailed  mental  status  exami- 
nation. Early  in  the  course  of  a dementing  ill- 
ness, patients  often  maintain  social  and  con- 
versational ability  and  the  identification  of 
early  dementia  may  easily  be  missed  with- 
out such  screening.  Furthermore,  they  may 
be  unaware  that  they  have  any  cognitive 
deficits,  or  they  may  deny  the  presence  of 
such  problems.  Mental  status  testing  should 
evaluate  for  impairment  of  short-term  and 
long-term  memory,  abstract  thinking,  and 
judgement;  other  disturbances  of  higher 
cortical  function  (e.g.,  aphasia,  apraxia,  and 
agnosia);  and  change  in  personality.  Impair- 
ment in  short-term  memory  (inability  to  learn 
new  information)  may  be  indicated  by  the 
inability  to  remember  three  objects  after  five 
minutes.  Long-term  memory  (inability  to 
remember  information  that  was  known  in 
the  past)  may  be  indicated  by  the  inability  to 
remember  past  personal  information  (e.g., 
what  happened  yesterday,  birthplace,  occu- 
pation) or  facts  of  common  knowledge  (e.g., 
past  presidents,  well-known  dates).  Impair- 
ment of  abstract  thinking  may  be  indicated 
by  the  inability  to  explain  similarities  and 
differences  between  related  words  or  inter- 
pretation of  proverbs.  Impaired  judgement 
may  be  indicated  by  the  patient's  inability  to 
handle  his  past  or  present  affairs.  Other  dis- 
turbances of  higher  cortical  function  that 
should  be  sought  include  aphasia  (distur- 
bances of  language),  apraxia  (inability  to 
carry  out  motor  activities  despite  intact  com- 
prehension and  motor  function)  including 
constructional  apraxia  (inability  to  copy  geo- 
metric figures),  and  agnosia  (failure  to  recog- 
nize or  identify  objects  despite  intact  sen- 
sory function). 

Once  it  has  been  determined  the  patient 
has  a dementing  illness,  a complete  physical 
and  neurological  examination  should  be  per- 
formed, including  a complete  blood  count, 
blood  chemistry,  vitamin  B12  and  folate 
levels,  and  screening  tests  for  thyroid  func- 


Table  2. 

Diagnostic  Evaluation  of  Dementia. 

Complete  medical  history 

Mental  status  examination 

Complete  physical  and  neurological  examination 

Complete  blood  count 

Blood  chemistry 

Vitamin  B12  and  folate  levels 

Thyroid  function  tests 

Serology  for  syphilis 

CSF  examination  (if  CNS  infection  suspected) 

CT  or  MRI 
EEC 

Brain  biopsy  (controversial) 

PET  scan  (investigational) 

tion  and  syphilis.  Lumbar  puncture  and  cere- 
brospinal fluid  (CSF)  analysis  are  performed 
if  a central  nervous  system  (CNS)  infection  is 
suspected.  Diagnostic  imaging  is  also  an 
essential  component  of  the  evaluation  of  the 
dementia  patient.  While  computerized  to- 
mography (CT)  and  magnetic  resonance 
imaging  (MRI)  may  reveal  cerebral  atrophy 
(Figure  1),  these  changes  are  not  specific  and 
cannot  be  considered  diagnostic.  CT  and 
MRI,  however,  may  disclose  information  that 
can  aid  in  the  diagnosis  of  treatable  causes 
of  dementia,  such  as  tumor,  abscess,  cere- 
brovascular accident,  subdural  hematoma, 
or  hydrocephalus.  MRI  has  the  advantage  of 
being  capable  of  producing  more  accurate 
measurements  of  brain  and  CSF  volume  and 
can  discriminate  gray  and  white  matter.  MRI 
also  appears  more  sensitive  to  structural 
change  caused  by  ischemia  than  CT. 

Special  mention  should  be  made  regard- 
ing the  indentification  and  evaluation  of  pa- 
tients with  normal  pressure  hydrocephalus 
(NPH).  Normal  pressure  hydrocephalus  is  a 
well  recognized  cause  of  dementia  and  gait 
disturbance  in  the  elderly.  In  NPH,  CT  or 
MRI  usually  reveals  enlargement  of  the  lat- 
eral ventricles  without  significant  enlarge- 
ment of  the  cortical  sulci.  CT  and  MRI  may 
also  reveal  periventricular  edema  (Figure  2). 
Radionuclide  cisternography  in  patients  with 
NPH  show  persistent  intraventricular  accu- 
mulation of  tracer  activity  coupled  with  ab- 
sence of  ascension  over  the  cerebral  hemi- 
spheres; however,  there  is  not  a high  corre- 
lation between  radionuclide  findings  and 
clinical  improvement  in  patients  following 
intraventricular  shunting  procedures’^.  Cur- 
rent diagnosis  of  NPH  is  aimed  at  identifying 
the  subgroup  of  patients  who  are  likely  to 
improve  with  shunting.  Identification  of  this 
subgroup  is  imperative  because,  although 
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Figure  1 . 

Brain  MRI  of  a 76  year  old  male  with  a clinical  diagnosis  of  Alzheimer's  disease.  T1  -weighted  axial 
image  demonstrates  diffuse  cerebral  atrophy  with  prominence  of  cortical  sulci  and  ventricu- 
lomegaly. 


Figure  2. 

Brain  MRI  of  a 78  year  old  female  with  normal  pressure  hydrocephalus.  T2-weighted  axial  image 
demonstrates  enlargement  of  the  lateral  ventricles,  periventricular  edema,  and  relatively  normal 
appearing  cortical  sulci.  (Radionuclide  cisternography  revealed  persistent  accumulation  of  tracer 
in  the  ventricles  and  the  patient  improved  significantly  followinga  ventricular  shunting  procedure.) 
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shunting  has  been  effecti^'e  in  25%  to  50% 
of  patients  in  various  studies,  there  is  also  a 
30%  to  40%  cornplication  rate^'^.  Clinical 
factors  associated  with  an  increased  response 
to  shunting  include  known  etiologic  factor, 
improvement  after  lumbar  puncture,  and 
perhaps  the  length  of  time  symptoms  have 
been  present,  although  the  last  remains 
controversial.  Patients  in  whom  the  gait 
disorder  presents  either  before  or  simultane- 
ous with  the  dementia  tend  to  have  the  best 
response  rate,  varying  between  50%  and 
75%i4-i9  experimental  procedures  that 

may  prove  useful  in  diagnosis  and  prognosis 
include  cerebrospinal  fluid  conductance  and 
24-hour  CSF  pressure  monitoring^”. 

Electroencephalography  (EEC)  may  also 
be  helpful  in  differentiating  various  forms  of 
dementia.  Patients  with  Alzheimer's  disease 
are  likely  to  show  increased  delta  wave  ac- 
tivity on  EEC  examination,  and  the  propor- 
tion of  this  slow  wave  activity  seems  to 
increase  as  the  disease  progresses.  Although 
these  findings  are  nonspecific,  they  may 
help  in  distinguishing  dementia  from  de- 
pression, as  the  EEC  may  show  slow  wave 
activity  in  patients  who  are  demented  but 
not  depressed  and  be  normal  in  those  who 
are  depressed  but  not  demented.  If  the  EEC 
shows  continuous  theta  activity  or  intermit- 
tent frontal  rhythmic  delta  activity,  the 
presence  of  drug  toxicity  or  occult  metabolic 
abnormality  should  be  suspected.  Diffuse 
high  voltage  beta  activity  suggests  psy- 
chotropic medications.  Persistent  delta  foci 
should  alert  the  clinician  to  the  possibility  of 
a focal  destructive  process  (such  as  infarct, 
brain  abscess,  or  neoplasm).  Roberts  et  al. 
found  focal  slowing  in  19%  of  patients  with 
Alzheimer's  disease  and  in  72%  of  patients 
with  multi-infarct  dementia^’.  Quasi-peri- 
odic  sharp  waves  in  a patient  with  progress- 
ing dementia  suggest  Creutzfeldt-Jakob  dis- 
ease (CJD)^^.  CJD  is  a transmissible  neurode- 
generative  disease  caused  by  a small  pro- 
teinaceous infectious  particle,  termed  a 
"prion Often  associated  with  this  rapidly 
progressive  and  profound  dementia  are 
diffuse  myoclonic  jerks  and  cerebellar  ataxia. 
Periodic  triphasic  waves  on  the  other  hand 
suggest  the  presence  of  a metabolic  encepha- 
lopathy (hepatic,  renal,  etc.). 

The  role  of  cortical  brain  biopsy  in  diag- 
nosing Alzheimer's  disease  is  controversial. 


Although  it  has  a morbidity  and  mortality 
rate  of  only  3%  and  may  be  diagnostic  in 
75%  of  patients^' clinicians  are  reluctant 
to  perform  the  procedure  because  there 
currently  is  no  specific  treatment  available 
for  Alzheimer's  disease. 

Positron  emission  tomography  (PET)  scan- 
ning is  currently  an  investigational  tool  in  the 
study  of  dementia.  PET  employs  radiotracer 
techniques  to  noninvasively  measure  rates 
of  regional  cerebral  metabolism  in  vivo.  PET 
scanning  may  show  changes  in  energy  me- 
tabolism in  dementia  patients,  measured  by 
both  oxygen  and  glucose  consumption.  The 
clinically  determined  degree  of  dementia 
correlate  remarkedly  well  with  measures  of 
energy  metabolism^'  PET  scanning  can 
detect  the  pattern  of  metabolic  dysfunction 
in  certain  types  of  dementia.  For  example, 
focal  circumscribed  lesions  of  decreased 
energy  metabolism  are  seen  randomly 
throughout  the  hemispheres  in  patients  with 
multi-infarct  dementia.  The  changes  seen  in 
patients  with  Alzheimer's  disease  present  a 
different  pattern.  In  the  earlier  stages  of  the 
disease,  there  is  a disproportionate  decrease 
of  energy  metabolism  in  the  posterior  tem- 
poral-parietal region.  As  the  disease  becomes 
more  severe,  frontal  regions  also  show  mark- 
edly depressed  energy  metabolism^^. 

DISCUSSION 

As  the  clinical  diagnosis  of  Alzheimer's 
disease  remains  essentially  a diagnosis  of  ex- 
clusion, the  accuracy  of  such  a diagnosis  de- 
pends largely  upon  identifying  other  neuro- 
logical disorders  which  can  cause  dementia 
(Tablel).  Special  attention  should  be  fo- 
cused on  identifying  reversible  causes  of  de- 
mentia and  other  medical  disorders  that 
may  reduce  cognition,  including  overmedi- 
cation; impaired  pulmonary,  cardiac,  renal, 
or  hepatic  function;  anemia;  hypothyroid- 
ism; vitamin  B12  or  folate  deficiancy;  malig- 
nancy; and  diabetes  mellitus.  In  many  in- 
stances specific  and  effective  therapy  is  avail- 
able and  the  failure  to  recognize  such  con- 
ditions would  result  in  withholding  poten- 
tially beneficial  therapy  from  these  patients. 
Only  after  carefully  excluding  other  possible 
causes  of  dementia,  should  the  clinician  ar- 
rive at  a clinical  diagnosis  of  Alzheimer's  dis- 
ease. 

SUMMARY 

In  conclusion,  dementia  remains  a major 
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health  problem  among  the  elderly.  Although 
Alzheimer's  disease  is  now  recognized  as  the 
major  cause  of  dementia,  there  exist  many 
other  conditions  which  can  be  easily  con- 
fused with  Alzheimer's  disease  and  for  which 
specific  treatment  is  available.  Despite  in- 
herent problems  in  clinically  diagnosing  Alz- 
heimer's disease,  a careful  and  organized 
approach  to  the  evaluation  of  the  dementia 
patient  will  usually  allow  the  clinician  to 
determine  the  specific  cause  of  the  demen- 
tia and  with  a fairly  high  degree  of  accuracy. 
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ORIGINAL  ARTICLE 


Dementia  - Quality  Health  Care  and 
Cost  Effectiveness  of  Evaluation 

♦JOHN  F AITA,  M.D. 

Neurologist  Nebraska  Methodist  Hospital 


Today,  much  is  said  about  the 
use  of  managed  care  sys- 
tems, including  the  limita- 
tion of  tests  used  in  the  evaluation  of  pa- 
tients, as  a means  to  increase  the  cost  effec- 
tiveness of  health  care. 

In  my  ongoing  study  of  over  400  patients 
with  dementia,  I have  recommended  and  ar- 
gued in  favor  of  a thorough,  in-hospital  evalu- 
ation, looking  for  potentially  treatable  causes 
of  each  patient's  condition. 

The  word  dementia  is  used  interchangea- 
bly with  the  terms  senility  and  organic  brain 
syndrome.  Dementia  is  defined  to  mean  a 
global  deterioration  of  higher  brain  functions 
to  include:  memory;  language;  intellect; 

judgment;  orientation;  behavior;  personal- 
ity; attention  span;  mathematical  skills  and 
the  ability  to  read,  write,  dress  ones  self, 
come  and  go  without  becoming  lost,  con- 
struct and  interpret  designs  and  objects  and 
recognize  faces,  body  parts  and  right  from 
left.  Although  widely  discussed,  Alzheimer's 
disease  is  only  one  form  of  dementia. 

During  a series  of  International  Neurology 
Conferences  over  the  past  two  years,  at  which 
I have  presented  our  dementia  data,’’'^'^  I 
interviewed  Neurologists  from  13  other  coun- 
tries and  learned  that  these  countries  have 
progressive  health  care  delivery  systems  which 
permit  in-hospital  time  to  study,  evaluate 
and  observe  patients  with  dementia  (Table 
1).  The  Netherlands,  Belgium,  Finland,  Can- 
ada, India,  France,  the  United  Kingdom, 
Italy,  Saudi  Arabia,  the  Federal  Republic  of 
Germany,  Austria,  Spain  and  Guadeloupe  all 
allow  the  admitting  physician  to  determine 
the  need  for  and  duration  of  hospitalization. 

However,  in  the  United  States,  this  is  not 
possible  because  Medicare  regulations  per- 
mit absolutely  no  in-hospital  time  to  evaluate 
dementia  patients.  This,  we  maintain,  is  not 
in  the  best  interests  of  individual  patients, 
their  families  or  society;  nor  does  this  repre- 
sent quality  health  care. 


The  study,  evaluation  and  observation  of 
patients  with  dementia  best  takes  place  within 
the  hospital  as  opposed  to  an  out-patient 
setting,  if  one  is  truly  dedicated  to  uncover- 
ing a potentially  treatable  cause  of  dementia. 
In  the  hospital,  physicians  and  nurses  have 
better  control  over  each  case  and  are  able  to 
study  their  patients  24  hours  per  day.  Thus, 
observations  can  be  made  that  patients,  their 
spouses  or  families  may  have  denied,  thought 
unimportant  or  irrelevant  or  of  which  they 
were  unaware. 

In  the  Midwest,  the  cost  of  thoroughly 
evaluating  a dementia  patient  in  the  hospital 

DEMENTIA 
TABLE  1 

In-patient  hospital  time  to  study,  evaluate  and  observe 

patients  with  dementia: 

A.  International  Symposium  on  Alzheimer's  Disease, 

Amsterdam,  The  Netherlands:  May  7-9,  1987: 

1 . Holland  - 2,5  - 3 mos. 

2.  Belgium  - 2-3  wks. 

3.  Finland  - Up  to  Discretion  of  Department  of 
Neurology  Chairman 

4.  U.S.A.  - No  Days  Allowed  2°to  DCR's 

B American  Academy  of  Neurology  40th  Annual 

Meeting,  Cincinnati,  Ohio,  U.S.A. ; April  1 7-23,  1988 

1 Canada  - Indefinite 

2 India  - 10  days 

C European  Neurological  Society;  Nice,  France;  June 

19-22,  1988 

1 . France  - Indefinite,  as  Much  Time  as  Needed 

2.  England  - Up  to  Discretion  of  Admitting  Physician 

3.  Italy  - Up  to  Discretion  of  Admitting  Physician 

4 Saudi  Arabia  - Up  to  Discretion  of  Admitting 
Physician 

5 Belgium  - Up  to  Discretion  of  Admitting 
Physician,  No  Time  Limit 

6.  West  Germany  - Up  to  Discretion  of  Admitting 
Physician,  No  Time  Limit 

7.  Guadeloupe,  French  Caribbean  - No  Time  Limit 

8 Austria  - No  Time  Limit 

9.  Spain  - Up  to  Discretion  of  Admitting  Physician 


'Address  correspondence  and  reprint  requests  to: 
J.F.  Aita,  M D.,  8601  West  Dodge  Road,  Suite  110, 
Omaha,  NE  68114. 
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DEMENTIA 
TABLE  2 

Cost  of  nursing  home  placement  versus  evaluating  all  pa- 
tients with  dementia  for  potentially  treatable  etiology 
(Omaha,  NE,  U.S.A.) 

A.  Nursing  home  cost  for  1 year  - $25,000.00 

B.  Cost  of  evaluating  dementia  - $2,540.00 

1 . Physician  - 3 days  in  hospital: 

a.  Neurologist 

b.  Psychiatrist 

c.  Internist  or  Family  Practitioner 

2.  Hospital  for  3 days 

3.  Psychologist 

a MMPI 

b.  WAIS 

c.  Wechsler 

d.  Memory  for  design 

4.  EKC 

5.  X-ray 

a.  Chest  x-ray 

b.  Cranial  CT 

6.  LAB 

a.  UA 

b.  24  hour  urine  for  heavy  metals 

c.  Urine  porphyrin  screen 

d.  Serum 

1.  Mult-channel  chemistry 

2.  CBC 

3.  T3,  4 & 7 

4.  Folic  acid 

5 Vitamin  B-1 2 
6.  FTA-ABS 
7 Cortisol 

8.  Sed  rate 

9.  Bromide 
10  Magnesium 

11.  FANA 

12.  HIV  (when  appropriate) 

is  approximately  $2,540.  This  includes:  3 
days  of  hospitalization;  evaluation  by  a neu- 
rologist, psychiatrist  and  primary  care  physi- 
cian; psychological  and  intelligence  testing; 
and  EKC,  chest  x-ray,  appropriate  laboratory 
studies  and  a cranial  CT  (Table  2).  Unfortu- 
natel,  many  dementia  patients  are  not  tested 
and  are  confined  to  nursing  homes,  at  an 
annual  cost  of  approximately  $25,000  per 
patient. 

Thus,  if  only  one  out  of  ten  patients  is 
found  to  have  a potentially  treatable  cause  of 
dementia  and  thereby  avoids  nursing  home 
placement,  the  testing  pays  for  itself.  Indeed, 
in  my  ongoing  study,  I have  consistently 
found  that  over  50%  of  dementia  patients 
have  potentially  treatable  causes  of  their 
dementia. 

Thus,  I continue  to  advocate  a thorough 
in-hospital  evaluation  of  each  patient  with 


dementia,  for  the  purpose  of  looking  for  a 
potentially  treatable  cause.  Quality  health 
care  and  humane  caring  about  our  fellow 
citizens  should  require  this,  as  these  patients 
deserve  nothing  less. 
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COMMENT. 

We  read  the  article,  “DEMENTIA  — Quality 
Health  Care  and  Cost  Effectiveness  of  Evalua- 
tion”, by  John  E.  Aita  with  interest.  Our 
findings  at  the  Alzheimer's  Assessment  Clinic 
sponsored  by  Lincoln  General  Hospital  are 
similar  to  those  noted  in  Dr.  Aita's  report. 
Over  the  past  four  years,  we  have  evaluated 
over  260  outpatients.  Of  those  examined, 
28%  had  a potentially  treatable  cause  for 
memory  loss/dementia.  Another  34%  were 
demented  but  also  had  an  underlying  treatable 
condition  which  may  have  contributed  to 
memory  loss.  Therefore,  62%  of  the  memory 
impaired  clinic  population  had  a treatable 
reason  for  forgetfulness.  Although  potentially 
treatable  causes  of  memory  loss  were  identified 
in  these  patients,  it  is  not  clear  if  treatment 
significantly  altered  the  need  for  nursing 
home  placement. 

In  his  article.  Dr.  Aita  indicated  that  a full 
workup  would  be  cost  effective  if  more  than 
1 0%  of  patients  avoided  the  need  for  a nursing 
home  as  a result  of  a thorough  evaluation.  He 
found  that  the  in-hospital  examination  cost 
1/1 0th  of  the  expense  for  staying  in  the 
nursing  home  one  year.  While  we  agree  that 
the  expense  of  the  workup  is  justified,  it  is 
difficult  to  determine  with  certainty  how 
many  patients  actually  avoided  or  delayed 
nursing  home  placement  as  a result  of  treatment 

Zubenko  and  Moosy^  noted  major  depression 
in  39%  of  patients  with  primary  dementia.  In 
our  clinic  population  38%  of  patients  had 
some  degree  of  depression.  This  accounted 
for  61%  of  all  patients  with  potentially  treat- 
able causes  of  memory  loss.  Treatment  of 
depression  probably  had  little  effect  on  the 
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need  for  future  placement  in  a nursing  home. 
Very  few  of  our  patients  needed  nursing  home 
placement  because  of  depression  alone. 
However,  the  appropriate  treatment  of  de- 
pression did  improve  the  individual's  quality 
of  life. 

Excluding  depression  and  other  mental 
disorders,  only  1 3%  of  our  clinic  patients  had  a 
treatable  cause  of  memory  loss  such  as: 
thyroid  dysfunction,  vitamin  deficiencies,  brain 
tumors,  hydrocephalus,  seizures  and  cere- 
brovascular disease.  Some  of  these  individuals 
probably  were  able  to  delay  or  avoid  entry 
into  a nursing  care  facility  as  a result  of  the 
clinic  evaluation  and  treatment  of  their  con- 
dition. However,  it  is  difficult  in  many  cases  to 
determine  whether  these  patients  would  have 
required  nursing  home  placement  if  the 
workup  had  not  been  completed. 

In  his  report.  Dr.  Aita  proposes  that  an  in- 
hospital  evaluation  is  warranted.  In  our  opinion, 
it  remains  unclear  if  in-hospital  observation  by 
staff  members  adds  significantly  to  the  evalua- 
tion and  treatment  of  demented  patients. 
Except  for  the  USA,  all  of  the  countries 
mentioned  allow  hospitalization  of  demented 
patients  during  the  evaluation,  but  many  of 
these  countries  have  socialized  health  care 
and  are  less  concerned  with  the  cost  of 
hospitalization/nursing  home  placement.  Our 
experience  at  the  Alzheimer's  Assessment 
Clinic  suggests  that  only  a small  number  of 
demented  patients  require  hospitalization 


during  their  evaluation.  Therefore,  it  is  difficult 
to  justify  the  additional  expense  of  $750  for  3 
days  hospitalization.  Using  Dr.  Aita's  estimates, 
the  expense  of  an  outpatient  evaluation  in  the 
midwest  would  be  approximately  $1 ,790.  This 
improves  the  cost  effectiveness  of  the  dementia 
workup  by  30%.  Thus,  the  evaluation  of 
memory  impaired  patients  is  justified  if  only  1 
in  14  individuals  are  able  to  avoid  nursing 
home  placement  as  a result  of  the  complete 
outpatient  assessment. 

Our  clinic  results  suggest  that  a complete 
outpatient  evaluation  is  cost  effective  in 
patients  with  dementia.  Appropriate  therapy 
may  delay  or  avoid  the  need  for  future  nursing 
home  placement  in  some  individuals.  More 
importantly,  treatment  may  arrest  the  process 
causing  memory  loss  and  improve  their  quality 
of  life. 
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ORIGINAL  ARTICLE 


Physician  Manpower  In  Rural  Nebraska 


B S.  NCUYENLEHIEU,  M.D. 


"Doctor  Glut  or  Doctor  Shortage:  Obviously, 
the  answer  depends  upon  where  you  hang 
your  shingle."  - R.  Raymond,  M.D. 

At  the  symposium  "Rural  Health 
Challenges",  held  in  Novem- 
ber, 1973  at  the  University 
of  Nebraska  Medical  Center,  Dr.  Robert 
Sparks,  then  Chancellor  of  the  Medical 
Center,  reported  that  in  1970  the  U.S.  popu- 
lation was  206,092,026  and  the  total  num- 
ber of  active  physicians  in  the  U.S.  was 
289,735;  thus,  there  was  one  physician  for 
each  711  persons  or  141  physicians  for 
every  100,000  people.  Corresponding  fig- 
ures for  Nebraska  were  a population  of 
1,483,791,  with  a total  number  of  active 
physicians  being  1648,  or  one  physician  for 
each  900  Nebraskans  and  1 1 1 physicians 
per  100,000  Nebraskans.’  "To  reach  the  na- 
tional average,"  Dr.  Sparks  predicted,  "there 
would  be  a need  for  a total  of  2,145  active 
physicians  in  Nebraska."’ 

Since  this  meeting,  we  have  heard  of 
encouraging  reports  depicting  a rosy  situ- 
ation. Wigton  and  Steinmann  reported  in 
1981  that  "a  large  percentage  of  (medical) 
Students  at  the  University  of  Nebraska 
Medical  Center  indicated  they  plan  rural 
practice."^  In  1983  Wigton  noted  "encour- 
aging signs  that  the  new  (newly  trained) 
family  physicians  are  establishing  practice  in 
towns  less  than  25,000  population  in  in- 
creasing numbers."^  In  1984  Wilson  went  a 
step  further,  reporting  that  "physicians  are 
disproportionally  locating  in  the  smallest 
towns,'"*  while  the  Nebraska  Medical  Asso- 
ciation, reported  by  AP  from  Omaha,  said 
that  "the  doctor-population  in  Nebraska  is 
12  per  cent,  better  than  in  1971."  The  total 
number  of  active  physician  members  of  the 


Nebraska  Medical  Association  continues  to 
increase  each  year.^  The  Nebraska  Depart- 
ment of  Health  reported  the  total  number  of 
active  physicians  in  the  state  as  2,545  in 
1983,  and  2,655  in  1986.^  "The  ratio  of 
active  physicians  per  100,000  population 
stood  at  166.1  for  Nebraska"  in  1986.®  This 
is  roughly  equivalent  to  one  physician  for 
every  600  Nebraskans.  Statistically,  then, 
the  goals  set  by  Chancellor  Sparks  at  the 
symposium  concerning  physicians  manpower 
were  met. 

With  those  optimistic  reports,  some  dis- 
quieting news  has  also  surfaced.  The  num- 
ber of  physicians  in  towns  of  less  than  2,500 
population  has  shown  a steady  decline  from 
166  in  1977  to  153  in  1981  to  148  in  1983 
and  to  143  in  1985.®  The  number  of  coun- 
ties in  Nebraska  without  doctors  has  in- 
creased from  13  in  1970  to  15  in  1977  to  17 
in  1984  and  19  in  1989.®-^  Between  1977 
and  1986,  19  counties  in  the  state  have  had 
decreases  in  the  number  of  practicing  phy- 
sicians; these  counties  are  the  ones  with 
physician  shortages  to  begin  with,  so  often 
their  physician  loss  amounts  to  50  - 100 
percent  of  the  total.®  While  Wigton  correctly 
stated  that  "the  problem  (of  physician  short- 
age) came  to  be  viewed  more  as  a maldis- 
tribution . . . rather  than  an  actual  shortage," 
he  also  hoped  that  "expansion  of  medical 
school  enrollment  . . . and  emphasis  on 
primary  care  will  produce  the  anticipated 
increase  in  physicians  in  underserved  areas 
in  Nebraska,  perhaps  at  the  expense  of 
considerable  physician  density  in  the  metro- 
politan areas."®  This  hope  has  not  been  ful- 
filled, as  "82  per  cent  of  the  new  physicians 
. . . have  located  in  Lancaster  and  Douglas 
counties,  with  only  18  per  cent  locating  in 
greater  Nebraska,"  according  to  the  report 
of  the  Nebraska  Medical  Association  Com- 
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mission  on  Medical  Education/  The  nation- 
wide unequal  distribution  of  physicians  be- 
tween metropolitan-urban  versus  rural-small 
communities  is  more  acutely  felt  in  this 
state.  When  this  factor  is  taken  into  account, 
the  ratio  of  physicians  per  100,000  popula- 
tion changes  drastically:  166.1  for  the  state, 
371.2  for  Douglas  County  alone,  96.3  for  all 
counties  excluding  Douglas  County,  and  even 
as  low  as  53.6  for  smaller  counties  with  less 
then  ten  physicians.  This  ratio  applies  to 
over  70  counties  totalling  30  per  cent  of  Ne- 
braska's population.® 

Another  way  to  look  at  physician  short- 
age/accessibility is  to  consider  towns  with- 
out physicians.  While  all  towns  in  Nebraska 
with  populations  over  2,500  have  physi- 
cians, only  half  of  the  towns  with  1,000  to 
2,500  population  have  a practicing  physi- 
cian and  only  3 per  cent  of  those  communi- 
ties with  less  than  1,000  population  have 
even  a part-time  physician.  Those  towns 
without  physicians  contain  an  aggregate  es- 
timated population  of  170,000  or  10  per 
cent  of  the  state's  population.  This  means 
that  approximately  one  out  of  every  ten 
persons  in  this  state  must  go  out  of  town  to 
see  a doctor.  While  the  traditional  "physi- 
cian in  residence"  is  no  longer  suitable  for 
many  small  communities,  to  have  a part- 
time  or  visiting  (itinerant)  physician  in  a 
neighboring  town  is  still  preferable  to  having 
to  go  to  a neighboring  county  for  medical 
care.  This  is  becoming  more  true  for  aging 
Nebraska  populations  in  small  communities. 
Questions  like  "will  I be  able  to  get  to  the 
doctor  on  time?"  or  "should  I wait  two  min- 
utes, two  hours,  or  two  days  to  see  if  I get 
better"  arise  more  frequently  and  cause  an 
increase  in  anxiety  for  this  group  of  people.® 

Ronald  J.  Lapp,  M.D.,  a rural  practitioner 
in  Nebraska,  has  beautifully  summarized  the 
advantages  from  "immediate  geographically 
availability  of  care"  in  saying,  "Peace  of 


mind,  time  saved  and  gas  saved  are  all 
significant  factors  which  need  recognition 
just  as  much  as  the  actual  treatment  ren- 
dered. Health  care  is  more  than  just  morbid- 
ity and  mortality  statistics;  it  also  includes 
these  broader  aspects  of  our  quality  of  life."® 
In  this  line  of  thinking,  it  should  be  noted 
that  out  of  the  93  counties  in  Nebraska,  28 
are  still  considered  shortage  areas  - county 
wide  or  partial.^ 

"It  is  apparent  that  this  state  has  a major 
deficit  in  physicians."  So  stated  Chancellor 
Sparks  in  1973.  This  writer  believes  that,  in 
spite  of  the  increase  of  practitioners  and  the 
artificially  improved  statistics,  the  fact  re- 
mains true  as  of  today  for  rural  areas  and  for 
small  communities  of  less  than  2,500  people. 
Therefore,  it  is  premature  to  limit  enroll- 
ment in  medical  school.  It  is  also  detrimental 
and  unfair  to  set  up  barriers  against  physi- 
cians who  are  considering  moving  to  the 
state  on  the  assumption  of  an  impending  glut 
or  because  of  a bias  against  the  place  of  their 
training. 
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LEHERTO  THE  EDITOR 


Dear  Editor: 

As  the  still  recovering  recipient  of  a rather 
extensive  abdominal  operation  I have  had 
time  to  ponder  the  realities  of  being  on  the 
patient  side  of  the  fence.  Facts  became 
apparent  to  me  that  I am  sure  have  been 
equally  apparent  to  millions  before  me  and  I 
thought  that  I would  jot  a few  down,  some 
with  a serious  side,  others  with  a touch  of 
levity,  but  all  with  their  grain  of  veracity. 

Aphorisms  and  Observations  of  a Post-Sur- 
gicalized  Pathologist 

Pain  humbles 

Doctors'  and  Nurses'  greatest  living  joy  is  to 
hear  "I  passed  gas" 

Do  not  anger  a surgeon  before,  after,  or  during 
your  operation 

Do  not  anger  a nurse  — ever 
Morphine  acts  differently  under  different 
conditions 
Pain  incapacitates 
The  Sisters  of  Mercy  are  merciful 
My  family  is  the  best  of  all 
Pain  can  strengthen  and  enoble 


Prayers  help 

My  laboratorians  are  unsung  heroes 
Catholics  should  always  get  the  Sacrament  of 
the  Sick 

Pain  and  false  modesty  do  not  coexist 
Not  all  of  the  biggest  incisions  are  made  in  the 
post  mortem  suite 
All  surgeons  are  not  mean  spirited 
All  physicians  should  have  the  experience  of 
being  cut  — once 

It  is  easy  to  get  crotchity  — try  hard  not  to 
Say  "Thanks"  and  mean  it 
Ask  your  questions  to  the  point 
Don't  interrupt  the  answers 
Pain  is  democratic  — it  strikes  man  indiscri- 
minately 

Some  pathologists  are  verbose 
Deo  gratias 

John  F.  Fitzgibbons,  M.D. 
Director,  Pathology 
Bergan  Mercy 
Omaha,  NE 
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PRESIDENT'S  PAGE 


"Don  Quixote's  Farewell" 

RICHARD  RAYMOND,  M.D. 

President.  Nebraska  Medical  Association 


I wish  I had  something  brilliant  to  write  for 
my  last  President's  Page,  but  then  I wouldn't 
want  to  vary  from  previous  pages.  Actually, 
there  are  still  many  areas  I would  like  to 
address  on  this  page,  but  no  time  left  to  do  it, 
as  Skip  Collicott  will  be  taking  over  the 
presidency  about  the  time  you  are  reading 
this.  (At  least  I'm  assuming  someone  besides 
Jane  does  read  these  pages.) 

So  instead  of  projecting  things  to  come,  I 
would  like  to  reflect  a bit  on  things  past.  One 
of  the  problems  of  the  NMA  presidency  is  that 
you  actually  see  very  few  projects  through  to 
completion.  In  fact,  at  times,  you  wonder  if 
you  accomplished  anything.  But,  like  Don 
Quixote,  you  patch  up  your  wounds,  get  back 
astride  your  horse,  and  go  jousting  a few  more 
windmills. 

Medicare  is  definitely  our  biggest  windmill, 
and  we  barely  dented  it  this  last  year.  Actually, 

I think  more  doctors  got  knocked  off  their 
horse  by  this  "giant"  than  got  back  on.  While 
we  obtained  a one-geographic  locale  for 
Nebraska  from  Medicaid  with  an  increase  in 
payment  for  services  for  most  physicians,  we 
made  no  progress  in  Medicare  payment 
reform.  At  least  it  seems  that  way  to  frustrated 
rural  physicians.  Bureaucratic  wheels  turn 
slowly,  and  while  we  may  have  started  them 
moving,  a great  deal  of  pushing  and  shoving 
remains  to  achieve  the  success  I wanted  when 
I took  this  position.  Federal  payment  reform 
with  geographic  equity  will  continue  to  be 
sought  by  the  NMA,  and  I hope  we  have  at 
least  greased  those  bureaucratic  wheels  this 
last  year. 

We  did  expand  the  membership  percentage 
for  the  first  time  in  years,  but  there  are  still  far 
too  many  free-loaders  who  enjoy  the  relatively 
low  malpractice  rates  of  Nebraska,  the  increased 
Medicaid  payment  structure,  the  relatively 
low  infringement  on  their  practice  by  limited 
license  practitioners,  the  public  relations 
efforts  of  the  NMA,  etc.  Most  of  the  "good 
things"  about  practicing  in  Nebraska  are  a 


Richard  Raymond,  M.D. 


result  of  hard  work  by  the  NMA  and  many  of 
its  members.  Those  who  complain  of  the  dues 
level  should  talk  to  those  who  donate  many 
days  of  their  practice  to  do  the  work  of  the 
NMA.  Our  success  in  this  area  was  at  least 
measurable,  but  was  not  entirely  satisfactory 
to  me. 

Legislatively  we  have  had  a very  good  year, 
and  at  least  no  disasters  occurred  during  my 
year,  if  that  can  be  used  as  a measure  of 
success. 

New  projects  initiated,  but  far  from  completed, 
include  an  Ad-Hoc  Committee  of  Young 
Physicians,  an  enthusiastic  group  with  most  of 
their  work  still  to  be  completed,  and  two  sub- 
committees to  work  on  the  problems  of 
declining  applicants  to  medical  schools  and 
physician  maldistribution.  Communications 
with  the  nursing,  pharmacy  and  hospital 
associations  have  certainly  been  increased 
and  productive,  and  will  hopefully  continue.  A 
new  committee  is  just  being  formed  to  study, 
in  depth,  the  problem  of  the  uninsured  in 
Nebraska.  Many  other  activities  of  the  Board 
will  be  detailed  in  the  report  to  the  House. 
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I don't  know  if  the  NMA  gained  anything 
during  the  last  two  years,  but  I know  I did.  The 
many  new  friends  and  acquaintances  made 
are  invaluable.  The  understanding  gained  of 
the  more  global  problems  of  health  care 
hopefully  make  me  a better  person  and 
physician.  The  relationships  established  with 
leaders  in  health  care,  allied  health  fields  and 
the  Legislature  will  be  with  me  for  a long  time 
to  come,  and  will  hopefully  allow  me  to 
continue  to  contribute  to  solutions  of  problems 
in  health  care. 

I want  to  thank  you  all  for  allowing  me  to  serve 
you,  and  to  thank  you  for  helping  when  asked. 


It  was  an  experience  I will  forever  treasure, 
and  I would  recommend  the  opportunity  to 
anyone  with  a desire  to  serve.  I want  to  thank 
my  partners  for  their  extra  work  and  flexible 
call  schedules,  and  especially  I want  to  thank 
you,  Jane,  for  raising  the  family  and  managing 
the  home  all  the  times  I was  gone  jousting 
with  windmills.  I could  not  have  enjoyed  the 
last  two  years  as  much  as  I did  without  your 
support. 

Richard  A.  Raymond,  M.D. 

President 
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THE  AUXILIARY 


BYLAWS 


SALLY  BECKER 

NMAA  President 


Per  Article  XIII  of  the  NMAA  Revised  April  1987  Bylaws, 
the  following  amendments  proposed  by  the  NMAA  1 989- 
90  Bylaws  Committee,  Rogene  Bainbridge  Chairman,  will 
be  voted  on  at  the  Annual  Meeting  April  27,  1990. 


PROPOSED  AMENDMENTS 
TO  THE  BYLAWS  OF  THE 
NEBRASKA  MEDICAL  ASSOCIATION  AUXILIARY 
February  21,  1990 


ARTICLE  IV  — OFFICERS 

Section  1.  DESIGNATIONS 

A.  Substitute  a new  paragraph  for  the  existing 
one:  The  elected  officers  of  the  NMAA  shall 
be  a president,  a president-elect,  a first  vice- 
president,  a second  vice-president,  a treasurer 
and  four  directors. 

B.  Strike  "and"  between  "secretary  and  a 
corresponding  secretary"  and  add  "a  chaplain, 
an  historian  and  a parliamentarian." 


If  amended,  Section  1 would  read: 

Section  1.  DESIGNATIONS 

A.  The  elected  officers  of  the  NMAA  shall  be  a 
president,  a president-elect,  a vice-president, 
a treasurer  and  six  directors. 


B.  The  appointed  officers  shall  be  a recording 
secretary,  a corresponding  secretary,  a chap- 
lain, an  historian  and  a parliamentarian. 


Section  3.  ELECTION  OF  OFFICERS 

B.  Strike  "Two"  before  "directors"  and  insert 
"three",  strike  "one"  before  "of  the  four 
directors"  and  insert"two",  and  strike"fouP' 
before  "directors"  and  insert  "six". 


If  amended.  Section  3.  B.  would  read: 

Section  3.  ELECTION  OF  OFFICERS 

B.  Three  directors  shall  be  elected  annually  to 
serve  for  two  years.  When  possible,  nominees 
for  director  shall  be  selected  with  considera- 
tion given  to  geographical  representation. 
When  possible  two  of  the  six  directors  shall 
have  served  as  state  president 


Section  3. 
C. 


ELECTION  OF  OFFICERS 

Strike  "may  be  by  oral  vote"  and  insert  "shall 

be  by  acclamation." 


If  amended.  Section  3.  C.  would  read: 

Section  3.  ELECTION  OF  OFFICERS 

C.  Election  shall  be  by  ballot  except  when  the 
number  of  nominees  does  not  exceed  the 
number  to  be  elected,  in  which  case  the 
election  shall  be  by  acclamation.  A majority 
vote  shall  constitute  an  election. 


Section  4.  NOMINATIONS  FOR  ELECTIVE  OFFICERS 

C.  Substitute  a new  paragraph  for  the  existing 
one:  Should  a vacancy  occur  in  an  elective 
office,  the  nominating  committee  shall  pre- 


sent names  to  the  Executive  Committee  for 
election. 


If  amended,  Section  4.  C.  would  read: 

Section  4.  NOMINATIONS  FOR  ELECTIVE  OFFICERS 
C.  Should  a vacancy  occur  in  an  elective  office, 
the  nominating  committee  shall  recommend 
to  the  Executive  Committee  tor  approval  a 
name  to  fill  that  term  of  office.  In  case  of  a 
vacancy  in  the  office  of  president-elect,  the 
vice-president  would  automatically  assume 
that  position. 


Section  5.  DUTIES  OF  OFFICERS 

A.  Insert  after  "respective  titles,"  "as  stated  in 
the  Leaders'  Guide," 

B.  4.  Insert  after  "appoint"  "with  the  approval 

of  the  Executive  Committee." 


If  amended.  Section  5,  A.  and  B.  4.  would  read: 

Section  5.  DUTIES  OF  OFFICERS 

The  duties  of  officers  shall  be  such  as  are 
implied  by  their  respective  titles,  as  indicated 
in  the  Leader's  Guide,  and  such  as  are 
specified  in  these  bylaws. 

4.  appoint,  with  the  approval  of  the  Execu- 
tive Committee,  all  standing  and  special 
committees,  except  the  nominating  com- 
mittee. 


A. 


B. 


Section  5.  DUTIES  OF  OFFICERS 

D.  Strike  "first"  before  "vice-president". 

1.  Strike  "be  chairman  of"  and  insert  "serve 
on". 

3.  Insert  as  new  number  3 "be  chairman  of 
the  Awards  Committee;" 

5.  Insert  as  new  number  5 "assume  the 
office  of  president-elect  in  the  event  of  a 
vacancy  in  this  office." 

If  amended.  Section  5.  D.  1.,  2.,  3.,  4.,  and  5 would  read: 
Section  5.  DUTIES  OF  OFFICERS 

D.  The  vice-president  shall: 

1.  serve  on  the  membership  committee; 

2.  be  responsible  for  the  organization  of 
new  auxiliaries; 

3.  be  chairman  of  the  Awards  Committee; 

4.  be  a member  of  the  Executive  Committee; 

5.  assume  the  office  of  president-elect  in 
the  event  of  a vacancy  in  this  office. 


Section  5.  DUTIES  OF  OFFICERS 

E.  Strike  out  this  section  entirely  with  the 
result  that  the  office  of  second  vice-president 
would  be  eliminated. 


Section  5.  DUTIES  OF  OFFICERS 

F.  3.  Insert"the  voting"  before"membership" 
and  insert  "voting"  before  "members". 
H.  10.  Strike  "cards"  after"membership"  and  insert 
"receipts". 
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I.  Strike  “with  the  president  and  president- 
elect" and  add  (at  the  end  of  the 
sentence)  "and  other  committees  as 
requested  by  the  president." 


If  amended.  Section  5.  F.  3.,  H.  10.,  and  I.  would  read- 
Section  5.  DUTIES  OF  OFFICERS 

F.  3.  keep  a record  of  the  voting  membership 
which  shall  contain  the  names  and 
addresses  of  officers  and  voting  members 
of  the  NMAA; 

H.  10. keep  membership  receipts  for  two  years, 

cancelled  checks  and  bank  statements 
for  five  years. 

I.  The  directors  shall  serve  on  the  long- 
range  planning  committee  and  other 
committees  as  requested  by  the  president 


Section  5. 
)■ 


K. 


L 


DUTIES  OE  OFFICERS  insert  J.,  K.,  and  L.  as 

given  below: 

The  chaplain  shall: 

1.  present  the  devotional  message  at  each 
meeting  and,  when  requested,  at  the 
luncheons; 

2.  conduct  the  memorial  service  at  the 
annual  meeting  for  those  members  who 
have  passed  away  during  the  year. 

The  historian  shall: 

1.  compile  and  keep  a record,  annually,  of 
the  activities  and  achievements  of  the 
NMAA; 

2.  request  the  county  auxiliaries  to  send 
annually  a resume'  of  their  year  which 
will  become  part  of  the  NMAA's  history; 

3.  consult  with  the  archives  committee 
regarding  the  disposition  of  these  materials. 

The  parliamentarian  shall: 

1.  attend  all  Board  of  Directors  and  general 
meetings  of  the  NMAA  and,  if  requested, 
the  meetings  of  the  Executive  Committee; 

2.  advise,  upon  request,  the  president. 
Board  of  Directors,  any  committee,  officer 
or  member  on  parliamentary  questions 
concerning  the  auxiliary; 

3.  be  available  to  assist  in  preparation 
before  meetings  and  to  confer  during 
recesses; 

4.  keep  a file  of  county  auxiliary  bylaws  and 
approve  those  of  newly  organized  aux- 
iliaries. 


ARTICLE  V — BOARD  OE  DIRECTORS 

Section  1.  MEMBERSHIP 

Insert  "(including  subcommittees),"  after 
"committees"  and  insert  "(or  their  proxy)" 
before  "of  the  county  auxiliaries". 

If  amended.  Section  1.  would  read: 

Section  1.  MEMBERSHIP 

The  Board  of  Directors  shall  consist  of  the 
officers,  the  directors,  the  chairmen  of  all 


committees  (including  subcommittees),  the 
immediate  past  president,  the  presidents 
(or  their  proxy)  of  the  county  auxiliaries,  and 
the  district  councilors. 


ARTICLE  VI  — EXECUTIVE  COMMITTEE 

Section  1.  MEMBERSHIP 

Substitute  a new  paragraph  for  the  existing 
one:  The  Executive  Committee  shall  consist 
of  the  president,  the  president-elect,  'the 
first  vice-president,  the  second  vice-pres- 
ident, the  recording  secretary,  the  treasurer, 
and  two  members-at-large  from  the  Board  of 
Directors. 

If  amended.  Section  1.  would  read: 

Section  1.  MEMBERSHIP 

The  Executive  Committee  shall  consist  of 
the  president,  the  president-elect,  the  vice- 
president,  the  recording  secretary,  the 
treasurer,  the  chairman  of  the  membership 
committee,  and  two  other  representatives 
elected  from  the  Board  of  Directors. 

Section  2.  DUTIES 

Insert  new  "B."  and  therefore  re-letter  the 
following  two  duties  accordingly. 

If  amended.  Section  2.  B.  would  read: 

Section  2.  DUTIES 

B.  approve  the  presidential  appointments 
of  standing  and  special  committees; 

ARTICLE  IX  — DISTRICT  COUNCILORS 

Add  "and  as  stated  in  the  Leaders'  Guide". 

If  amended,  ARTICLE  IX  would  read: 

District  Councilors  shall  be  appointed  by  the  president  to 
assist  the  officers  in  working  with  the  members-at-large 
and  enrolling  new  members  within  the  district,  and  as 
stated  in  the  Leaders'  Guide. 


ARTICLE  XI  — ANNUAL  MEETING 

Section  2.  Strike  "ten"  and  insert  "fourteen"  before 
"days". 

If  amended.  Section  2.  would  read: 

Section  2.  A notice  of  the  annual  meeting  shall  be  sent 
to  all  regular  and  associate  members  of  the 
NMAA  through  the  NMAA  Newsletter  and/ 
or  the  Journal  of  the  NMA  not  less  than 
fourteen  days  before  the  annual  meeting. 

Section  3.  Insert  "invited"  before  "guests." 

If  amended.  Section  3.  would  read: 

Section  3.  The  annual  meeting  shall  be  open  to  all 
members  and  invited  guests. 
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NEW  MEMBERS 


N.  Katherine  Babcock,  M.D. 
P.O.  Box  3328 
Omaha,  NE  68103 

Roger  W.  Geiss,  M.D. 

Dept,  of  Pathology 
601  N.  30th  St. 

Omaha,  NE  681  31 

Robert  H.  Mclntire,  M.D. 
Methodist  Hospital 
Omaha,  N E 68114 

Barbara  L.  Pathak,  M.D. 
UNMC  - 42nd  & Dewey 
Omaha,  NE  68105 

Paul  I.  Silverstein,  D.O. 

601  N.  30th 
Omaha,  NE  681  31 


D.  R.  Ripa,  M.D. 

6940  Van  Dorn 
Lincoln,  NE  68506 

Jane  M.  Kercher,  M.D. 

81 1 1 Dodge  St. 

Omaha,  N E 68114 

Christine  A.  Webster,  M.D. 
4840  F.  Street 
Omaha,  N E 68117 

Anne  K.  Morse,  M.D. 

928  Oklahoma 
Grand  Island,  NE  68801 

Donald  G.  Wirth,  M.D. 

908  N.  Howard  Ave.,  #108 
Grand  Island,  NE  68801 


IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 


FREDERICK  MERRILL  KARRER,  M.D.  — (Born 
March  23,  1905  — died  February  6,  1990) 
Medical  Specialty  — Surgery.  Doctor  Karrer 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1929  and  practiced 
in  McCook.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 


American  Medical  Association.  Survivors 
include  his  wife,  Elinor;  two  sons.  Dr. 
Frederick  William  Karrer  of  Omaha  and 
James  Stewart  Karrer  of  Grand  Island;  six 
grandchildren;  three  great-grandchildren; 
and  two  brothers.  Dr.  Robert  E.  Karrer  of 
York  and  Dr.  Rush  W.  Karrer  of  Scottsbiuff. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CONTINUING  EDUCATION  COURSES 

APRIL  13-14,  1990  — Cytokines  & Com- 
munication In  The  Immune  System:  Update 
1990. 

APRIL  14,  1990  — Nebraska  Association  of 
Pathologists  Spring  Meeting. 

APRIL  23-MAY  4,  1990  — Family  Practice 
Review. 

JULY  25-29,  1990  — College  of  Medicine 
Alumni  CME  Meeting,  Snowmass,  Colorado, 
**Tentative** 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

NOV.  29  - DEC.  1 , 1 990  — Nebraska  OB-GYN 
Society,  Las  Vegas,  Nevada. 

MARCH  11-22,  1991  — Family  Practice 

Review. 

APRIL  8-19,  1991  — Family  Practice  Review. 

If  no  location  has  been  specified  — these  programs 

will  be  held  at  the  Center  for  Continuing  Education, 

University  of  Nebraska  Medical  Center  campus. 

AMERICAN  ASSOCIATION  OF 
CLINICAL  ANATOMISTS 

AMERICAN  ASSOCIATION  OF  CLINICAL 
ANATOMISTS  — May  31  - June  1,  1990  - 
University  of  Saskatchewan  - “The  Surgical 
Anatomy  of  the  Lymphatic  System"  - 8.5  hrs. 
Category  I. 

EIGHTH  ANNUAL  CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE  — June  16-23, 
1 990  - Woverine  Lodge,  Lynn  Lake,  Manitoba, 
Canada.  For  information  contact  Sharlene 
Knippelmeyer,  RN,  BS,  Education  and  Staff 
Development,  Lincoln  General  Hospital, 
2300  S.  16th  St.,  Lincoln,  NE  68502 
(402)  473-5638. 


UPCOMING  CONTINUING 
EDUCATION  COURSES 

APRIL  9-10,  1990  — Advanced  Trauma  Life 
Support.  Omaha,  Nebraska,  Registration 
Fee:  $515.00  17.0  Hours  AMA  Category  I. 
16.0  Prescribed  Hours  AAFP.  17.0  Hours 
ACEP  Category  I.  Reverification  available. 

APRIL  11-12,  1990  — Advanced  Pediatric 
Life  Support.  Initial  Certification.  Omaha, 
Nebraska.  Registration  Fee:  $225.  13.0 
Hours  AMA  Category  I. 

MAY  7-8,  1990  — Advanced  Trauma  Life 
Support.  Omaha,  Nebraska  Registration 
Fee:  $515.00  17.0  Hours  AMA  Category  I. 
16.0  Prescribed  Hours  AAFP.  17.0  Hours 
ACEP  Category  I.  Reverification  available. 

MAY  15-16,  1990  — Advanced  Pediatric  Life 
Support.  Initial  Certification,  Omaha,  Nebr- 
aska Registration  Fee:  13.0  Hours  AMA 
Category  1. 

JUNE  22-24, 1 990  — Treatment  of  the  Allergic 
Patient.  The  Madden's  on  Gull  Lake,  Brainard, 
Minnesota  Sponsors:  Midwest  Allergy, 

University  of  Nebraska  Medical  Center, 
Department  of  Family  Practice  and  De- 
partment of  Otolaryngology. 

JULY  11-12,  1990  — Advanced  Pediatric  Life 
Support.  Initial  Certification.  Omaha,  Nebr- 
aska. Registration  Fee:  $225.  13.0  Hours 
AMA  Category  I. 

For  further  information,  contact  Cindy  Hanssen,  Univer- 
sity of  Nebraska  Medical  Center.  Center  for  Continuing 
Education,  42nd  & Dewey  Avenue,  Omaha,  Nebraska 
68105-1065.  Call  (402)  559-4152  or  our  toll  free  Med 
Consult  numbers  and  ask  lor  Continuing  Education.  In 
Nebraska  (800)  642-1095.  All  other  states  (except  Alaska), 
call  (800)  228-9630. 
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CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

MAY  11,  1990  — Osteoporosis  Prevention 
and  Treatment,  Airport  Conference  Center, 
Omaha,  Nebraska. 

MAY  25-27, 1990  — Family  Medicine  Update, 
Village  East,  Okoboji,  Iowa. 

MAY  31 -JUNE  3,  1990  — A Review  of 
Orthopaedics  and  Orthopaedic  Pathology, 
Creighton  University,  Omaha,  Nebraska. 

JUNE  9,  1990  — Medical  Ethics  Seminar  for 
Physicians,  Creighton  University,  Omaha, 
Nebraska. 

JUNE  15,  1990  — Local  Anesthesia  for 
Physicians  and  Dentists,  Creighton  University 
Dental  School,  Omaha,  Nebraska. 

TO  BE  ANNOUNCED,  1990  — Gastro- 
esophageal Reflux:  Rational  Approach  to 
Therapy,  Marriott  Hotel,  Omaha,  Nebraska. 

UPCOMING 

SEPTEMBER  14,  1990  — Advances  in  the 
Management  of  Gynecologic  Cancer,  Kiewit 
Conference  Center,  Omaha,  Nebraska. 

OCTOBER  26-27,  1990  — A Day  With  The 
Perinatologists,  Holiday  Inn/Old  Mill, 
Omaha,  Nebraska. 

J ULY  9-1  3, 1 991  — Present  and  Future  Clinical 
Applications  of  Tumor  Markers,  Ritz  Carlton 
Hotel,  Hawaii,  Hawaii. 

ON-GOING  UPON  REQUEST 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  University  is  offering  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

For  further  information  or  to  register,  contact:  Sally  C. 

O’Neill,  Ph.D.,  Creighton  University  School  of  Medicine, 

Continuing  Medical  Education  Division,  Omaha,  Nebraska 

68178,  Toll  Free  (800)  548-CMED,  In  Nebraska  — (402) 

280-1830. 

JOHNS  HOPKINS  UNIVERSITY 

DIAGNOSTIC  CYTOPATHOLOGY  FOR  PATH- 
OLOGISTS - 1990  POSTGRADUATE  INSTI- 
TUTE — February  through  April,  1990, 
Home  Study  Course  A,  April  23  to  May  4, 
1990,  In-Residence  Course  B,  Johns  Hopkins 
University  School  of  Medicine,  Baltimore, 
Maryland  21205. 


NMA  COMING  MEETINGS 

APRIL  26-29,  1990  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  1 3-15,  1990  — NMA  Fall  - Corn- 
husker  Hotel. 

April  26-28,  1991  — NMA  Annual  - Cornhusker 
Hotel. 

SEPTEMBER  12-14,  1991  — NMA  Fall  - 
Cornhusker  Hotel. 

APRIL  24-26,  1992  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  10-12,  1992  — NMA  Fall  - 
Cornhusker  Hotel. 

COMING  MEETINGS 

NEBRASKA  CHAPTER,  AMERICAN  ACADEMY 
OF  PEDIATRICS  — April  20,  1990,  Omaha 
Marriott  Hotel,  Behavioral  Pediatrics.  April 
21,  Sports  Medicine. 


UPCOMING  CONTINUING 
EDUCATION  COURSES 

APRIL  17-18,  1990  — Advanced  Cardiac  Life 
Support  — Initial  Certification.  Omaha, 
Nebraska.  Registration  Fee:  $165.  15.3 
Hours  AMA  Category  I. 

May  17-18,  1990  — Advanced  Cardiac  Life 
Support  — Initial  Certification.  Omaha, 
Nebraska.  Registration  Fee:  $165.  15.3 
Hours  AMA  Category  I. 

MAY  21,  1990  — Advanced  Cardiac  Life 
Support.  Recertification.  Omaha,  Nebraska. 
Registration  Fee:  $75.  7.2  Hours  AMA 
Category  I. 

JUNE  1,  1990  — Advanced  Cardiac  Life 
Support.  Recertification.  Omaha,  Nebraska. 
Registration  Fee:  $75.  7.2  Hours  AMA 
Category  I. 

JUNE  4,  1990  — Advanced  Cardiac  Life 
Support.  Instructor  Certification.  Omaha, 
Nebraska.  Registration  Fee:  $90.  6 Hours 
AMA  Category  I. 

For  further  information,  contact  Ann  Fitzgerald,  Univer- 
sity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  42nd  & Dewey  Avenue,  Omaha,  Nebraska 
68105-1065.  Call  (402)  559-4152  or  our  toll  free  Med 
Consult  numbers  and  ask  lor  Continuing  Education.  In 
Nebraska  (800)  642-1095.  All  other  states  (except  Alaska), 
call  (800)  228-9630. 
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CONTINUING  MEDICAL 
EDUCATION  COURSES 

APRIL  12-13,  1990  - Cytokines  & Communi- 
cation in  the  Immune  System:  Update 
1990. 

APRIL  14,  1990  — Nebraska  Association  of 
Pathologists  Spring  Meeting. 

APRIL  23-MAY  4,  1990  — Family  Practice 
Review. 

JUNE  8,  1990  — Various  Aspects  of  Type  II 
Diabetes. 


AMA  NEWS  NOTES 

(continued  from  page  18-A) 

The  coalition  will  allow  the  various  partici- 
pants to  work  together  toward  providing 
broader  access  to  medical  care  while  allowing 
individual  societies  to  focus  their  attention  on 
other  or  related  programs.  This  approach 
corresponds  with  the  broader  1 6 point"Health 
Access  America"  plan  that  the  AMA  has 
unveiled  at  the  National  Press  Club  in  Wash- 
ington, DC. 

In  announcing  its  principles,  the  coalition 
states  that  the  unmet  medical  and  health 
needs  of  the  uninsured  population  — a 
significant  percentage  of  which  is  comprised 
of  children  — make  it  imperative  that  Congress 
this  year  enact  legislation  assuring  that  all 
Americans  have  health  care  coverage.. 

The  coalition  issued  the  following  statement 
concerning  the  principles  it  has  endorsed  and 
its  intent: 

"We  are  committed  to  working  with  the 
Congress  and  the  Administration  to  achieve 
enactment  of  legislation  embodying  these 
principles.  Further,  in  order  to  meet  the 
immediate  challenge  of  the  uninsured  pop- 
ulation, and  the  longer  term  challenge  of  a 
better  health  care  system  for  all  Americans, 
the  medical  profession  recognizes  its  respon- 
sibility to  work  with  others  to  assure  quality 
care  is  delivered  in  a cost-efficient  manner. 
We  can  do  no  less.  The  health  of  the  nation  is 
reflected  in  the  health  of  its  people." 


JULY  25-29,  1990  — College  of  Medicine 
Alumni  CME  Meeting.  Snowmass,  Colorado. 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

NOVEMBER  29  - DECEMBER  1,  1990  — 
Nebraska  OB-GYN  Society.  Las  Vegas,  Nevada 

MARCH  11-22,  1991  — Family  Practice 
Review. 

APRIL  8-19,  1991  — Family  Practice  Review. 


The  Four  Principles  are: 

* Utilizing  the  traditional  approach  of  em- 
ployer based  insurance,  employers  should  be 
required  to  provide  health  insurance  to  their 
employees  and  dependents  with  appropriate 
cost-sharing  by  employees.  Recognizing  the 
potential  financial  burden  this  could  impose 
on  certain  small  businesses.  Congress  should 
include  provisions  which  would  ameliorate 
the  impact  of  this  requirement  such  as  tax 
relief,  subsidies,  phased-in  implementation, 
risk  pools  and  other  reforms  which  would 
make  insurance  more  available  and  affordable. 

*Medicaid  must  be  both  expanded  and 
substantially  improved  including  the  enact- 
ment of  minimum  eligibility  and  benefit 
levels,  and  incentives  to  enhance  provider 
participation.  Due  to  uneven  eligibility  criteria 
and  benefit  levels  across  the  states,  the 
current  medicaid  program  covers  fewer  than 
42%  of  Americans  with  incomes  below  100% 
of  the  federal  poverty  level. 

*For  those  who  are  not  eligible  for  employer 
based  insurance  and  who  have  incomes  in 
excess  of  the  enhanced  Medicaid  eligibility 
level,  provision  should  be  made  for  participa- 
tion in  a subsidized  program  with  cost-sharing 
on  a sliding  scale  premium  basis. 

*Health  insurance  programs,  whether  public 
or  private,  should  provide  access  to  basic 
physical  and  mental  health  benefits. 
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Roerig  Division,  Pfizer  Pharmaceuticals 
Cefobid 
Unasyn 
Glucotrol 
Diflucan 
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their  uses  in  the  management  of  cardiac  patients. 
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4:00  p.m.  University  of  Nebraska  College  of  Medicine  Annual  Alumni 
Meeting  — Lincoln  Suite 

5:00  p.m.  University  of  Nebraska  College  of  Medicine  Alumni  Reception 
for  all  University  of  Nebraska  College  of  Medicine  Graduates 
Beatrice  Suite 
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65TH  ANNUAL  MEETING  OF  THE  AL^XILIARY  PROGRAM 

NEBRASKA  MEDICAL  ASSOCIATION  AUXILIARY 

FRIDAY,  APRIL  27 
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everyone  rolling  in  the  aisles.  Nunsense  offers  a cornucopia  of 
hilarity  for  the  whole  family,  providing  conclusively  that  nun  rhymes 
with  fun. 
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INFORMATIONAL  ARTICLE 

Medical  Assistant  — The  Second  Fastest 
Growing  Allied  Health  Profession 


NORMA  PARKER,  CMA 


IN  an  April,  1988  publication 
of  USA-Today  an  article  ap- 
peared which  listed  the  an- 
ticipated growth  in  six  professions.  The 
predication  indicated  that  paralegal  jobs 
would  more  than  double  by  the  year  2000. 
The  second  fastest  growing  profession  listed 
was  "medical  assistants"  with  an  anticipated 
growth  of  90%  by  the  year  2000. 

The  American  Association  of  Medical  As- 
sistants (AAMA)  has  seen  the  medical  assist- 
ing profession  steadily  grow  and  we  are  not 
surprised  at  the  prediction  of  a 90%  increase. 
Medical  assistants  will  become  increasingly 
important  to  the  physician  as  medicine  be- 
comes more  complex  and  as  more  federal 
mandates  impacting  medicine  are  passed 
along  to  the  states. 

AAMA  has  always  worked  to  insure  that  its 
members  are  well  informed  on  medical  ad- 
vancements and  new  administrative  skills.  At 
the  annual  AAMA  convention  in  Richmond, 
Virginia  in  1988  a new  five  year  plan  for 
AAMA  was  revealed.  This  plan  stresses  pro- 
fessionalism through  education,  certification 
and  recertification  and  the  association's 
pledge  and  support  to  protect  the  medical 
assistant's  right  to  practice  under  the  super- 
vision of  a physician. 

My  one  objective  in  writing  this  article  is 
to  define  a "medical  assistant"  and  to  intro- 
duce you  to  the  American  Association  of 
Medical  Assistants. 

A medical  assistant  is  a multi-skilled  pro- 
fessional dedicated  to  assisting  in  patient 
care  in  an  office,  clinic  or  group  practice 
setting.  This  professional  can  perform  clini- 
cal and  administrative  duties  under  the  su- 
pervision of  a licensed  physician.  These  duties 


can  also  encompass  managing  facilities, 
personnel  and  handling  emergency  situations. 
AAMA  offers  the  credential  of  Certified  Medi- 
cal Assistant  (CMA)  which  is  mandatory  for 
active  membership  in  AAMA.  Recertification 
is  required  every  five  years  either  by  sitting 
for  an  exam  or  through  continuing  education 
units  (CEU).  The  American  Medical  Associa- 
tion and  the  American  Association  of  Medical 
Assistants  cooperate  with  the  Committee  on 
Allied  Health,  Education  and  Accreditation 
(CAHEA)  in  the  review  of  medical  assisting 
programs,  (see  August  25,  1989  issue  of  JAMA 
article  on  Allied  Health  Education  and  Ac- 
creditation) CAHEA  grants  public  recognition 
to  these  programs  meeting  specific  national 
standards.  These  standards  or  essentials  are 
established  by  professionals  in  medical  assist- 
ing, education  and  medicine.  Every  five  years 
AAMA  does  a DACUM  analysis  of  our  profes- 
sion which  enables  us  to  identify  new  areas 
in  medicine  and  administrative  skills  thereby 
insuring  that  our  scope  of  study  is  broadened 
and  offers  an  update  to  schools  offering  a 
medical  assisting  program. 

Members  already  in  the  work  force  who 
have  "learned  on  the  job"  can  obtain  the 
CMA  credential  through  self  study  and  re- 
view courses  offered  through  the  AAMA  state 
societies  and  by  taking  the  certifying  exam. The 
medical  assistants  who  have  obtained  their 
CMA  in  this  manner  have  found  that  on  the 
job  training  helped  but  they  also  grew  a great 
deal  in  knowledge  gained  from  self  study. 

I mentioned  AAMA's  pledge  to  protect  the 
medical  assistant's  "right  to  practice".  As  long 
ago  as  1980  our  profession  has  been  threat- 
ened through  legislation  passed  in  which 
verbage  has  eliminated  a physician's  right  to 
delegate  procedures  to  a medical  assistant.  In 
some  cases  these  threats  have  come  about 
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without  our  associations  knowledge.  We  now 
have  a strong  public  policy  team  whose  job 
it  is  to  monitor  legislation,  and  insure  that  leg- 
islation does  not  slip  through  without  our 
members  being  aware  and  informed.  The 
state  of  California,  Washington  and  Florida 
have  met  this  threat  and  are  still  working  with 
their  legislators  to  insure  that  the  physicians 
"right  to  delegate"  duties  to  the  medical 
assistant  stays  intact. 

This  past  September  at  AAMA's  annual 
convention  in  Charleston,  South  Carolina 
our  house  of  delegates  passed  five  resolu- 
tions that  pledge  our  support  to: 

(1)  Support  the  physician's  right  to  decide 
whether  or  not  to  accept  medicare  assign- 
ment. 

(2)  Learn  all  we  can  about  biomedical 
waste  and  the  proper  way  of  disposal. 

(3)  Take  every  opportunity  to  learn  about 
AIDS  and  heed  universal  blood  and  body 
fluid  precautions. 

(4)  Support  the  passage  of  Tort  Reform 
legislation. 

(5)  Support  creation  of  a federal  office  on 
rare  diseases  to  coordinate  research,  educa- 
tion efforts  and  services  for  patients  affected 
by  an  orphan  disease. 

AAMA  had  the  foresight  to  offer  work- 
shops on  CRT  and  ICD-9  coding  over  five 


years  ago,  well  ahead  of  the  mandatory  coding 
rules.  This  is  just  one  way  the  association 
serves  its  members.  It  is  our  intent  to  keep 
our  members  current  on  all  new  skills,  medical 
sciences  and  federal  mandates  and  our  mem- 
bership can  be  assured  of  this  information  as 
soon  as  AAMA  knows. 

Having  served  four  years  on  the  national 
board  of  AAMA,  I am  proud  of  the  direction 
our  profession  is  moving  and  its  new  five  year 
plan.  1 hope  you  as  a physician  will  be 
interested  enough  to  encourage  your  medi- 
cal assistant  to  become  a AAMA  member, 
obtain  the  CMA  credential  and  promote 
continuing  education.  The  annual  dues  to 
our  Association  could  be  the  best  dollars  you 
have  invested  in  your  office  and  practice. 
Most  states  have  an  affiliated  Society  (Ne- 
braska Society  of  Medical  Assistants)  and 
several  local  chapters. 

The  Nebraska  Society  will  hold  its  1990 
convention  in  Lincoln,  Nebraska,  April  27th 
through  April  29th,  at  Holiday  Inn  on  Corn- 
husker  Rd..  Encourage  your  office  personnel 
to  attend.  1 hope  you  are  aware  of  your 
medical  assistants  and  in  the  future  will 
recognize  AAMA  as  the  "voice"  for  the  medical 
assisting  profession. 

If  you  are  interested,  further  information 
can  be  obtained  by  writing  our  national  of- 
fice, American  Association  of  Medical  Assis- 
tants, Suite  1575,  20  North  Wacker  Drive, 
Chicago,  Illinois  60606,  Mr.  Edward  Collins, 
Executive  Director. 
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SALUTE  TO 

MEDICAL  DOCTORS'  DAY 


nirada  WJicaf 
-^Mocialion  -^uxitiari^ 


These  members  of  the  state  board 
of  the 

riebraska  Medical  Association  Auxiliary 
have  contributed  to  the 

American  Medical  Association 
Education  and  Research  Foundation 


in  lionor  of 

MEDICAL  DOCTORS'  DAY 


Colleen  Adam 
Cheri  Atiderson 
Carole  Bayby 
Kogene  Bainbridge 
Sally  Becker 
Joan  Cahoy 
Susan  Carson 
Lynn  Cronk 
Kamona  Damico 


Jeanne  Marie  Dahlheim 
Sondra  Teidler 
Susie  Corker 
Harriette  Francis 
Barbara  Qammel 
Ardis  Grace 
Margie  Qutnik 
Carol  Ann  Hehner 
Pam  rioesing 


Sharon  Holyoke 
Bev  Kruger 
Elba  l^u 
Cathy  Lear 
Dorothy  Matson 
Joan  O'Brien 
Maria  O'Donohue 
Dcsta  Osborne 
Kay  [<eed 


Jeanette  Schlichtemeier 
Rita  Seiler 
Sally  Semm 
Donna  Stone 
Susan  Surber 
Arladeane  Urbauer 
Jean  Waldman 
Carolyn  Yeakley 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


Thirteenth  Annual 
Black  Hills  Seminar  on 
Advances  in  Clinical  Pediatrics 

June  27-29,  1990  at  the  Golden  Hills  Resort  in 
Lead,  South  Dakota,  sponsored  by  the  University 
of  South  Dakota  School  of  Medicine  and  the 
A.A.P.  South  Dakota  Chapter. 


Guest  Faculty  include:  Heinz  Eichenwald,  James 
Garrick  Robert  Lemanske,  Alvin  Jacobs  and 
Leonard  Swischuk. 


Contact:  Debbie  Meyer 

Department  of  Pediatrics,  USD  School  of  Medicine 
1100  S.  Euclid,  P.O.  Box  5039  Sioux  Falls,  SD  57117-5039 
605-333-7178 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Richard  V Raymond.  M.D.,  O'Neill President 

Paul  E.  Collicott,  M.D..  Lincoln President-Elect 

Robert  F.  Shapiro.  M.D..  Lincoln Secretary-Treasurer 

William  L.  Schellpeper.  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius.  Ir.  M.D..  Sidney;  — 

John  D.  Coe.  M.D..  Omaha;  — Louis  I.  Gogela  M.D.. 

Lincoln;  — Blaine  V.  Roffman.  M.D..  Omaha. 

BOARD  OF  DIRECTORS 

Richard  A.  Raymond.  M.D..  Chairman O'Neill 

Paul  E.  Collicolt  M.U..  \ ice-Chairman  ...  Lincoln 

Robert  F.  Shapiro.  M.D..  Secretary-Treasurer Lincoln 

Donald  J.  Pavelka.  M.D..  Past  President Omaha 

L.  Dwight  Cherry.  M.D Lincoln 

Herbert  A.  Hartman.  Jr..  M.D Omaha 

Darroll  J.  Loschen.  M.D York 

Robert  G.  Osborne.  M.D Lincoln 

Richard  H.  Meissner.  M.D Omaha 

David  R.  Little,  M.D Hastings 

Stanley  F.  Nabity.  M.D Grand  Island 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Francis  D.  Donahue.  M.D..  Chairman Omaha 

R.  A.  Blalny.  M.D Fairbury 

Stuart  P.  Embury.  M.D Holdrege 

Joel  r.  Johnson,  M.D Kearney 

Bernard  L.  Kratochvil.  M.D Omaha 

Walter  J.  O'Donohue.  M.D Omaha 

Joseph  E.  .Stitcher.  M.D Lincoln 

John  C.  Wilcox.  M.D .Aurora 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy.  NI.D.,  Chairman Lincoln 

Robert  A.  Beer.  M.D Omaha 

David  L.  Bacon.  M.D Keamev 

Lawrence  C.  Bausch.  M.D Lincoln 

Stacey  Goodrich.  M.D Tecumseh 

Charles  Gregorius,  M.D Lincoln 

Richard  M.  Tempero.  .M.D Omaha 

Donald  E.  Waltemath.  M.D ....Lincoln 

.Anthony  J.  Yonkers,  M.D Omaha 

COMMISSION  ON  .MEDICAL  SERVICES 

Kenton  L Shaffer.  M.D.,  Chairman Kearney 

Chris  C.  Caudill.  M.D Lincoln 

Carl  J-  Cornelius.  Jr..  M.D Sidney 

F.  William  Karrer.  .M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

Hariy  W.  McFadden.  M.D Omaha 

Merton  A.  Quaife.  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Kenton  L Shaffer.  M.D..  Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  .Adam.  M.D Hastings 

Ernest  K.  Bussinger.  M.D Scottsbluff 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson.  M.D Lincoln 

Charles  W.  Marlowe.  M.D Omaha 

Gary  D.  MUius,  M.D Lincoln 

James  M.  Plate.  M.D Kimball 

William  L.  Rumbolz.  M.D Omaha 

Carl  V.  Smith.  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch.  M.D Lincoln 

Kenneth  Johnsoa  M.D McCook 

Robert  M.  Nelson,  .M.D Omaha 

Tom  F.  Tonnige.s,  M.D Hastings 

Gregg  F.  Wright,  M.D Lincoln 

COMMITTEE  ON  HEALTH  PLANNING 

Carl  J.  Cornelius.  Jr.,  M.D..  Chairman Sidney 

Gordon  D.  .Adams.  M.D Norfolk 

Lewiston  W.  Birkmann.  M.D Lincoln 

James  S.  Carson.  M.D McCook 

Chris  C.  Caudill  M.D Lincoln 

Allen  D.  Dvorak.  MD Omaha 

Dale  W.  Ebers.  M.D Lincoln 

Louis  J.  Gogela.  Jr..  M.D Beatrice 

Roger  D.  Masoa  M.D Omaha 

Donald  F.  Prince.  M.D . . Minden 

C.  Lee  Retelsdorf.  M.D Omaha 

AD-HOC  COM.MITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer.  M.D..  Chairman Omaha 

Gordon  D.  Adam.s,  M.D Norfolk 

•Joe  L.  AuchMoedy.  M.D Kearney 


Elvin  G.  Brown.  M.D Hastings 

John  H.  Casey.  M.D Lincoln 

Daniel  R.  Cronk.  M.D Grand  Island 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Jo.seph  D.  Verdirame.  M.D Omaha 

AD-HOC  COMMITTEE  ON  LOW  LEVEL  RADIOACTIVE 
WASTE  DISPOSAL 

Merton  .A.  Quaife,  MD..  Chairman Omaha 

Prentiss  M.  Dettman.  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez- Cordero.  M.D Spencer 

Dennis  D.  Hatch.  M.D Superior 

David  J.  Hoelting.  M.D Pender 

Ernest  O.  Jones.  Ph.D Omaha 

Martin  R.  Lohff.  M.D Omaha 

W.  E.  Lundak.  M.D Lincoln 

David  C.  McMaster.  M.D .Auburn 

William  H.  NorlhwalL  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill.  M.D..  Chairman Lincoln 

Judith  A.  Butler.  M.D Superior 

Dale  W.  Ebers.  M.D Lincoln 

Vernon  F.  Garwood.  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Roger  A.  Jacobs,  M.D Sevsard 

Ronald  Klutman,  M.D Columbus 

Paul  F.  Meyer.  M.D .Aurora 

Dale  E.  Michels.  M.D Lincoln 

Harold  M.  Nordlund.  M.D York 

Samuel  H.  Perry.  II.  M.D North  Platte 

Richard  B.  Svehla.  M.D Omaha 

Tom  F.  Tonniges,  M.D Hastings 

Wayne  K.  Weston,  M.D Lexington 

NMA  PRO  OVERVIEW  COMMITTEE 

Gordon  J.  Hrnicek.  M.D..  Chairman Grand  Island 

David  L.  Bacon.  M.D Kearney 

A.  H.  Bergman.  M.D Fremont 

Tim  Biga.  M.D Norfolk 

Dennis  M.  Connolly.  M.D Lincoln 

Wendell  L Fairbanks.  M.D Alliance 

John  F.  Fitzgibbons,  M.D Omaha 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs.  M.D Beatrice 

John  C.  Grove.  M.D O'Neill 

Richard  Jacksoa  M.D Pawnee  City 

M.  Jack  Mathews.  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Herbert  E.  Reese.  M.D Lincoln 

AD-HOC  COMMITTEE  ON  THE  SOCIO-ECONOMIC 
ASPECTS  OF  HEALTH  CARE 

Hariy  W.  McFadden,  Jr..  M.D..  Chairman Omaha 

Vernon  F.  Garwood,  M.D Lincoln 

Allan  C.  Landers.  M.D Scottsbluff 

V.  William  Meyers,  M.D Omaha 

.Stanley  F.  Nabity,  M.D Grand  Island 

Dwaine  J.  Peetz.  M.D Neligh 

Richard  B.  Svehla.  M.D Omaha 

Stanley  M.  Truhlsen.  M.D Omaha 

Hiram  H.  Walker.  M.D Kearney 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman,  M.D.,  Chairman Columbus 

Benjamin  R.  Gelber,  M.D.,  Vice-Chairman Lincoln 

Dennis  Beavers.  M.D Omaha 

Judith  A.  Butler,  M.D Superior 

Melvin  A.  Churchill  M.D Lincoln 

James  H.  Dunlap.  M.D Norfolk 

Donald  E.  Fischer.  M.D Scottsbluff 

Vernon  F.  Garwood.  M.D Lincoln 

Michael  J.  Germer.  M.D Lincoln 

Charles  Gregorius,  M.D Lincoln 

Susan  L.  Greenwald,  M.D Kearney 

Dennis  G.  0’Le2ir>’.  M.D Omaha 

George  W.  Orr.  Ai.D Omaha 

Robert  G.  Osborne.  M.D Lincoln 

Dwaine  J.  Peetz.  M.D Neligh 

Herbert  E.  Reese.  M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Blaine  Y.  Roffman.  M.D Omaha 

James  N.  .Shreck.  M l) North  Platte 

Richard  B.  Svehla,  M.D Omaha 

Steven  R.  Thomas.  M.D York 

Eileen  C.  Vaulravers.  M.D Lincoln 
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Timothy  0.  Wahl.  M.D Omaha 

Peter  -I.  Whilted.  M.I) Omaha 

Susan  M.  Williams.  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 
C.  Lee  Retelsdorf.  M.D..  Chairman.  . Omaha 

Daniel  S.  Durrie.  M.D Omaha 

Joel  T.  Johnson,  M.D Kearney 

Darroll  J.  Loschen.  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Stanley  F.  Nabity.  M.D (Irand  Island 

William  R.  Palmer.  M.D Omaha 

Charles  S.  Wilson.  M.D Lincoln 


AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 


James  H.  Dunlap.  M.D.,  Chairman Norfolk 

David  L.  Bacon.  M.D Kearney 

Warren  G.  Bosley.  M.D Grand  Island 

F.  M.  Gawecki.  M.D Papillion 

Dwaine  J.  Peetz.  ,M.D Neligh 

Richard  M.  Pilsch.  Jr..  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman.  M.D Omaha 

Larry  E.  Roffman.  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustiaa  M.D.,  Chairman Omaha 

Ronald  L.  Asher,  M.D North  Platte 

Robert  L.  Bass,  M.D Elkhorn 

Warren  G.  Bosley.  M.D Grand  Island 

Patrick  E.  Brookhouser.  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Charles  A.  Dobry.  M.D Omaha 

Stacey  Goodrich.  M.D Tecumseh 

Richard  A.  Hranac.  M.D Kearney 

Steffan  R.  Lacey,  M.D Norfolk 

William  E.  Lundak.  M.D Lincoln 

Richard  L.  O’Brien.  M.D Omaha 

William  R.  Schlichtemeier.  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Michael  J.  Sullivan.  M.D Aurora 

Jeffrey  Susman.  M.D Omaha 

Richard  L.  ToUefson.  M.D Wausa 

Robert  H.  Waldman.  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION  & 


ATHLETIC  MEDICINE 

Warren  G.  Bosley.  M.D..  Chairman Grand  Island 

Patrick  E.  Clare.  M.D..  Vice-Chairman Lincoln 

Gordon  D.  Bainbridge.  M.D Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer.  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R.  Jones.  M.D Lexington 

Stephen  J.  Lanspa,  M.D Omaha 

Morris  B.  Mellioa  M.D Omaha 

Paul  H.  Phillips.  M.D Scottsbluff 

Wesley  G.  Wilhelm.  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler.  M.D.,  Chairman Lincoln 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler.  M.D Norfolk 

Donald  T.  Glow.  M.D Omaha 

John  J.  Hoesing.  .M.D Omaha 

Roger  P.  Massie.  M.D Plainview 

Donald  E.  Matthews.  M.D Lincoln 

Harlan  C.  Shriner.  Jr..  M.D Lincoln 

F.  Thomas  Waring.  M.D Fremont 


AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 


Kirk  Muffly,  M.D.,  Chairman 

J.  D.  Akerson,  M.D 

Krynn  K.  Buckley,  M.D 

Susanne  Eilts,  M.D 

Jim  Fosnaugh,  M.D 

L.  D.  Helmick,  M.D 

David  J.  Hilger,  M.D 

Jeffery  Itkin,  M.D 

Verlin  K.  Janzen,  M.D 

Tamara  R.  Johnson.  M.D.. . . 
Robert  Langdon,  Jr..  M.D.... 
Michael  J.  McGahan,  M.D.  . . 

Kevin  Nohner,  M.D 

Timothy  O’Holleran,  M.D. . . . 
Roselyn  Remington.  M.D. . . . 

Glenn  A.  Ridder,  M.D 

Kay  M.  Shilling,  M.D 

Richard  J.  Stitcher,  M.D.  . . . 

Jeff  Susman,  M.D 

Mike  Sullivan,  M.D 

Keith  Vrbicky,  M.D 

Mohammed  K.  Zahra,  M.D.. . 


Omaha 

Sidney 

Lincoln 

Omaha 

Lincoln 

Kearney 

Lincoln 

Omaha 

Nebraska  City 
. . . . Cambridge 

Omaha 

. . . West  Point 

Omaha 

. . North  Platte 

Schuyler 

Randolph 

Omaha 

Lincoln 

Omaha 

Aurora 

Norfolk 

Norfolk 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 


Glen  F.  Lau.  M.D.,  Chairman Lincoln 

John  B,  Byrd.  M.D Neligh 

Charles  F.  Heider,  Jr.  M.D North  Platte 

Barney  B.  Rees,  M.D Omaha 

Joseph  G.  Rogers.  M.D Lincoln 

Larry  D.  Ruth.  MD Lincoln 

Steven  A.  Schwid.  M.D Omaha 

Jerry  K.  Seiler.  M.D Hastings 

William  A.  Shiffermiller.  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Stephen  D.  Torpy,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey.  M.D..  Chairman Lincoln 

Warren  G.  Bosley.  M.D Grand  Island 

Glen  F.  Lau.  M.D Lincoln 

Richard  ('.  Olney.  M.D Lincoln 

John  L Reed.  M.D Lincoln 

Stanley  M.  Truhlsen,  M.D Omaha 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  ('ollicott.  M.D..  Chairman Lincoln 

Dwaine  J.  Peetz.  M.D..  Vice-Chairman Neligh 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

L.  Dwight  Cherry,  M.D Lincoln 

Thomas  M.  Connors.  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin,  M.D Ord 

Roger  P.  Massie.  M.D Plainview 

Donald  J.  Pavelka,  M.D Omaha 

Rudolf  Strnot  Jr..  M.D Lincoln 

Richard  B.  .Svehla,  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

.Scot  C.  Sorensen.  M.D..  Chairman Lincoln 

Samuel  E.  Boon.  M.D Lincoln 

Jane  S.  Roccaforte.  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Philip  W.  Smith.  M.D Omaha 

Richard  B.  Svehla.  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
(NMA  Representatives) 

Gordan  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

Timothy  O.  Wahl,  M.D ...  Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  Wilhelm,  M.D Omaha 


NMPAC  BOARD  OF  DIRECTORS 


Timothy  0.  Wahl,  M.D.,  Chairman Omaha 

Mrs.  Gordon  Bainbridge Grand  Island 

Mrs.  W'illiam  Becker Norfolk 

Mrs.  Richard  Bergstrom Fremont 

John  I.  Cherry.  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

David  R.  Little.  M.D Hastings 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner.  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  Robert  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Mrs.  William  R.  Schlichtemeier Omaha 

Robert  F.  Shapiro  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

Eugene  M.  Zweiback.  M.D Omaha 
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ADVICE  TO  AU  THORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D.,  Neurological  Surgen,’  2221  So.  17ih  St., 
Suite  310,  Lincoln.  NE  68502.  The  manuscript  should  be  typewTitten. 
double-spaced,  on  8*^  x 11  paper,  with  generous  margins  on  each  page. 
Number  all  pages  in  the  right  upper  corner  with  the  authors  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory'  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications  is 
included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each  manuscript, 
and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all  correspondence. 
Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author.  A 
name  and  address  for  reprint  requests  should  be  included  on  the  title  page, 
including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied  by 
a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the  article 
and  should  be  typed  double-spaced.  .Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references  should 
include  authors’  names  and  initials,  title  of  article,  abbreviated  name  of 
Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  neime  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8’^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send 
original  artwork.  Each  illustration  should  be  consecutively  numbered  and 
cited  in  the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the  authors. 
The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and  claims 
expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company. 
Inc..  P.O.  Box  278.  Norfolk.  Nebraska  68702-0278. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

302  Philip  Avenue,  P.O.  Box  278 
NORFOLK,  NEBRASKA  68702-0278 
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Advertisements  in  this  column  are  run  at  the  rate  of  S15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  othei'wise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASK.A  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln.  NE  68508. 


SURGEON  OPPORTUNITY:  Immediate  open- 
ing for  general  surgeon  in  rural  Nebraska.  Board 
certified  or  board  eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great  hunting  and 
fishing.  Wallace  & Panzer,  M.  D.,  P.G.,  807  North 
Ash,  Gordon,  Nebraska  69343. 

FAMILY  PRACTIGE  OPPORTUNITY:  Current 
associate  leaving,  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McCormick,  President,  Allen  McCormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  55435,  61  2-835-5123. 

FAMILY  PRACTICE:  Family  practice  physician 
needed  to  join  an  established  1 4-physician  state 
of  the  art  clinic  in  a ranching  community  in 
South  Dakota.  Competitive  salary  guaranteed, 
plus  generous  tuition  reimbursement-housing- 
transportation  bonuses  offered.  Malpractice 
insurance  covered.  Limited  call.  Flexible  schedule. 
Outdoor  recreation  abounds,  including  hunting, 
fishing,  boating,  skiing,  and  golfing.  Cultural 
opportunities:  Allied  Concert  Series  programs. 
Send  resume  or  inquiries  to  Helen  S.  Lindquist, 
Administrator,  Five  Counties  Hospital  and  Nurs- 
ing Home,  P.O.  Box  479,  Lemmon,  SD  57638. 
Telephone:  605-374-3871. 


IOWA-  PEDIATRICIAN:  To  join  busy  Pediatric 
Department  in  young  progressive  multispecialty 
group.  Enjoy  outstanding,  progressive  medium 
sized  community  quality  of  life  within  minutes 
of  downtown  Omaha.  Competitive  guaranteed 
salary  and  fringe  benefits,  plus  incentives  with 
full  corporate  membership  after  one  year. 
Contact  Richard  Lehigh,  Administrator,  Cogley 
Medical  Associates,  P.C.,  Council  Bluffs,  Iowa 
51501.  (712)  328-1801. 


LIVE  AMONG  THE  REDWOODS:  Successful 
surgeon  seeks  partner  for  busy  general  and 
vascular  surgery  practice  on  northern  California 
coastline.  85-bed  hospital  supportive  of  practice 
— will  provide  guarantee  and  malpractice.  Call 
Gwyneth  Anderson  for  more  details  about  this 
ideal  opportunity  at  300-221-4762,  or  collect 
212-599-6200.  E.  C.  Todd  Associates,  535  Fifth 
Avenue,  Suite  1100,  New  York,  NY  10017. 


FAMILY  PRACTICE:  BE/BC  Familv  Practitioners 
to  join  6 physician  FP  Department  in  a long 
established  progressive  multispecialty  group 
practice  in  Southwestern  Iowa.  Support  of  10 
associated  or  affiliated  surgical  and  medical 
specialties,  yet  free  to  practice  full  range  of 
family  medicine.  Enjoy  an  outstanding  medium 
sized  community  quality  of  life  within  minutes 
of  Omaha.  Guaranteed  first  year  salary,  plus 
incentive  with  full  range  of  benefits.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs, 
Iowa  51  503  or  call  collect  712-328-1801. 

FAMILY  PRACTICE:  BE/BC  Family  Practitioners 
to  join  our  busy  office  in  Clenwood,  Iowa.  Share 
call  and  receive  support  of  the  long  established 
progressive  Cogley  Medical  Associates,  P.  C. 
multispecialty  group  practice  located  in  South- 
western Iowa.  Clenwood  is  a community  of 
6,000  located  just  20  miles  south  of  Council 
Bluffs.  Great  community,  good  schools  yet 
close  to  metro  area.  Guaranteed  first  year  salary, 
plus  incentive  and  full  range  of  benefits.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs, 
Iowa  51503  or  call  collect  712-328-1801. 

PSYCHIATRIST  FOR  ROCKY  MOUNTAIN  CITY: 
An  impressive  Rocky  Mountain  community  in 
Montana  seeks  psychiatrist  for  well-managed 
mental  health  clinic.  Opportunity  to  succeed 
with  the  present  medical  director  exists  within 
the  next  2-3  years.  Position  includes  both 
patient  care  and  program  development.  Com- 
munity population  is  over  80,000  with  two 
modern  hospitals.  Liberal  financial  package 
offered.  For  more  information  call:  Gwyneth 
Anderson,  (800)  221-4762,  or  write  to:  E.G. 
Todd  Associates,  535  Fifth  Avenue,  Suite  1100, 
New  York,  NE  10017. 


WANTED:  Lincoln  Regional  Center  is  seeking 
a physician  for  general  medical  coverage  of 
patient  health  services  and  employee  health 
services.  House  could  range  from  half-time  (20 
hours  per  week)  up  to  full  time  depending  on 
range  of  responsibilities  assumed.  Excellent 
benefits  package.  Salary  negotiable.  Contact: 
Charles  Richardson,  M.D.,  Clinical  Director, 
Telephone  (402)  471-4444. 
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SOUTHWESTERN  IOWA:  Small,  progressive 
hospital,  in  Southwestern  Iowa,  seeking  third 
family  practice  physician.  First-year  minimum 
income  guarantee  $70,000,  plus  benefits. 
Omaha,  Nebraska  within  hours'  drive.  Specialists 
from  Omaha  provide  clinics/backup.  Call  Wanda 
Parker,  (800)  221-4762,  or  collect  (212)  599-6200. 
E.C.  Todd  Associates,  535  Fifth  Avenue,  Suite 
1100,  New  York,  NY  10017. 

SMALL  HOSPITAL:  Small  hospital,  45  minutes 
west  of  Minneapolis,  has  noted  geriatric  program. 
First-year  minimum  salary  of  $50,000,  plus  37% 
adjusted  revenues,  4 weeks'  vacation,  2 weeks' 
CME,  401  (K)  pension  plan,  malpractice.  Lakeside 
community.  Call:  Wanda  Parker  at  (800)  221-4762 
or  collect  (212)  599-6200. 

ORTHOPEDIC  LIBRARY:  1 JBJS  American  and 
British,  1953-88  inclusive.  2.  Clinical  Orthopedics 
- Vol.  51-220  3.  Orthopedic  Clinics  of  North 
America,  1970-89.  If  interested,  please  call 
712-227-2686. 

NATIONWIDE  PRACTICE  OPPORTUNITIES: 
All  specialties.  Fees  paid  by  clients.  Call:  Wanda 
Parker,  E.C.  Todd  Associates,  Inc.,  535  Fifth 
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VASOTEC 


(ENALAPRIL  MALEATE  MSD: 


VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  retated  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedem  Angioedema  of  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases.  VASOTEC  should  be  promptly  discontinued 
and  the  patient  caretully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
face  anr)  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of 
the  tongue,  gtottis,  orlaryni  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g..  subcutaneous 
e^in^hrme  solution  1:1000  (0.3  mL  to  0.5  mL).  should  be  promptly  administered.  (See  ADVERSE 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  lailure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart 
lailure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  palienls 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  therapy  with  VASOTEC 
in  patients  at  nsx  lor  excessive  hypotension  who  are  able  to  tolerate  such  ad|uslments  (See  PRECAUTIONS,  Drug 
/n/eracfrons  and  ADVERSE  REACTIIjNS  ) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  of  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A Iransienl  hypotensive  response  is  not  a 
contraindication  to  lurther  doses  of  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  If  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia/ Agranulocytosis  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  Irequenlly  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapn  I are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocyiosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of 
white  blood  cell  counts  In  patients  with  collagen  vascular  disease  ana  renal  disease  should  be  considered 
Precautions:  General  impaired  Henat  Function  As  a consequence  ol  inhibiting  the  renin-angiotensm-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  m susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-angiolensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 


I In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
I nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  of  the  diuretic  and/or  vASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  tailure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  Inals  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperxalemia 
was  a cause  ol  discontinuation  of  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  ol  patients,  but  was  not  a cause  tor  discontinuation 
Risk  factors  lor  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant 
use  ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  it  at  all,  with  VASOTEC  (See  Drug  Inleiactions. ) 

Surgery/Anesihesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  It  formation  secondary  to  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  PahaHs 


Angioedema  Angioedema,  including  laryngeal  edema  may  occur  especially  lollowing  the  first  dose  of  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lighiheadedness.  especially  during  the  first  few  days  of  therapy  If 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing pjiysician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g , sore  throat,  fever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  intormation 
IS  intended  to  aid  in  the  sale  and  effective  use  ol  this  medication  tt  is  not  a disctosure  of  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especialty  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  ol  therapy 
with  enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril  If  it  is  necessary  to  continue  the 
diuretic,  provide  ctose  medicat  supervision  after  the  initial  dose  for  at  least  two  hours  and  untit  blood  pressure  has 
stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  anlihyperlensive  effect  of  VASOTEC  is  augmented  by  anlihypertensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blockmg  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (eg,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  it  concomi- 
tant use  of  these  agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caulioh  ahd 
with  frequent  moniloring  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Uthium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium,  including  ACE  inhibitors  A few  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASdTEC  andlithium  and  were  reversible  upon  discontinuation  of  both  drugs  If  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  ho  fetoloxicily  or  teralogehicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  limes  the  maximum  human  dose)  Fetoloxicily.  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  suppiementeo  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 moAg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ot  3 and  10  mg/ 
kg/day,  but  not  at  30  mg/kg/day  (50  limes  the  maximum  human  dose). 

Radioactivity  was  found  1o  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However  data  are  available  that 
show  ehalapril  crosses  the  human  placenta  Because  the  risk  of  fetal  toxicity  with  the  use  of  ACE  inhibitors  has  not 


been  clearly  delined,  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  it  the  potential  ben- 
elil  luslifies  the  potential  risk  to  the  fetus 

Poslmarkeling  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  lollowing  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  ol  pregnancy  has  not  been  reported  to  affect  felai  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  fetal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy,  there  have  been  reports  ol  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  lelus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  ahd  renal  perfusion  with  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it 
IS  not  clear  whether  they  are  related  to  ACE  inhibilioh.  maternal  hypertension,  or  the  underlymg  prematurity 
Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  following  administration  of  ’*C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreled  m human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  wheo  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safely  and  effectiveness  in  children  have  not  been  established 


Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safely  in  more  than  10.000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
trials  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5.2%).  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1  4%).  nausea  (1 4%).  rash  (1 4%),  cough  (1.3%),  orthostatic  effects  (1 2%).  ahd  asihehia  (1 1%) 
HEART  FAILURE  The  most  IrequenI  clinical  adverse  experiences  in  both  cohlrolled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%),  hypotension  (6  7%).  orthostatic  effects  (2  2%),  syncope  (2  2%),  cough  (2  2%).  chest  paih  (21%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (1 8%),  headache  (1  8%),  abdominal  pain  (1 6%).  asthenia  (1 6%).  orthosta- 
tic hypotension  (1  6%).  vertigo  It  6%),  anq^^na  pectoris  (1  5%).  nausea  (1  3%).  vomiting  (1  3%).  bronchitis  (1  3%). 
dyspnea  (1  3%).  urinary  liacrinfection  (1  3’’/o).  rash  (1  3%).  and  myocardial  infarction  (T2%). 

Other  serious  clihical  adverse  experiehces  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  ol  patients  with  hypertension  or  heart  tailure  in  clinical  trials  in  order  of  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension):  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  dislurbahces,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  laundice),  melena,  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 


NervousIPsychialric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Slevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme. urticaria,  pruritus,  alopecia,  flushing  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis.  myalgias,  fever,  serositis.  vasculitis,  leukocytosis,  eosinophilia.  photosensitivity,  rash,  and  other 
dermatologic  mamlestalions 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  of  patients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  ther- 
apy in  01%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6.7%  and  syncope  occurred  in 

2 2%  of  patients  Hypotension  or  syncope  was  a cause  tor  discontinuation  ot  therapy  in  1 9%  of  palienls  with  heart 
tailure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  ih  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  of  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  atone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis.  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  12%  of  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 

03  g%  and  1 0 vol%,  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  ol  ahemia  coexists  In  clinical  Inals,  less  than 
0,1%  of  patients  discontinued  therapy  due  to  anemia 


Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysis  ha«  b^en  reported  in  patients  with  G6PO 
deficiency  / 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  havrc 
Dosage  and  Administration:  Hypertension  In  patients  who  are  curregly  being  treats 


symptomatic 
aifele,  be  dis- 
iood''of^ypension  (See 
therapy  may  be  resumed 
lervision  (or  at  least 
and  PRECAU- 


hypolension  occasionally  may  occur  following  the  initial  dose  of  W 
continued  for  two  to  three  days  before  beginning  therapy  with  VASOl 
WARNINGS ) If  the  patients  blood  pressure  is  not  controlled  with  VASOTECTJIOheJBiuri 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2^fchoiJd  be  used  unoer 
two  hours  and  until  blood  pressure  has  stabilized  for  at  leaskawu(Jilional  hour  (Sre 
TIONS,  Drug  Inl&actions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a d£f^^  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  fflmwitegljfji  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  drmf(wj|toward  the  end  ol  the 
dosing  interval.  In  such  patients,  an  increase  m dosage  or  twice-daily  adminislralion  shoultrBti 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 


idered  If  blood 


Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adiusimeni  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  of  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  ^ 30  mL/min  (serum  creatinine  a 3 mg/dL).  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recommehded  starting 
dose  IS  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  (or  at  least  two  hours  and  until  blood  pressure  has  stabilized  (or  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS.  Drug  Interactions ) If  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may 
diminish  the  likelihood  of  hypotension  The  appearance  of  hypotension  after  the  initial  dose  ot  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  wilh  the  drug,  following  effective  management  of  the  hypotension  The 
usual  therapeutic  dosing  range  lor  the  treatment  of  hear! failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosmg  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg.  (he  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  lailure  (NYHA  Class  Ivj.  patients  were  treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  divided  doses,  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Etiects ) Dosage 
may  be  adiusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS ) 


Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In 
who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/c 
ated  at  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION.  Heart 


ilients  with  heart  failure 
crealTn'ine  >1 6 mg/dL.  therapy  should  be  inili- 


Failure,  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 
bid,  then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  of  four  days  or  more,  if  at  the  lime 
of  dosage  adiusiment  there  is  not  excessive  hypotension  or  significant  deterioration  of  renal  func- 
tion The  maximum  daily  dose  is  40  mg 

For  more  detailed  intormation,  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion,  Merck 
Sharp  & Dohme.  Division  ol  Merck  & Co , Inc  , West  Point,  PA  19486  J9VS61B2|819) 
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\ASGTEC  is  generaHy  wel!  tolerated 
and  not  characterized  by  certain 
laRdesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 


VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 


FOR  MANY 

HYPERTENSIVE  PATIENTS 

ONCE-A-DW 


VASOTEC 

(ENALAPRIL  MALEATE I MSD) 


Copyright  © 1990  by  Merck  & Co.,  Inc. 


“I  think  I need 
lessons  in  eating” 


Putting  good  dietary  practices  to 
work  may  require  some  changes. 

As  part  of  the  food  community, 
the  beef  industry  faced  the  challenge 
of  change  several  years  ago.  We  re- 
affirmed Diet-Health  Principles  that: 

□ Support  a moderate  and  bal- 
anced consumption  of  all  foods. 

□ Foster  new  breeding  and 
feeding  techniques  to  produce 
leaner  animals. 

□ Encourage  retailers  to  promote 
lean  cuts  of  closely  trimmed  beef. 

This  continuing  commitment  to 
meet  Diet-Health  Principles  with 
leaner  beef  products  and  consumer 
information  can  now  help  you. 

A lean,  trimmed,  cooked 
3-ounce  serving  of  beef  can  be 
included  in  meal  plans  that  meet  the 
dietary  ad\ice  of  most  leading  health 
authorities. 

"Mealstyles”  is  a new  booklet 
for  consumers.  It  provides  practical 
lessons  for  including  beef,  a food 
Americans  truly  enjoy,  in  ways  that 
recognize  the  needs  of  changing  life- 
styles to  control  total  fat,  saturated 
fatty  acids,  dietary  cholesterol  and 
.sodium. 


A ft’ee  copy  of  “Mealstyles”  is 
available  for  your  review  and  comments 
immediately.  And,  you  can  re-order  up 
to  100  free  copies  for  office  use. 

Wffien  your  patients  recognize  the 
benefit  of  change,  help  them  succeed. 
Use  “Mealstyles”  to  provide  specific 
how-to’s  to  guide  your  patients  in 
making  moderate,  balanced  food 
selections  a part  of  their  BEEFi 
everyday  eating  styles. 


lO  III 
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Name  _ 
Addres 


.State. 


. Zip. 


Mail  III  Beef  Indusin.  Ciiuru  il 
444  N Michigan  Awniie 
Chicagii.  IL  W)(il  1 


Please  send  “Mealstyles” 
and  the  beef  industry'  ’s 
Diet  Health  Principles. 


malpractice  carrier 
that  knows  how  to 


fiffht.  That’s  why 
I’m  with  Medical 


Protective. 


At  Medical  Protective,  figlitin^  tor  our 
doctors  is  our  number  one  jjrioritv.  We  kiiow 
we're  not  just  insuring  your  finances.  We're 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurjiassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  aliout  defending 
doctors  than  we  do.  We  invented  professional 
liabilit\  insurance  90  vears  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  liave 
emploved  only  the  most  experienced  and 
skilled  malpractice  lawvers  in  vour  area.  We 
will  never  waver  from  this  commitment. 


Third,  commitment  of  this  kind  requires 
financial  strength  and  stability  With  nearly 
a billion  dollars  in  assets  and  a continuous 
,\.M.  Best  A+  (Superior)  rating,  we  don't 
have  to  make  indi\idual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 


11  you  would  like  this  kind  of  aggressive 
defense  in  vour  corner,  don't  wait.  Call  The 
Medical  Protective  Companv  General  Agent 
in  your  area  todav. 


'Cl  f M » f.'  P Ut);  e 9{  cj<  M t V »! 

Sen'ing  Nebraska  Physicians  Since  1949. 


Gerry  Smeader,  Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  554-9689 


The  body’s 
most  vital  muscle 
has  been 
hidden  from  view 


Until  no%5  at  Saint  Joseph. 


■^bu  can  see  the  ftiture  of  heart  care  at  Saint 
Joseph  Hospital  Creighton  UniversiU’  Medical  Center. 
Because  Saint  Joseph  can  “see”  the  heart  like  no  other 
hospital  in  Nebraska. 

Saint  Joseph  is  one  of  the  first  hospitals  in  the 
countn-  to  offer  Positron  Emission  Tomograph)-  in  clinical 
care.  A nonin\  asi\  e PET  scan  pro\ides 
the  ph)sician  with  unique,  potential!)' 
lifcsa\ing  information  about  the  Ma- 


bilit)’  of  the  heart  muscle.  It  can  help  you  plan  treat- 
ments, predict  the  outcome  of  .surgical  vs.  nonsurgical 
options  and  rule  out  heart  disease  in  the  presence  of 

inconclush  e e\idence. 

At  most  hospitals,  PET  and  its  ad\  antages  are 

onl)’  a promise  of  things  to  come.  But  they're  present 
today  at  Saint  Joseph/  Creighton  - 
the  hospital  with  a ^ision  of  what  heart 
care  should  be. 


Saint Josq)h  HospiM 


_ Crei^ton  l'ni\-ersit)-  Medical  Center  _ 
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As  a physician  in  the  Air  Guard 
you  are  in  for  considerably  iu(;re 
than  your  eveiyday  medical  practice. 

For  one  thing,  you  could  find  yourself  solving 
medical  problems  you  have  never  even  thought 
about.  Pcuticularly  if  you  cwe  one  of  the  adven- 
turous souls  who  wish  to  seiwe  the  Air  Gucuxl  as  a 
Flight  Surgeon. 

How  Td  Join  Us. 


CALL  SMSGT  LARRY  BROOKS  AT  (402)  473-1145 


America's  Hometown  Air  Force. 
The  Air  Guard. 


COURSE  LISTING 

TITLE: 

KU  Summer  Medical 
Symposium  Medicine  for 
the  Practicing  Physician 

DATE: 

July  19-22,  1990 

SPONSOR:  The  University  of 

Kansas  Medical  Center 

LOCATION:  Broadmoor  Hotel  and 
Convention  Center 
Colorado  Sohngs,  Colorado 

FEE: 

$325.00 

CREDIT: 

AMA  Category  1 : 15  Hours 

CONTACT: 

Andrea  Shaw 

University  of  Kansas  Medical  Center 
Office  of  Continuing  Education 
Rainbow  and  Olathe  Boulevards 
Kansas  City,  Kansas  66103 
913/588-4480 

AMA  NEWS  NOTES 

C.  John  Tupper,  M.D.,  AMA  president-elect, 
has  been  awarded  the  first  annual  Sacramento 
(Calif.)  Regional  Pride  Award  for  health  and 
medicine.  Sponsored  by  Sacramento  Magazine, 
the  award  was  established  to  honor  people 
who  have  done  outstanding  work  that  creates 
and  enhances  pride  in  the  Sacramento  region. 
Winners  in  nine  categories,  including  education, 
sports,  the  arts,  and  the  environment,  re- 
ceived S500  to  be  donated  to  the  regional 
children's  charity  or  project  of  their  choice. 
They  also  were  featured  in  the  March  issue  of 
the  magazine. 

* * 

The  AMA  Board  of  Trustees  has  announced 
that  it  is  accepting  applications  for  the 
position  of  AMA  executive  vice  president. 

In  a letter  to  AMA  delegates,  alternate 
delegates,  and  federation  executives.  Board 
Chairman  John  j.  Ring,  MD,  said  the  board 
also  was  interested  in  recommendations  for 
candidates  whom  it  might  contact  directly. 

(■  otUinuecl  on  page  1 2-A) 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine^ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively'^'^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

^ D!  Update.  September/ October  1988.  p 120. 

2-  Br  J Chn  Pharmacol  1985:20  710-713. 

3.  Data  on  file.  Lilly  Research  Laboratories. 

4.  Scand  J Gastroenterol  1987;22(suppl  136):61-70. 

5.  Am  J Gastroenterol  1989.84  769-774 


AXID’ 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  Active  duodena!  ulcer up  to  eight  weeks 
of  treaUnenL  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy  ~\ot  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  wrth  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication;  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H^-receplor  antagonists. 
Precautions:  General-}.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Mulbstix* 
may  occur  during  therapy. 

Drug  Interactions-Uo  interactions  have  been  observed  with  theophyl- 
line. chlordiazepoxide.  lorazepam.  lidocame.  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspinn  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine.  150  mg 
b.i.d..  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  bmes  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  In  the  gastnc  oxynbc 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  m male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepabc  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  eievabons).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizabdine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bactenal  mutabon  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generabon,  pennatal  and  postnatal  ferblity  study  in  rats,  doses 
of  nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  bmes  the  human  dose  revealed 
no  evidence  of  Impaired  fertility  or  teratogenic  effect;  but  at  a dose 
equivalent  to  300  bmes  the  human  dose,  treated  rabbits  had  aborbons, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous admmistrabon  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are.  however,  no  adequate  and 
well-controlled  studies  In  pregnant  women.  It  is  also  not  known  whether 
nizabdine  can  cause  feta)  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproducbon  capacity.  Nizabdine  should  be  used  dunng 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -S\ud\es  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proporbon  to  plasma 
concentrabons.  Because  of  growth  depression  in  pups  reared  by  treated 
lactabng  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatnc  (/se-Safety  and  effecbveness  m children  have  not  been 
established. 

Use  in  Elderly  Patients -Healmg  rates  in  elderly  pabents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalibes.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adverse  Reactions;  Clinical  tnals  of  varying  durabons  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-conbolled  tnals  of  over  1,900  nizabdine  pabents  and  over  1,300 
on  placebo,  sweabng  (1%  vs  0.^).  urbcaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizabdine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid*  (nizabdine,  Lilly) 


Hepabc- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  (>500  lU/L)  in  SCOT 
or  SGPT  and.  in  a single  instance.  SGPT  was  >2.000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  eievabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocnne-C\m\ca\  pharmacology  studies  and  conbolled  clinical  bials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizabdine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  nizabdine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely. 

Hema/o/ogrc- Fatal  thrombocytopenia  was  reported  in  a pabent 
beated  with  nizatidine  and  another  H2*receptor  antagonist  This  pabent 
had  previously  expenenced  thromboc^openia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Sv/eating  and  urticaria  were  reported  significantly 
more  frequenby  in  nizabdine-  than  in  placebo-beated  pabents.  Rash  and 
exfoliative  dermabbs  were  also  reported. 

Hypersensitivity- As  with  other  Hj-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed.  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Ofher-Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage;  Overdoses  of  /Vxid  have  been  reported  rarely  If  overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  ^outd  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  SIX  hours  increased  plasma  clearance  by  approximately  84%. 
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Additional  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 
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EMERGENCY  DEPARTMENT 
HOSPITAL  OPPORTUNITIES  — NEBRASKA 


Spectrum  Emergency  Care  has  full-time  positions,  including  a 
directorship,  available  at  select  client  hospitals  in  Nebraska. 

Hastings.  NE:  Emergency  department  director  and  staff 
physicians  sought  tor  190-bed  hospital  serving  50.000 
Annual  ED  volume  of  8,000 

Beatrice,  NE:  Opportunity  available  for  in-hospital  Family 
Practitioner/General  Practitioner  Coverage  is  Monday 
through  Thursday,  2 pm  - 1 1 pm,  and  Friday,  noon  through 
7 pm 

Part-time  emergency  department  opportunities  are  also 
available  in  Beatrice.  Columbus,  and  McCook.  Nebraska. 


As  an  independent  contractor  physician  with  Spectrum,  you 
are  offered  A competitive  hourly  rate  of  reimbursement,  high- 
limit  occurrence  based  malpractice  insurance  coverage,  an 
allowance  for  CME,  professional  dues  and  relocation  expenses 
(if  necessary)  and  directors  also  receive  an  annual  administra- 
tive stipend  and  are  offered  health  benefits,  and,  after  12 
months,  participation  in  a 40 IK  plan. 

For  Complete  information  contact; 

Marlene  Milner 

(for  full-time  positions) 

Mary  Blackball 

(for  part-time  positions) 


1-800-288-8044 


SPECTRUM  EMERGENCY  CARE,  Inc. 

1 1 55  Kelly  Johnson  Blv(j.,  Suite  305  Colorado  Springs,  CO  80920 
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passing  up  the  real  benefits  offered. 

NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

a^NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 

5/  NMA  VISA  Card  Program.  — Review  the  benefits. 

a^Accounts  Collection  Service  offered  by  Bartling  and  Hinkle,  P.C., 
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other  special  services  available  exclusively  to  NMA  members. 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon”  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'-^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ^ i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  ^ 

How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5,4  mg  in 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10.  ; 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 
8880  Ward  Parkway  Kansas  City.  ,\io  64114 

American  Academy  of  Pediatrics 
James  E.  Strain,  M.U..  Executive  Director 
141  Northwest  Point  Road.  P.O.  Box  927 
Elk  Grove  Village.  IL  60009-0927 

American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  .Street 
Alexandria,  VA  22314 

American  Academy  of  Ophthalmology 
Robert  D.  Reinecbe,  M.D.,  President 
655  Beach  Street.  P.O.  Box  7424 
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Mr.  Thomas  W.  Teal.  Executive  Secretary 
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Warren  H.  Pearse,  M.D.,  Executive  Director 
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Washington.  D.C.  20024-2188 
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.American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
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American  College  of  Surgeons 
Paul  A Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 

American  Diabetes  Association,  Inc. 

Robert  S.  Bolan.  Exec.  Vice  President 
1660  Duke  Street,  Alexandria.  VA  22314 

American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Ave..  Dallas.  TX  75231 

American  Hospital  Association 

Carol  .M.  McCarthy.  Ph.D.,  J.D.,  President 

840  North  Lake  Shore  Dr..  Chicago.  IL  60611 

American  Medical  Association 

James  H.  Sammons.  M.D.,  Exec.  Vice  President 

535  No.  Dearborn  St.,  Chicago,  IL  60610 

American  Society  of  Anesthesiologists 
Mr.  Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy..  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D..  Chief  Executive 
2100  W.  Harrison  St..  Chicago,  IL  60612 

American  Society  of  Internal  Medicine 

Joseph  F.  Boyle.  M.D..  Exec.  Vice  President 

1101  Vermont  N.W..  Ste.  500,  Washington.  D.C.  20005 

American  LTological  Society 

Mr.  G.  James  Gallagher,  Executive  Director 

1120  No.  Charles  .St.,  Baltimore,  .MD  21201 

Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E..  President 
1314  Spring  St.,  N.W..  Atlanta,  GA  30309 

International  College  of  Surgeons 

F.C.  OttatL  M.D.,  Int.  Sec.  General 

1516  North  Lake  Shore  Dr..  Chicago,  IL  60i 

.Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Secretary 
P.O.  Box  21373,  Wichita,  KS  67208 

National  Rehabilitation  Association 
633  S.  Washington  Sl,  Alexandria.  V.A  22314 

Radiological  Society  of  North  America 
E.  Robert  Heitzman.  M.D..  President 
1415  W.  22nd  .St.,  Oak  Brook.  IL  60521 
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EDITORIAL 


News  Versus  Knowledge 


BENJAMIN  R.  CELBER,  M.D. 
Editor 


On  Saturday,  March  31,1 990,  the  Associated 
Press  and  the  Cable  News  Network  carried  a 
story  about  the  use  of  Methylprednisolone  in 
the  treatment  of  spinal  cord  injuries.  This 
study  is  to  be  published  in  The  New  England 
Journal  of  Medicine  in  May  1 990.  The  authors, 
apparently  with  approval  of  the  National 
Institute  of  Health  who  funded  the  study, 
decided  that  this  information  was  too  import- 
ant to  wait  for  publication  and  held  a press 
conference  to  release  their  findings.  However, 
they  failed  at  their  goal  of  rapid  dissemination 
of  accurate  useful  information  to  physicians. 
Instead,  they  produced  a dilemma  for  all  of  us. 
The  researchers  were  asking  us  to  adopt  their 
protocol  on  the  strength  of  a newspaper 
article.  This  article  did  not  summarize  the 
research  and  did  not  outline  the  drug  protocol. 
Another  news  story  later  in  the  day  said  that 
we  could  call  a Hotline  to  obtain  the  necessary 
information  but  the  phone  number  wasn't 
given.  We  called  The  National  Institute  of 
Health  to  obtain  the  protocol,  but  no  one 
answered.  We  finally  obtained  the  protocol  by 
calling  Yale-New  Haven  Hospital  and  talking 


with  a pharmacist.  He  knew  the  protocol 
because  he  had  participated  in  the  study. 
Approximately  two  weeks  later  a short  mono- 
graph came  from  The  National  Institute  of 
Health  which  summarized  the  research  and 
drug  protocol. 

The  authors  had  the  admirable  goal  of 
disseminating  their  research  findings  as  rapidly 
as  possible  so  physicians  could  begin  applying 
them  immediately.  They  failed.  Not  only  did 
the  media  exaggerate  the  effectiveness  of  the 
drug  protocol  but  they  omitted  the  details  of 
how  to  use  it.  No  physician  can  prescribe  a 
medication  on  the  strength  of  a vague  news- 
paper story. 

Our  government,  as  a matter  of  policy, 
usually  delays  the  introduction  of  new  drugs 
until  exhaustive  review  has  been  carried  out. 
This  includes  new  uses  for  otherwise  approved 
drugs  such  as  Methylprednisolone.  This  sense 
of  urgency  shouldn't  deprive  us  of  the  oppor- 
tunity to  review  the  evidence  and  experience 
of  others  before  deciding  to  incorporate  the 
new  treatment  into  our  practice. 
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ABSTRACT 

Historically,  blow-out  fractures  were  ascribed  to  back- 
ward displacement  of  the  eyeball  which  increased  the 
intraorbital  pressure  causing  the  floor  to  fracture.  By 
using  dry  skull  and  cadaver  specimens,  we  have  shown 
that  minimal  trauma  to  the  orbital  rim  produces  a 
segmented  fracture  of  the  orbital  floor  without  the 
presence  of  the  eyeball.  It  appears,  however,  that  the 
pressure  from  the  bulb  is  necessary  to  produce  a de- 
pressed fracture  of  the  orbital  floor. 

INTRODUCTION 

IT  has  been  accepted  since  the 
paper  by  Smith  and  Regan 
(1957)  that  an  orbital  blow- 
out fracture  is  produced  indirectly  by  trauma 
to  the  bulb  which  when  displaced  posteriorly 
elevates  intra-orbital  pressure  causing  the 

floor  to  fractured 

Fujino,  however,  has  demonstrated  on 

dried  skulls  and  orbital  models  that  the  cur- 
rent theory  is  incomplete  or  inaccurate  and 
that  fractures  of  the  orbital  floor  may  be  sec- 
ondary to  trauma  to  the  orbital  rim.^'^ 

We  have  repeated  Fujino's  experiments 
on  dried  skulls.  However,  in  order  to  develop 
a more  clinically  applicable  model,  we  have 
also  subjected  cadaver  specimens  to  orbital 
rim  trauma  in  an  attempt  to  substantiate  his 
hypothesis  and  to  arrive  at  a better  under- 
standing of  the  mechanism. 

METHODS  AND  MATERIALS 

In  order  to  simulate  a focal  injury  to  the 
face,  an  840  gm  lead  weight  was  cast  in  a 
slightly  smaller  diameter  than  the  lumen  of  a 
clear  acrylic  tube,  38  mm  inside  diameter. 
The  weight  was  equipped  with  an  "eye"  loop 
to  which  a cord  was  fastened.  The  acrylic 
guide  tube  was  marked  in  10  cm  intervals 
and  the  weight  was  dropped  through  and  di- 
rected by  the  acrylic  tube.  The  weight  was 
not  padded. 


In  our  dry  specimens  the  weight  was  di- 
rected vertically  but  in  the  cadaver  speci- 
mens, the  soft  tissues  of  the  nose  precluded 
this  arrangement  and  the  weight  was  di- 
rected 20°  from  the  sagittal  plane  of  the 
body.  In  all  cases,  the  center  point  of  impact 
was  the  orbital  process  of  the  zygoma  near 
the  zygomaticomaxillary  suture.  Having  no 
objective  criteria  of  the  tolerance  of  bone, 
we  empirically  subjected  all  specimens  to 
progressive  forces  until  there  was  a detect- 
able fracture. 

In  the  dry  skull  material,  three  dried  un- 
bleached skulls  were  manually  immobilized 
on  a I cm  thick  cotton  pad.  The  inferior 
orbital  rim  on  both  sides  was  subjected  to 
forces  with  weight  dropped  progressively  from 
10  (0.8  joules),  20  (1.6  joules),  and  30  cm 
(2.5  joules).  It  was  possible  in  these  skulls  to 
directly  observe  the  orbital  floor  after  each 
impact.  The  end  point  was  the  detection  of 
a fracture  of  any  portion  of  the  orbit  or  orbital 
rim. 

The  cadaver  specimens  consisted  of  two 
(2)  intact  Caucasian  individuals  (one  well 
nourished  female,  one  asthenic  male)  and 
two  (2)  sagitally  bisected  skulls  with  intact 
soft  tissue  (one  asthenic  male,  one  cachectic 
female  - both  Caucasian).  Prior  to  the  experi- 
ment, each  orbit  was  prepared  with  an  infe- 
rior palpebral  incision  and  the  orbital  con- 
tents freed  from  the  floor  of  the  orbit  in  order 
to  allow  both  manual  and  probe  exploration 
of  the  bony  orbital  floor  after  each  applica- 
tion of  force.  Skin  and  subcutaneous  tissue 
was  left  in  place  over  the  inferior  orbital  rim. 
Each  orbit  was  subjected  to  force  with  weight 
dropped  progressively  from  60  (4.9),  70  (5.8), 
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FIGURE  1 

The  shaded  area  represents  the  area  of  impact. 

and  80  cm  (6.6  joules)  height.  Upon  de- 
tected evidence  of  fracturing  of  the  orbital 
floor,  by  either  digital  palpation  or  by  the 
probe,  the  eye  and  its  adnexa  were  removed 
from  the  orbit  by  careful  sharp  dissection  in 
order  to  avoid  iatrogenic  damage  to  the  or- 
bital floor.  The  periorbita  (periosteum)  was 
removed  from  the  remaining  orbital  margins, 
floor,  and  medial  wall  in  order  to  detect  any 
subtle  bone  damage. 

The  orbital  rim  remained  intact  in  all  of  the 
specimens,  but  on  one  side  of  the  intact  male 
cadaver  there  were  horizontal  fractures  of 
the  orbital  process  of  the  zygoma  and  orbital 
process  of  the  maxilla  without  displacement 
or  extension  into  the  adjacent  bony  ele- 
ments. The  medial  orbital  wall  (orbital  plate 
of  the  ethmoid)  and  roof  (orbital  plate  of  the 
frontal)  were  intact  in  all  specimens. 

RESULTS 

Vertical  force  in  the  dry  specimens  pro- 
duced a segmented  fracture  of  the  orbital 
floor  in  the  orbital  plate  of  the  maxilla  medial 
to  the  inferior  orbital  groove/canal  (4  of  6 
specimens)  with  displacement  of  fragments 


into  the  maxillary  sinus,  or  a classic  "tripod" 
fracture  (2  of  6 specimens)  which  dislodged 
the  zygoma  from  its  attachment  to  the  skull. 
In  all  cases  weight  dropped  from  the  height 
of  10  and  20  cm  produced  no  discernable 
bony  damage;  dropping  weight  from  30  cm 
was  necessary  in  all  cases  to  effect  a fracture. 

In  the  cadaver  specimens,  no  discernable 
bony  fracture  was  evident  after  dropping  the 
weight  from  a height  of  60  and  70  cm  in  the 
intact  cadaver.  In  both  cadaver  specimens  on 
each  side  the  weight  dropped  from  the  height 
of  80  cm  produced  a segmented,  ncn-dis- 
placed  fracture  of  the  orbital  plate  of  the 
maxilla  again  medial  to  the  infraorbital  groove 
and  in  two  cases  involved  the  ossified  roof  of 
this  groove. 

In  the  sagittally  bisected  heads,  weight 
dropped  from  a height  of  60  cm  produced 
segmented,  non-displaced  fracture  of  the 
orbital  plate  of  the  maxilla  identical  to  the 
fractures  seen  in  the  intact  cadavers.  "The 
fracture  fragments  varied  in  size  between  1 
to  3 millimeters  in  the  cadaver  specimens." 

DISCUSSION 


In  discussing  the  typical  blow-out  fracture 
of  the  orbital  floor  it  is  germane  to  review 


Superior  view  of  the  orbital  floor,  left  side,  with  the 
roof  of  the  orbit  removed. 

1.  MX  - maxilla 

2.  ZY  - zygoma 

3.  IOC  - infra-orbital  groove/canal 

4.  Shaded  area  denotes  a representative  fracture 
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concepts  of  pathogenesis.  Virtually  all  litera- 
ture cite  the  mechanism  as  an  indirect  force 
by  an  object  slightly  larger  than  the  orbital 
aperture;  the  thrust  against  the  bulb  increases 
intra-orbital  pressure  which  is  transmitted  to 
the  periorbital  contents  resulting  in  a fracture 
of  the  weakest  point  of  the  bony  orbit,  usu- 
ally the  floor. Fujino,  however,  has  dem- 
onstrated on  dry  skulls  and  orbital  models 
that  trauma  to  the  orbital  rim  alone  produced 
fractures  of  the  orbital  floor. Raflo  suggests 
that  although  blow-out  fractures  have  been 
experimentally  produced  both  directly  and 
indirectly,  the  direct  trauma  theory  (i.e.  rim 
trauma)  is  better  supported  by  clinical  and 
experimental  evidence.''^ 

In  our  series  we  found  that  trauma  to  the 
orbital  rim  in  the  cadaver  consistently  caused 
a segmented  fracture  of  the  orbital  floor  with- 
out displacement  of  bony  fragments;  no  as- 
sociated fracture  of  the  orbital  rim  occurred. 
It  is  apparent  that  force  to  the  relatively  rigid 
orbital  rim  causes  both  compression  and 
angulation  of  the  orbital  floor  resulting  in  a 
fracture.^ 

Displacement  of  bony  fragments  was  not 
seen  in  the  cadaver  specimens  but  displace- 
ment requires  an  inflated  bulb  which  force- 
fully displaces  the  fragments;  in  all  our  spec- 
imens the  eyeball  was  deflated  and  retracted. 
We  believe  that  the  orbital  periosteum  and 
the  mucoperiosteal  membrane  of  the  maxil- 
lary sinus  is  strong  enough  to  prevent  dis- 
placement of  bony  fragments  into  the  sinus 
without  the  presence  of  the  inflated  bulb. 
Displaced  orbital  floor  fragments  occurred 
with  use  of  minor  force  in  all  the  dry  skulls 
because  of  the  absence  of  the  orbital  perios- 
teum. 

It  is  difficult  to  equate  forces  applied  in  the 
experimental  setting  with  the  fist,  baseball, 
or  car  dashboard  experienced  in  the  clinical 
scenario.  Furthermore,  there  are  numerous 
variables  to  be  considered,  primarily  related 
to  the  nature  and  duration  of  the  forces  and 
the  tolerances  of  the  involved  structures.''^ 
Mathematically,  however,  the  force  used  in 
this  experiment  is  considerable  less  than  the 
force  to  the  orbit  experienced  by  an  individ- 
ual who  is  struck  in  the  "eye"  by  a 5.5  ounce 
baseball  thrown  from  60  feet  and  traveling 
75  miles  per  hour  - 92.7  joules  vs.  6.6  joules 
(J.  Kasher,  Personal  Communication).  Thus, 
even  allowing  for  a significant  exit  energy 


(i.e.  kinetic  energy  remaining  in  the  striking 
obiect  after  it  has  ricocheted,  bounced,  etc. 
following  impact),  forces  used  in  our  experi- 
ment can  be  considered  minimal  compared 
to  the  force  in  a typical  clinical  situation. 

We  were  able  to  duplicate  Fujino's  experi- 
ments but  the  force  necessary  to  cause  a frac- 
ture in  our  dry  skulls  was  considerably  more 
than  the  force  used  in  his  experiments.  We 
theorize  that  this  descrepency  is  probably 
due  to  differences  in  basic  materials  (e.g. 
racial  differences  in  bone,  mode  of  prepara- 
tion of  osseous  material,  etc.).  In  all  our 
cadaver  material,  almost  identical  forces  pro- 
duced identical  fractures,  despite  consider- 
able differences  in  overlying  soft  tissue.  We 
speculate  that  the  slight  increase  in  force 
necessary  to  produce  the  fracture  of  the 
orbital  floor  in  the  intact  as  opposed  to  the 
bisected  skull  was  due  to  the  loss  of  stability 
usually  conferred  to  the  orbit  by  the  intact  fa- 
cial skeleton. 

We  conclude  that  the  so-called  "blow- 
out" fracture  of  the  orbital  floor  is  produced 
by  trauma  to  the  orbital  rim  which  causes 
both  compression  and  angulation  of  the  orbital 
floor  resulting  in  a fracture.  We  also  believe 
that  the  syndrome  complex  (i.e.  the  radio- 
graphic  and  clinical  findings  seen  in  a classic 
"blow-out"  fracture)  produced  by  displace- 
ment of  the  fracture  fragments  of  the  orbital 
floor  is  entirely  a secondary  event  occurring 
after  the  floor  has  been  fractured  and  is  due 
to  the  increased  intraorbital  pressure  caused 
by  displacement  of  the  bulb.  Finally,  the  in- 
cidence of  orbital  floor  fractures  may  be 
vastly  underestimated  as  rim  trauma  without 
bulb  compression  produces  a radiographi- 
cally "silent"  fracture  that  is  without  clinical 
manifestations  other  than  pain. 
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I.  INTRODUCTION 

Breast  cancer  remains  a lead- 
ing cause  of  mortality  and 
morbidity  in  the  United 
States  with  an  estimated  135,900  new  cases 
expected  in  the  United  States  in  1988.  The 
usual  modes  of  presentation  are  well  known 
to  clinicians  and  include  breast  masses,  local- 
ized pain  in  the  breast,  nipple  discharge  and 
bleeding  from  the  nipple.  This  account  will 
present  a somewhat  unusual  presenting  symp- 
tom of  breast  cancer  and  report  what  proved 
to  be  a very  rare  pathologic  type  of  cancer. 

II.  CASE  SUMMARY 

This  70  year  old  Caucasian  female  was 
seen  in  an  outpatient  setting  two  days  after 
the  onset  of  her  complaint.  She  indicated 
that  while  undressing,  she  noticed  a substan- 
tial amount  of  watery  staining  on  her  clothing 
which  seemed  to  be  arising  from  her  left 
nipple.  She  denied  any  previous  problems 
with  nipple  discharge  and  had  no  indication 
that  there  was  any  tenderness,  soreness  or 
mass  until  the  time  of  the  onset  of  this  dis- 
charge. Since  the  onset  of  the  discharge,  she 
had  noticed  a tenderness  around  the  left 
nipple.  The  discharge  and  staining  were  not 
brown  or  bloody. 

Past  medical  history  revealed  a healthy 
Gravida  3 Para  3 who  had  breast  fed  only  the 
first  child  for  a brief  time.  The  patient  was 
taking  methyidopa  hydrochlorothiazide 
preparation  and  potassium  supplementation 
for  treatment  of  chronic  low  grade  hyperten- 
sion and  low  dose  aspirin  for  possible  tran- 
sient ischemic  attack.  There  was  no  family 
history  of  breast  cancer. 

The  physical  examination  showed  normal 
appearing  breasts  with  erect  nipples  and  no 
skin  retraction  or  edema.  No  masses  were 


palpated  in  either  breast.  However,  substan- 
tial mucoid  discharge  was  produced  with 
exertion  of  pressure  on  the  left  areola.  Ap- 
proximately 10  cc's  of  mucoid  material  was 
obtained,  and  culture  of  this  mucoid  material 
failed  to  show  growth.  Mammography  was 
advised  and  showed  an  area  of  linear  in- 
crease in  density  extending  from  the  poste- 
rior to  the  anterior  third  of  the  breast  deep  to 
the  nipple  paralleling  the  central  aspect  of 
the  breast  with  an  irregular  outline  (Figure 
#1 ). 

The  radiologic  report  suggested  that  this 
could  be  inflammatory,  but  neoplastic  dis- 
ease needed  to  be  strongly  considered.  Chest 
x-ray  showed  vascular  and  bony  degenera- 
tive changes  with  no  evidence  of  active  dis- 
ease. 

The  patient  was  advised  that  a breast  biopsy 
would  be  appropriate  and  was  subjected  to 
extensive  biopsy  of  the  breast  directing  sur- 
gical attention  to  the  central  portion  of  the 
breast.  Extensive  mucoid  material  was  iden- 
tified grossly  in  the  breast  substance  and  a 
substantial  tissue  specimen  was  obtained  and 
sent  for  frozen  section  diagnosis  (Figure  #2). 
Frozen  section  failed  to  demonstrate  conclu- 
sive malignancy  and  the  breast  incision  was 
closed.  Permanent  sections  revealed  a diag- 
nosis of  cystic  hypersecretory  duct  carci- 
noma. Modified  radical  mastectomy  was 
recommended  and  subsequently  accom- 
plished. The  mastectomy  specimen  revealed 
residual  cystic  hypersecretory  duct  carcinoma 
without  axillary  nodal  involvement. 

Studies  on  the  tumor  tissue  showed  a DNA 
Index  of  1.08  with  a DNA  interpretation  of 
aneuploid/hyperdiploid.  Estrogen  Receptor 
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FIGURE  1 

Mammogram  demonstrating  linear  increase  in  density  extending  to  nipple. 


FIGURE  2 

Gross  photograph  showing  biopsy  specimen  with 
small  cysts. 


Assay  was  less  than  3 tm/mg  (negative  less 
than  3 fm/mg  cytosol  protein,  borderline  3- 
10  fm/mg  cytosol  protein,  and  positive  greater 
than  10  fm/mg  cytosol  protein.  Progesterone 


Receptor  Assay  was  234  fm/mg  (positive 
greater  than  20  fm/mg  cytosol  protein).  An 
uneventful  postoperative  recovery  with 
onocologic  and  radiation  therapy  consulta- 
tion has  been  followed  by  Tamoxifen  and  ir- 
radiation of  the  chest  wall  because  of  the 
sizable  primary  tumor.  The  patient  has  toler- 
ated the  therapeutic  regimens  without  evi- 
dence of  recurrent  or  metastatic  disease,  up 
to  present  follow-up  at  10  months. 

III.  PATHOLOGIC  AND  MICROSCOPIC 
CHARACTERISTICS: 

The  breast  biopsy  specimen  revealed  an 
ill-defined  multicystic  neoplasm  3.0  cm.  in 
maximum  dimension.  The  cysts  measured  4- 
5 cm.  in  maximum  dimension  and  contained 
glaring  mucus.  Microscopic  examination 
confirmed  the  multicystic  nature  of  the  tumor 
(Figure  #3).  The  cysts  contain  amorphous 
eosinophilic  material  with  foci  or  scalloping. 
Some  cysts  were  lined  by  epithelium  show- 
ing hyperplasia  as  well  as  micropapillae 
(Figure  #4.)  Other  cysts  were  lined  by  epi- 
thelium showing  no  hyperplasia  and  no  mi- 
cropapillae. In  the  micropapillary  foci,  the 
cells  showed  anaplasia  with  enlargement  and 
hyperchromasia  of  nuclei,  and  the  presence 
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FIGURE  3 

Multicystic  microscopic  pattern  seen  at  low  power. 


FIGURE  4 

Low  power  photomicrograph  showing  micro  papillary  epithelium  with  scalloping  of  cyst  contents. 
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of  nucleoli  (Figure  #5).  The  stroma  showed 
fibrosis  with  foci  of  lymphoid  aggregates. 

The  subsequent  mastectomy  specimen  re- 
vealed residual  cystic  hypersecretory  duct 
carcinoma  measuring  1.5  cm.  Gross  and 
microscopic  features  were  similar  to  those  of 
the  biopsy,  but  in  addition,  one  microscopic 
focus  of  invasion  was  also  present.  Twenty- 
nine  axillary  lymph  nodes  were  negative  for 
metastases. 

IV.  DISCUSSION 

Cystic  hypersecretory  duct  carcinoma  of 
the  breast  is  a rare  entity  described  by  Rosen 
in  1984  with  a report  of  eight  patients.'  It  is 
characterized  by  the  formation  of  dilated 
ducts  and  cysts  containing  glistening  gelati- 
nous material.  In  a second  report  in  1988  by 
Drs.  Cuerry,  Erlandson,  and  Rosen,  at 
Memorial  Sloan  Kettering  Cancer  Center, 
New  York,  New  York,  a total  of  39  cases  of 
cystic  hypersecretory  change  in  the  breast 
had  been  reported.^  The  patients  included 
19  additional  examples  of  cystic  hypersecre- 
tory carcinoma  and  10  examples  of  cystic  hy- 
persecretory hyperplasia.  Both  lesions  show 
cystically  dilated  ducts  containing  secretion 


that  resemble  thyroid  colloid.  The  distinction 
between  hyperplasia  and  carcinoma  requires 
evaluation  of  the  epithelium  lining  the  ducts. 
In  cystic  hypersecretory  hyperplasia,  the  cells 
lining  the  ducts  are  cytologically  benign  with- 
out evidence  of  micropapillae.  In  cystic  hy- 
persecretory carcinoma,  the  epithelium  shows 
micropapillary  intraductal  carcinoma.  The 
carcinoma  is  a low  grade  carcinoma;  how- 
ever, progression  to  a high  grade  invasive 
carcinoma  can  occur. 

The  recommendations  for  treatment  of  the 
disease  presented  here  are  necessarily  based 
on  a relatively  small  experience  retrospec- 
tively reviewed. 

Guerry,  Erlandson  and  Rosen^  report  that 
the  majority  (25  or  29)  patients  with  cystic 
hypersecretory  duct  carcinoma  were  treated 
by  mastectomy,  while  two  were  treated  by 
lumpectomy,  one  with  radiation  therapy  and 
one  without.  One  patient  is  alive  7 years  post 
excisional  biopsy  only,  and  one  is  dead  after 
chemotherapy  plus  radiation  therapy.  The 
conclusion  one  would  reach  is  that  this  should 
be  treated  in  the  same  fashion  as  other  inva- 
sive breast  cancer. 

This  same  report^  cites  10  cases  of  benign 


FIGURE  5 

Mico  papillary  epithelium  seen  at  medium  power. 
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cystic  hypersecretory  hyperplasia,  with  6 
having  had  excision  of  the  mass  without  ad- 
ditional therapy,  2 lost  to  follow-up  and  2 
having  had  invasive  cancer,  one  in  the  epsi- 
lateral  breast,  one  in  the  contralateral  breast. 
Again,  it  would  seem  that  complete  excision 
of  the  lesion  is  necessary  and  further  treat- 
ment recommendations  must  be  based  on 
the  individual  circumstances. 

V.  CONCLUSIONS 

A 70  year  old  patient  is  described  with  an 
unusual  presentation  of  breast  cancer  char- 
acterized by  sudden  onset  of  aggressive  and 
profuse  mucoid  nipple  discharge.  Diagnosis 
and  treatment  was  rendered  promptly  and 
pathologic  findings  revealed  an  unusual  and 


rarely  described  variant  of  breast  cancer.  A 
literature  review  indicated  that  there  are  very 
small  number  of  cases  of  this  entity  reported. 
We  report  this  case  along  with  a discussion  of 
the  pathologic  findings.  The  finding  of  pro- 
fuse mucoid  discharge  from  the  nipple  should 
alert  the  clinician  to  the  possibility  of  this 
entity. 
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Abstract 

Bell's  Palsy  is  not  synonymous  with  facial  nerve 
paralysis.  While  it  is  a common  cause  of  facial  nerve 
paralysis,  it  is  a diagnosis  of  exclusion  and  other  causes 
of  facial  nerve  paralysis  should  be  ruled  out  by  appro- 
priate evaluation  and  follow-up.  A case  report  is  pre- 
sented of  a patient  with  a facial  nerve  paralysis,  which 
was  initially  diagnosed  as  Bell's  Palsy,  but  which  was 
found  to  be  a poorly  differentiated  parotid  malignancy 
causing  facial  nerve  paralysis.  A review  and  discussion 
of  Bells  Palsy,  evaluation  and  treatment  is  presented. 

Introduction 

The  term  Bell's  Palsy  is  derived 
from  Sir  Charles  Bell  who  in 
1829  demonstrated  the  sepa- 
ration of  the  motor  and  sensory  innervation 
of  the  face.’  Today  Bell's  Palsy  is  defined  as 
an  idiopathic  peripheral  facial  nerve  paraly- 
sis or  palsy  facial  nerve  paralysis  of  acute 
onset.  It  should  not  be  used  to  describe  the 
physical  finding  of  a facial  nerve  paralysis. 
This  may  lead  to  erroneous  assumptions  and 
incorrect  treatment.  While  Bell's  Palsy  is  the 
most  common  cause  of  facial  nerve  paraly- 
sis.’ the  differential  diagnosis  should  be  con- 
sidered in  each  case  (see  Table  I).  Bell's  Palsy 
is  not  synonymous  with  facial  nerve  paralysis 
and  should  be  a diagnosis  of  exclusion. 

The  following  case  report  is  an  example  of 
a facial  paralysis  which  was  initially  thought 
to  represent  a Bell's  Palsy  but  was  later 
proven  to  be  a malignant  parotid  tumor  in- 
volving the  facial  nerve.  A discussion  and  a 
review  of  Bell's  Palsy  is  presented. 

CASE  REPORT 

A 57  year  old  man  was  referred  to  the 
University  of  Nebraska  Medical  Center,  De- 
partment of  Otolaryngology,  with  a history 


of  right  facial  paralysis  which  had  been 
present  for  five  months.  Initially  the  patient 
complained  of  an  irritated  right  eye  and 
visited  his  primary  care  doctor  who  noted 
the  right  facial  weakness.  There  was  a grad- 
ual progression  to  complete  paralysis  which 
received  no  treatment  and  was  thought  to 
represent  a Bell's  Palsy.  No  recovery  of 
facial  nerve  function  was  noted  at  five  months 

TABLE  I. 

DIFFERENTIAL  DIAGNOSIS  OF  FACIAL  PALSY 

TRAUMATIC 

-Basilar  skull  fracture 
-Penetrating  trauma 
-Facial/Angle  of  mandible  laceration 
-Birth  injury 
-Surgical 
INFECTIOUS 

-Acute  otitis  media 

-Chronic  otitis  media/Mastoiditis 

-Cholesteatoma 

-FHerpes  Zoster  Oticus 

-Mumps 

-Chicken  pox 

-Mononucleosis 

-Syphilis 

-Lyme  disease 

TUMOR 

-Glomus  Jugulare 
-Facial  nerve  neuroma 
-Meningioma 

-Carcinoma  (primary  or  metastatic) 

-Acoustic  neuroma 
-Parotid  malignancies 
-Leukemia 
NEUROLOGIC 

-Guillain  Barre  Syndrome 
-Cerebral  vascular  accident 
-Multiple  Sclerosis 

MISC. 

-Bell's  Palsy 
-Sarcoidosis 

-Melkersson-Rosenthal  Syndrome 
-Congenital 

•Reprint  requests  may  be  sent  to:  Frederic  P.  Ogren,  M D.,  F A C S., 
University  of  Nebraska  Medical  Center,  Department  of  Otolaryngology, 
42nd  and  Dewey  Avenue,  Omaha,  NE  68105-1065 


May  1990  Nebraska  Medical  Journal 


109 


from  the  onset  of  paralysis.  At  that  time,  the 
patient  also  noted  some  mild  postauricular 
pain,  and  a small  postauricular  nodule  was 
apparent  which  prompted  referral. 

The  history  confirmed  a gradual  onset  of 
complete  paralysis  over  more  than  two 
weeks.  The  patient  denied  any  change  in 
taste  or  hearing.  His  eye  felt  better  using  eye 
drops  and  ointment  and  he  denied  blur- 
riness or  visual  change.  There  was  no  past 
history  or  family  history  of  facial  weakness. 
There  was  no  history  of  trauma.  Diabetes 
Mellitus,  chronic  otitis  media,  surgery  of  the 
head  or  neck,  or  radiation  therapy.  Physical 
exam  revealed  complete  paralysis  of  all 
motor  branches  of  the  right  facial  ner\'e.  No 
response  was  found  on  electrical  testing.  A 
small  (<1  cm)  firm  fixed  nodule  was  noted 
in  the  right  retromandibular  area.  No  cor- 
neal lesions  were  noted.  Schirmer's  test 
revealed  normal  tearing.  The  remainder  of 
the  cranial  nerves  were  intact.  The  otologi- 
cal  exam  was  normal,  and  the  audiogram  re- 
vealed a mild  right  sensorineural  hearing 
loss  with  normal  stapedial  reflexes  bilater- 
ally. No  masses  were  felt  in  the  neck. 

Further  evaluation  included  a CT  scan 
with  contrast  of  the  temporal  bone  and  neck 
and  a sialogram.  These  studies  demonstrated 
the  presence  of  a 2 cm.  mass  in  the  posterior 
portion  of  the  parotid  gland  and  enlarged 
upper  cerv'ical  lymph  nodes. 

Surgical  exploration  revealed  an  invasive 
tumor  of  the  parotid  gland  which  encased 
the  main  trunk  of  the  facial  nerve.  Intra- 
operative biopsy  revealed  a poorly-differen- 
tiated malignant  tumor  and  cer\'ical  lymph 
node  involvement.  Surgical  therapy  con- 
sisted of  a right  radical  parotidectomy  which 
included  removal  of  the  facial  ner\'e  due  to 
tumor  invasion.  The  facial  nerv'e  that  was  re- 
sected was  replaced  by  a sural  ner\'e  graft 
harvested  from  the  patient's  left  leg.  A radi- 
cal neck  dissection,  partial  mastoidectomy, 
and  skull  base  dissection  completed  the 
surgical  removal.  The  patient  recovered  un- 
eventfully from  surgery  and  received  re- 
gional adjuvant  radiation  therapy. 

Discussion 

The  paralysis  in  Bell's  Palsy  can  be  either 
partial  (30-40%)  or  complete  (60-70%).^’'' 
The  facial  nerv'e  paralysis  is  of  sudden  and 


not  gradual  onset.  It  may  be  associated  with 
postauricular  or  cervical  pain,  which  may 
occur  before,  during,  or  after  the  onset  of 
the  facial  nerve  paralysis.  Some  patients 
complain  of  numbness  of  the  ipsilateral  upper 
lip,  tongue,  or  hemiface.  Many  will  have  a 
history  of  a preceding  URI  or  viral  illness. 
Historically,  a cold  draft  to  the  affected  side 
was  often  associated  with  Bell's  Palsy,  but 
this  has  not  been  documented  in  recent 
studies.  A change  or  loss  of  taste  or  hearing 
is  occasionally  noted.  A dry  eye  is  a particu- 
larly noteworthy  complaint.  A very  impor- 
tant clinical  feature  of  Bell's  Palsy  is  that  all 
patients  regardless  of  treatment  will  show 
some  degree  of  spontaneous  recovery,  this 
is  usually  seen  in  the  first  2-4  weeks  but  has 
been  seen  as  late  as  3-6  months.^  In  the  latter 
situation,  full  recovery  of  facial  function  is 
rare.  In  cases  where  the  clinical  features  are 
atypical,  such  as  a gradual  onset  of  facial 
ner\'e  paralysis  or  no  recovery  after  1 -2 
months,  the  diagnosis  of  Bell's  Palsy  should 
be  suspect  and  CT  scan  or  MRI  is  indicated 
to  rule  out  tumor. ^ 

Both  sexes  are  affected  equally  with  Bell's 
Palsy  except  for  the  15-25  year  old  group  in 
which  it  is  more  common  in  females.  It  can 
occur  at  any  age  but  is  more  common  be- 
tween 1 5 and  45  years  old  with  a mean  in 
the  third  decade.  The  incidence  is  reported 
as  10-30  cases  per  100,000  population  per 
year. 3 The  right  and  left  sides  are  affected 
equally.  A family  history  of  Bell's  Palsy  has 
been  found  in  8-10%  of  patients.  Recurrent 
Bell's  Palsy,  either  ipsilateral  or  contralateral, 
is  reported  as  occurring  in  7-10%  of  cases. 

The  reported  incidence  of  bilateral  Bell's 
Palsy  is  only  0.3%  of  cases  and,  therefore, 
when  a patient  is  seen  with  bilateral  facial 
nerve  paralysis  it  is  usually  not  Bell's  Palsy 
and  a thorough  evaluation  is  required.^  For 
bilateral  facial  nerve  paralysis,  the  differen- 
tial diagnosis  includes  leukemia,  Cuillain- 
Barre'  syndrome,  sarcoidosis,  pseudobulbar 
palsy,  or  any  disease  causing  bilateral  cervi- 
cal lymph  node  enlargement.^ 

A more  recently  recognized  cause  of  facial 
nerve  paralysis,  often  bilateral,  is  Lyme  dis- 
ease.This  is  an  infectious  disease  caused 
by  a spirochete  and  has  protean  manifesta- 
tions including  a rash,  arthritic,  cardiac  and 
neurologic  complaints.  Lyme  disease  is  trans- 
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mitted  by  the  bite  of  the  Ixodes  tick.  It  was 
originally  reported  along  the  eastern  sea- 
board, Wisconsin,  and  Minnesota,  but  is 
now  present  over  most  of  the  United  States 
and  Canada  where  the  Ixodes  tick  is  preve- 
lant.®  Neurologic  manifestations  of  Lyme 
disease  occur  within  weeks  to  months  of  the 
tick  bite  and  are  seen  in  8%  of  untreated 
patients.  The  most  common  neurologic 
symptom  is  a facial  nerve  paralysis  and  in  ap- 
proximately 40%  of  cases  this  is  bilateral.^ 
This  is  a treatable  cause  of  facial  nerve 
paralysis  and  in  appropriate  patients  should 
be  tested  for  before  labelling  a patient  as  a 
Bell's  Palsy.  The  diagnosis  is  confirmed  by 
obtaining  serologic  titers  to  the  spirocete. 
Treatment  for  adults  is  oral  tetracycline 
250mg  q.i.d.  X 10-20  days.  In  children. 
Penicillin  50mg/kg/day  for  10-20  days  is 
used.'’ The  incidence  of  major  late  sequela  is 
reduced  in  patients  treated  early  in  their 
course. 

Two  major  predisposing  factors  that  have 
been  associated  with  Bell's  Palsy  are  Diabe- 
tes Mellitus  and  pregnancy.  Diabetes  Melli- 
tus  has  been  found  in  3-11%  of  patients,  and 
the  incidence  of  some  type  of  glucose  intol- 
erance is  even  higher.^  In  patients  with  re- 
current Bell's  Palsy  the  incidence  of  diabetes 
has  been  reported  as  high  as  28-39%.  In  one 
study  the  risk  of  Bell's  Palsy  in  diabetics  was 
4.5  times  the  average. The  other  major  pre- 
disposing factor  is  pregnancy.  Overall  the 
risk  in  pregnant  women  is  3.3  times  the 
norm,  but  in  the  third  trimester  when  the 
majority  experience  their  palsy,  the  risk 
increases  to  8 times  average."* 

The  natural  history  of  Bell's  Palsy  has  been 
examined  in  several  studies,  the  most  impor- 
tant of  which  is  that  by  Peitersen  in  1982.^ 
He  had  more  than  1000  patients  with  Bell's 
Palsy  that  received  no  treatment  but  were 
followed  and  their  course  documented.  Of 
the  patients  with  incomplete  paralysis,  94% 
had  total  recovery  of  facial  function  and  the 
remaining  6%  had  only  slight  residual  weak- 
ness or  a good  result.  Based  on  this  type  of 
data,  it  is  felt  that  patients  with  incomplete 
paralysis  don't  require  medical  or  surgical 
treatment  because  of  the  excellent  rate  of 
spontaneous  recovery. 

Overall,  Peitersen  reported  that  71%  of 
his  patients  had  a complete  recovery  and 
that  an  additional  13%  had  only  slight  resid- 


ual palsy  or  a good  result.  This  leaves  a group 
of  16%  with  a fair  to  poor  recovery  which  is 
consistent  with  other  studies,  but  unfortu- 
nately this  group  has  been  hard  to  identify 
prospectively  with  available  testing.  It  is  in 
this  group  that  the  morbidity  of  permanent 
facial  paralysis  with  associated  contracture 
and  synkinesis  could  be  avoided  if  effective 
therapy  were  given  in  a timely  fashion.  There 
has  been  a number  of  factors  associated  with 
a poor  recovery  from  Bell's  Palsy^'*°  (Table 
II).  These  have  not,  however,  reliably  sepa- 
rated out  those  the  patients  who  ultimately 
will  have  a poor  outcome. 

TABLE  II. 

PROGNOSTIC  FACTORS  IN  BELL'S  PALSY 

1)  Age:  With  advancing  age,  the  percentage  of  patients 
with  full  recovery  decreases.  (Especially  over  age  60.) 

2)  Pain:  the  presence  of  postauricular  pain  has  been 
associated  with  a worse  prognosis. 

3)  Diabetes  Mellitus:  Higher  incidence  and  poor 
recovery. 

4)  Delayed  onset  of  recovery:  This  is  associated  with 
incomplete  recovery. 

5)  Degree  of  Neural  Degeneration  (determined  by 
EnOG  testing):  Places  patient  in  poor  prognostic  group 
if  > 90%. 

6)  Loss  of  Lacrimation  (Abnormal  Schirmer's  test): 
Topographic  test  suggesting  more  proximal  involvement 
of  facial  nerve.  This,  along  with  electrical  testing  helps 
determine  the  severity  of  Bell's  Palsy. 

The  etiology  of  Bell's  Palsy  is  not  clearly 
understood.  It  was  initially  proposed  by  Kettle 
and  Hilger  in  1931  as  an  ischemic  neurini- 
tis  secondary  to  arteriolar  constriction  or- 
chestrated by  the  autonomic  nervous  sys- 
tem.** This  was  said  to  produce  a primary 
ischemia  which  led  to  a secondary  ischemia 
due  to  edema  and  swelling  within  the  con- 
fines of  a bony  canal. 

The  evidence  suggesting  a viral  etiology  is 
still  circumstantial.  Bell's  Palsy  has  been  as- 
sociated with  several  types  of  viruses,  most 
strongly  with  herpes  simplex  virus.  Acute 
rises  in  antibody  titers  are  not  seen,  but  the 
incidence  of  antibodies  to  herpes  simplex  in 
Bell's  Palsy  patients  has  been  found  to  be  93- 
100%  which  exceeds  that  seen  in  matched 
controls.*^  One  investigator  has  suggested 
that  this  represents  a reactivation  of  a latent 
herpes  simplex  infection.*^  This  is  consistent 
with  the  clinical  similarity  to  herpes  zoster 
reactivation  seen  in  the  Ramsey-Hunt  syn- 
drome (herpes  zoster  oticus). 

Data  from  anatomic  studies  of  the  Fallo- 
pian canal,  histopathology  of  specimens. 
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and  results  of  intraoperative  evoked  electro- 
myography (EnOC),  lead  Fisch  to  support 
the  entrapment  neuropathy  concept  for 
Bell's.  ” 

Bell's  Palsy  is  a diagnosis  of  exclusion. 
Based  on  a careful  history  and  physical  exam 
and  the  appropriate  diagnostic  studies,  Bell's 
Palsy  can  be  separated  from  other  causes  of 
facial  nerve  paralysis  that  may  require  differ- 
ent management.  The  history  is  very  impor- 
tant. The  date  of  onset,  precipitating  factors, 
and  associated  symptoms,  e.g.  pain,  altered 
taste,  dryness  of  the  eye,  and  a change  in 
hearing,  must  be  ascertained.  Past  history 
should  specifically  include  questions  regard- 
ing trauma,  ear  infections,  otologic  or  facial 
surgery,  previous  facial  weakness,  and  a 
history  of  diabetes  or  pregnancy.  If  the  onset 
of  paralysis  is  gradual  (greater  than  2-3 
weeks),  or  if  a patient  presents  with  a paraly- 
sis that  has  been  present  2-3  months  without 
any  sign  of  recovery,  then  Bell's  Palsy  is  un- 
likely, and  a CT  scan  covering  the  course  of 
the  facial  ner\'e  (or  MRI)  is  indicated.  Ipsi- 
lateral,  recurrent,  or  bilateral  facial  paralysis 
should  also  raise  a red  flag  and  indicate  a 
thorough  work-up  to  exclude  etiologies  other 
than  Bell's  Palsy. 

The  physical  exam  should  include,  an  ear, 
nose  and  throat  exam  and  complete  cranial 
nerve  examination.  The  parotid  region  should 
be  carefully  examined.  If  a parotid  mass  is 
found  in  association  with  a facial  paralysis  it 
strongly  suggests  a parotid  malignancy.  Evi- 
dence of  active  ear  disease  or  cholesteot- 
oma  warrants  urgent  medical  and/or  surgical 
treatment.  Other  cranial  nerve  abnormali- 
ties are  occasionally  obser\'ed  in  Bell's  Palsy, 
most  commonly  a mild  decrease  in  ipsi- 
lateral  trigeminal  or  vestibular  nerve  func- 
tion. The  combination  of  hearing  loss,  ves- 
tibular weakness,  and  vesicular  skin  lesions 
around  the  ear  suggest  herpes  zoster  oticus. 
Cranial  ner\'e  findings  other  than  these 
mentioned,  such  as  an  ipsilateral  abducens 
paralysis,  imply  a brainstem  lesion  and 
require  appropriate  radiographic  evaluation. 
It  should  be  remembered  that  sparing  of  the 
frontal  branch  in  a facial  ner\'e  paralysis  may 
indicate  a central  nervous  system  lesion. 

Physical  exam  of  the  facial  nerve  is  para- 
mount. First  an  estimate  of  asymmetry  is 
made.  Assessment  should  then  be  made  of 


the  movement  of  the  different  branches  of 
the  facial  nerve.  At  minimum  the  patient 
should  be  asked  to  wrinkle  his  forehead, 
close  his  eyes  tightly,  and  show  his  teeth. 
Each  movement  is  scored  as  normal,  re- 
duced, or  absent.  The  American  Academy  of 
Otolaryngology- Head  and  Neck  Surgery  has 
adopted  a classification  of  facial  nerve  pa- 
ralysis on  a grading  system  I-Vl.'’^This  system 
is  objective,  evaluates  both  cosmetic  and 
functional  aspects  and  promotes  uniformity 
in  physician  reporting  of  the  degree  of  facial 
nerv'e  paralysis  (Table  111).  An  error  to  be 
avoided  is  to  call  a palsy  incomplete  because 
the  upper  eyelids  move  up  and  down.  The 
levator  muscle  which  is  innervated  by  the 
oculomotor  nerve  raises  the  eyelid,  and  there 
is  passive  closure  to  some  extent  when  the 
muscle  then  relaxes.  The  eyes  should  also  be 
examined  for  any  obvious  corneal  damage 
secondary  to  exposure.  A Schirmer's  (tear) 
test  should  be  performed.  This  test  is  topo- 
graphic, reproduceable,  and  gives  informa- 
tion regarding  prognosis.  (Figure  1)  A dry 
eye  has  an  adverse  prognostic  significance 
because  it  indicates  involvement  of  the  facial 
nerve  above  the  level  of  the  geniculate  gan- 
glion. 

Further  evaluation  should  include  an  au- 
diogram and  impedance  testing  with  stape- 
dial (acoustic)  reflexes,  CBC,  and  fasting 
glucose.  Mastoid  x-rays  are  not  cost  effective 
unless  there  is  a suspicion  of  ear  disease.  CT 
scanning  should  be  reserved  for  the  patients 
in  whom  a diagnosis  other  than  Bell's  Palsy 
is  suspected  clinically.  MRI  is  used  to  rule 
out  tumor  of  the  VII  or  VIII  cranial  nerves 
and  cerebellar  pontine  angle. 

Electrical  testing  of  the  facial  nerve  has 
been  performed  since  the  1930's  in  attempts 
to  detect  denervation.  The  two  most  popu- 
lar methods  used  today  are  Hilger  minimal 
nerve  stimulation  and  maximal  nerve  stimu- 
lation by  utilizing  electroneurography 
(EnOG).  Hilger  minimal  stimulation  has  been 
used  for  a long  time  and  involves  electrical 
stimulation  of  the  peripheral  facial  nerve 
and  observation  to  determine  the  least 
amount  of  current  necessary  to  produce  a 
twitch  of  the  facial  muscle(s).  This  is  then 
compared  to  the  normal  side  and  a differ- 
ence of  3.5  mAmp  is  significant. 

With  an  EnOG,  a bipolar  electrode  gives 
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Grade 

I.  Normal 

II.  Mild  dysfunction 


III.  Moderate  dysfunction 


FIGURE  I 

DIAGRAM  OF  FACIAL  NERVE  TOPOGRAPHY 


TABLE  III. 

EACIAL  NERVE  GRADING  SYSTEMS 
House  Eacial  Nerve  Grading  System 

Definition  Grade  Definition 


Normal  facial  function  in  all 
areas. 

Slight  weakness  noticeable 
only  on  close  inspection.  At 
rest:  normal  symmetry  and 
tone.  Motion:  some  to  nor- 
mal movement  of  forehead; 
ability  to  close  eye  with 
minimal  effort  and  slight 
asymmetry;  ability  to  move 
corners  of  mouth  with  maxi- 
mal effort  and  slight  asym- 
metry. No  synkinesis,  con- 
tracture or  hemifacial  spasm. 

Obvious  but  not  disfiguring 
difference  between  two 
sides;  no  functional  impair- 
ment; noticeable  but  not  se- 
vere synkinesis,  contracture 
and/or  hemifacial  spasm.  At 
rest:  normal  symmetry  and 
tone.  Motion:  slight  to  no 
movement  of  forehead,  abil- 
ity to  close  eye  with  maximal 
effort  and  obvious  asymme- 
try, ability  to  move  corners 
of  mouth  with  maximal  ef- 
fort and  obvious  asymmetry. 
Patients  with  obvious  but  not 
disfiguring  synkinesis,  con- 
tracture, and/or  hemifacial 
spasm  are  Grade  3 regard- 
less of  degree  of  motor  activ- 
ity. 


IV.  Moderately  severe 
dysfunction 


V.  Severe  dysfunction 


VI.  Total  paralysis 


Obvious  weakness  and/or  dis- 
figuring asymmetry.  At  rest: 
normal  symmetry  and  tone. 
Motion:  no  movement  of  fore- 
head; inability  to  close  eye 
completely  with  maximal  ef- 
fort; asymmetrical  and/or 
hemifacial  spasm  severe 
enough  to  interfere  with  func- 
tion are  Grade  4 regardless  of 
degree  of  motor  activity. 

Only  barely  perceptible  mo- 
tion. At  rest:  possible  asym- 
metry with  droop  of  corner  of 
mouth  and  decreased  or 
absent  nasal  labial  fold.  Mo- 
tion: no  movement  of  fore- 
head; incomplete  closure  of 
eye  and  only  slight  movement 
of  lid  with  maximal  effort, 
slight  movement  of  corner  of 
mouth.  Synkinesis,  contrac- 
ture, and  hemifacial  spasm 
usually  absent. 

Loss  of  tone;  asymmetry;  no 
motion;  no  synkinesis,  con- 
tracture, or  hemifacial  spasm. 
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a maximal  stimulation  of  the  peripheral  facial 
nerve  and  an  electromyographic  compound 
action  potentials  of  the  facial  muscle  is 
recorded.  This  is  compared  to  the  normal 
side  and  a percentage  difference  is  calcu- 
lated. A percentage  of  degeneration  is  deter- 
mined which  is  an  objective  and  reprodu- 
cable  measure.  This  is  felt  to  be  the  most 
accurate  measure  of  facial  nerve  degenera- 
tion and  is  employed  at  UNMC  for  evalu- 
ation of  facial  nerve  paralysis  (See  Figure  II). 
Of  patients  having  facial  nerve  degeneration 
of  greater  than  94%  during  the  first  three 
weeks  50%  will  have  a poor  outcome.’''  The 
timing  of  the  electrical  testing  is  critical. 
Ideally  everyone  should  have  an  EnOG  at  3- 
4 days  after  onset  of  their  facial  nerve  paraly- 
sis or  more  practically  as  soon  as  possible 
within  the  first  three  weeks  of  their  facial 
nerve  paralysis  This  is  currently  the  best  way 
to  identify  those  15-30%  of  patients  with 
Bell's  Palsy  who  are  at  risk  for  permanent 
facial  dysfunction. Certainly  anyone  who 
is  being  considered  for  surgical  decompres- 
sion should  have  an  EnOG  within  the  first 
two  weeks  to  establish  the  indication  for 
surgery.  If  the  results  of  the  EnOG  indicate 
degeneration  to  be  less  than  90%,  it  should 
be  repeated  daily  for  the  first  week,  then 
every  2-3  days  until  the  21st  day.  If  degen- 
eration is  found  to  be  greater  than  90%  or 
progresses  to  this  level,  surgical  decompres- 
sion statistically  increases  the  chances  of 


facial  nerve  regeneration  and  functional 
return. 

Management 

Care  must  be  taken  to  avoid  drying  of  the 
cornea  in  facial  nerve  paralysis  of  any  etiol- 
ogy. Sterile  "artificial  tears"  should  be  pre- 
scribed and  used  as  needed  during  the  day. 
Sterile  ointments  followed  by  paper  taping 
the  eye  closed  is  the  preferred  treatment  at 
night.  If  there  are  any  signs  of  corneal  ulcera- 
tion an  ophthalmology  consult  should  be 
obtained. 

The  use  of  steroids  in  the  management  of 
facial  nerve  paralysis  is  still  controversial. 
The  use  of  steroids  for  Bell's  Palsy  goes  back 
many  years  and  has  been  studied  by  several 
authors. A prospective  study  showing 
statistically  definite  benefits  from  their  use  is 
still  lacking.  Several  studies  have  suggested 
benefits  and  have  stimulated  their  use,  but 
there  are  also  studies  showing  no  improve- 
ment in  the  outcome  when  compared  to 
controls.  The  concept  that  there  is  an  ede- 
matous, inflamed  nerve  compressed  in  the 
confines  of  the  bony  fallopian  canal  that 
benefits  from  the  anti-inflammatory  proper- 
ties of  prednisone  is  appealing,  but  as  yet 
unproven.  If  prednisone  is  to  be  used  it  is  op- 
timally given  in  Img/kg/day  dosages. 

Surgical  decompression  has  been  used  to 


FIGURE  II 
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treat  Bell's  Palsy  since  the  1930's.  The  extent 
of  decompression  and  the  timing  of  surgery 
have  changed  as  theories  about  the  site-of- 
lesion  and  pathophysiology  have  evolved. 
Studies  of  decompression  limited  to  the  tym- 
panomastoid segment  of  the  nerve  have  not 
consistantly  shown  an  improvement  in  the 
outcome  in  Bell's  Palsy. There  has  been  in- 
creasing evidence  that,  at  least  in  severe 
cases  of  Bell's  Palsy  (as  determined  by  de- 
generation of  EnOG)  the  site-of-lesion  is  in 
the  segment  proximal  to  the  geniculate  gan- 
glion.Anatomical  studies  have  confirmed 
that  indeed  the  narrowest  and  most  easily 
compressed  part  of  the  facial  nerve  is  in  the 
meatal  foramen  just  proximal  to  the  genicu- 
late ganglion.^’  It  is  here  that  decompres- 
sion, in  severe  degenerative  Bell's  Palsy, 
gives  an  improvement  in  outcome. It  is  felt 
that  by  selecting  patients  in  whom  the  prog- 
nosis for  spontaneous  good  recovery  is  poor 
and  performing  appropriate  surgical  decom- 
pression based  on  our  knowledge  of  the  pa- 
thophysiology involved,  that  the  incidence 
and  severity  of  permanent  facial  nerve  dys- 
function can  be  improved. 

Summary 

Bell's  Palsy  is  the  most  common  cause  for 
an  acute  facial  nerve  paralysis  but  should  not 
be  used  to  label  any  facial  nerve  paralysis 
until  the  appropriate  evaluation  has  excluded 
other  causes.  In  our  case  report  there  were 
several  clues  that  pointed  to  a diagnosis 
other  than  Bell's  Palsy  The  slow  onset  and 
absence  of  any  recovery  of  the  paralysis  after 
2-3  months  suggested  a tumor.  The  topo- 
graphic testing,  i.e.,  normal  tear  test  and 
normal  stapedial  reflexes  help  localize  the 
abnormality  as  distal  to  the  stapedial  nerve. 
When  the  nodule  in  the  retromandibular 
area  was  noticed,  it  strongly  suggested  a 
parotid  lesion.  These  findings  should  lead 
one  to  pursue  further  evaluation  to  deter- 
mine the  true  diagnosis  and  provide  appro- 
priate treatment. 

1.  Bell's  Palsy  is  not  a synonymous  term 
with  a facial  nerve  paralysis.  Bell's  Palsy  is  a 
diagnosis  of  exclusion  for  an  acute  idio- 
pathic facial  nerve  paralysis.  The  differential 
diagnosis  for  a facial  nerve  paralysis  should 
be  considered  in  order  to  give  appropriate 
therapy  in  a timely  fashion  for  the  known 
causes  of  facial  nerve  paralysis. 

2.  Work  up  of  an  acute  idiopathic  facial 
nerve  paralysis  should  include: 


a)  History  and  physical  exam  to  include 

1)  photo  documentation 

2)  Grading  of  facial  nerve  paralysis 

b)  Topographic  evaluation  (See  Figure  I) 

1)  Audio  with  stapedial  reflexes 

2)  Schirmer's  test 

c)  CBC  and  fasting  serum  glucose 

d)  Electroneurography  (EnOG)  - for  prog- 
nosis based  on  amount  of  neural  de- 
generation (Figure  II) 

e)  Serologic  test  for  Lyme  disease  if  his- 
tory is  suggestive 

3.  Patients  who  have  a partial  paralysis 
have  an  excellent  prognosis,  therefore,  no 
treatment  is  required.  However,  they  should 
be  followed  until  resolved  since  some  may 
progress  to  complete  paralysis  necessitating 
further  treatment. 

4.  Patients  with  complete  paralysis  should 
have  treatment  guided  by  electrical  testing 
parameters  and  results  of  workup.  An  EnOG 
that  shows  less  than  90%  degeneration  during 
the  first  three  weeks  may  be  treated  with 
prednisone.  If  degeneration  is  found  to  be 
90%  or  greater  for  those  with  Bell's  Palsy, 
surgical  decompression  medial  to  the  gen- 
iculate ganglion  is  considered  appropriate 
treatment  to  potentially  avoid  permanent 
facial  disfigurement. 

5.  Appropriate  follow-up  documented 
photographically  is  necessary  to  document 
recovery  in  Bell's  Palsy.  All  cases  will  show 
some  spontaneous  recovery  within  three  to 
six  months  or  the  diagnosis  is  suspect. 

6.  No  one  treatment  is  appropriate  for  all 
patients  with  facial  nerve  paralysis  or  Bell's 
Palsy. 
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Seat  Belts:  Personal  Choice  or  Necessity? 
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ABSTRACT 

The  use  of  occupant  restraints 
in  motor  vehicles  has  be- 
come an  issue  which  has 
received  increasing  legislative  attention  in 
recent  years.  This  has  occurred  due  to  the 
supposition  that  seat  belt  use  would  be  ef- 
fective in  preventing  automobile  related  fa- 
talities and  injuries.  Twenty-five  states  and 
the  District  of  Columbia  now  have  manda- 
tory safety  belt  laws  in  effect  which  have 
increased  usage  rates  from  20%  or  less  prior 
to  enactment  of  the  law  to  between  50%  and 
70%  after  implementation. •*  Safety  belts  have 
proven  effective  in  minimizing  morbidity 
and  mortality.  In  a study  of  four  states  en- 
forcing mandatory  usage  and  neighboring 
states  without  seat  belt  laws  as  a compari- 
son, between  250  and  350  fatalities  were 
prevented.  This  extrapolates  to  an  estimated 
12,000-15,000  lives  saved  nationally  if  re- 
straints were  mandatory.^ 

Nebraska  is  one  of  two  states  in  which  a 
seat  belt  law  has  been  enacted  and  subse- 
quently repealed.  As  a result  of  the  repeal, 
seat  belt  usage  dropped  from  40%  in  1906 
to  29%  in  1987  with  an  associated  increase 
in  injuries.  The  economic  impact  associated 
with  this  increase  in  accident  related  injuries 
is  enormous. 

The  Nebraska  repeal  campaign  was  based 
on  the  issue  of  individual  rights  versus 
mandatory  safety  requirements.  As  health 
care  providers  we  need  to  examine  the 
validity  of  personal  rights  in  comparison  to 
the  documented  impact  of  personal  restraints 
on  the  morbidity  and  mortality  of  accident 
victims. 

INTRODUCTION 

Injuries  sustained  in  motor  vehicle  colli- 
sions are  the  fourth  leading  cause  of  death 


in  the  United  States.  Motor  vehicle  acci- 
dents are  the  leading  cause  of  death  in  the 
5-24  year  age  group  and  account  for  greater 
than  one-third  of  the  total  mortality  in  this 
age  group. ^ In  the  United  States  alone  auto- 
mobile accidents  result  in  40,000  deaths 
and  250,000  disabling  injuries  each  year.^ 

It  has  been  proposed  and  documented 
since  the  early  1960's  that  seat  belts  de- 
crease injuries  and  as  a result  fatalities  in 
automobile  accidents.  The  mechanism  for 
this  reduction  in  injuries  is  the  prevention  of 
ejection  from  a vehicle  as  deceleration 
occurs.  The  seat  belt  also  prevents  a second 
collision  between  the  victim  and  the  internal 
structures  of  the  vehicle  as  deceleration  takes 
place. 

The  use  of  occupant  restraints  in  motor 
vehicles  has  become  an  increasingly  impor- 
tant legislative  matter  in  an  attempt  to  maxi- 
mize occupant  protection.  Public  awareness 
campaigns  have  also  been  brought  forth  in 
an  attempt  to  increase  the  voluntary  use  of 
seat  belts.  These  measures  have  met  with 
little  success.  To  improve  seat  belt  utiliza- 
tion, as  of  1985,  34  countries  had  enacted 
mandatory  seat  belt  laws.^  Most  of  these 
laws  have  succeeded  in  increasing  usage 
rates  to  greater  than  50%  and  reducing  fa- 
talities with  varied  success.^ 

SEAT  BELT  LEGISLATION  IN  THE 
UNITED  STATES 

The  seat  belt  was  introduced  to  the  auto- 
motive world  in  1960.  By  1968  the  federal 
government  required  that  all  new  cars  be 
equipped  with  lap  and  shoulder  belts.  This 
was  followed  by  consideration  of  seat  belt 
legislation  in  many  states  during  the  1970's. 
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It  was  not  until  1978  that  the  first  state 
(Tennessee)  initiated  a child  restraint  law.  At 
the  present  time  all  states  including  the  Dis- 
trict of  Columbia  have  child  restraint  laws  in 
effect.'^  New  York  was  the  first  state  to  ex- 
tend this  law  to  all  ages,  requiring  seat  belt 
use  by  all  front  seat  occupants.  As  of  1985 
all  but  3 states  (Idaho,  Nevada  and  Ken- 
tucky) had  debated  action  on  a seat  belt 
bill. 2 

In  1984  the  US  Department  of  Transpor- 
tation under  Secretary  of  Transportation 
Elizabeth  Dole  issued  a final  ruling  on  Fed- 
eral Motor  Vehicle  Safety  Standard  208, 
Occupant  Crash  Protection.  These  rules 
instituted  a program  of  automatic  occupant- 
protection  systems  (air  bags)  on  all  automo- 
biles produced  after  September  1,  1989.  If 
states  collectively  representing  two-thirds  of 
the  nations  population  meet  the  Depart- 
ment of  Transportation  criteria  (Table  1)  the 
requirement  could  be  rescinded.^  Since  this 
ruling  25  states  and  the  District  of  Columbia 
have  enacted  laws  as  of  |uly  1,  1986. 

TABLE  1 

US  DEPARTMENT  OE  TRANSPORTATION  CRITERIA 
MANDATORY  SEAT  BELT  LAWS 

Ihe  1 aws  must: 

1 . Require  that  front-seat  occupants  of  a passenger  car  liave 
seat  belts  properly  fastened  when  the  vehicle  is  moving 
forward. 

2.  Levy  at  least  a S25  penalty  for  each  occupant  in  violation. 

3.  Provide  that  violation  of  law  may  be  used  to  mitigate 
damages  when  a violator  is  in  a collision  and  seeks  to 
recover  damages. 

4.  Provide  a program  to  encourage  compliance. 

5.  Become  effective  no  later  than  September  1,  1989. 

Despite  public  campaigns  to  increase  seat 
belt  usage,  the  number  of  occupants  who 
voluntarily  use  manual  seat  belts  is  small,  ap- 
proximately 12-20%.'’'^’  Observational  sur- 
veys in  New  York,  Michigan,  and  Nebraska 
showed  increases  in  seat  belt  usage  after  the 
laws  were  enacted.  In  New  York,  for  ex- 
ample observational  surveys  found  seat  belt 
use  to  increase  from  16%  before  the  law  to 
57%  3 months  after  the  law  took  effect.  This 
then  declined  to  46%  9 months  after  the  law 
was  enacted.^  Studies  of  5 states,  including 
New  York  demonstrated  a rise  in  seat  belt 
utilization  to  50-70%  in  the  first  month. 


Decline  then  occurred  to  rates  between  38- 
46%  at  4 or  more  months  after  the  laws  took 
effect.  The  exception  to  this  decline  was 
Texas  where  compliance  rose  to  63%.'’  This 
most  likely  reflects  stricter  enforcement  of 
the  legislation. 

An  increase  in  seat  belt  use  translates  to  a 
proportionate  decrease  in  traffic  fatalities.  In 
New  York  fatalities  decreased  19%  after 
enactment  of  the  seat  belt  law  despite  a 
modest  increase  in  milage  driven.®  National 
estimates  of  front  seat  fatal  injuries  based  on 
occupant  restraint  systems  show  3,220  lives 
saved  with  an  increase  in  seat  belt  use  from 
1983  levels  of  12%  to  40%.  If  air  bags  are 
added  and  seat  belts  continue  to  be  used  at 
the  same  rate  an  additional  5,090  lives  could 
be  saved  annually.'  Another  factor  which  is 
much  more  difficult  to  quantitate  is  the 
economic  impact  of  a decrease  in  disabling 
injuries  and  days  lost  from  employment. 

SEAT  BELT  LEGISLATION  IN  NEBRASKA 

The  Nebraska  Unicameral  debated  man- 
datory seat  belt  legislation  (LB496)  in  1985. 
This  bill  called  for  mandatory  seat  belt  use 
by  all  front  seat  occupants.  No  person  could 
be  stopped  solely  to  determine  seat  belt 
compliance  and  a fine  of  25  dollars  was  set. 
Approximately  285  fatalities  and  20,000 
injuries  occurred  on  Nebraska  highways  an- 
nually prior  to  passage  of  mandatory  seat 
belt  legislation.  Seat  belt  usage  was  only  11- 
12%  prior  to  the  mandatory  use  law.  The 
national  Highway  Users  Federation  estimated 
that  a seat  belt  requirement  could  save  85 
lives  in  Nebraska  each  year  and  prevent 
2,300  injuries.  This  would  result  in  a savings 
of  approximately  $37  million  annually  in  in- 
surance costs,  medical  bills,  welfare  pay- 
ments, and  other  expenses.^ 

After  extensive  legislative  debate  LB496 
was  voted  into  law  by  the  Nebraska  Unicam- 
eral and  took  affect  September  6,  1985. 
With  mandatory  legislation  in  place  seat  belt 
usage  in  Nebraska  rose  to  40%  during  1986. 
Petitions  against  mandatory  occupant  re- 
straints were  circulated  and  enough  signa- 
tures were  obtained  to  bring  the  matter  to  a 
popular  vote.  In  November  1986  LB496  re- 
quiring the  usage  of  safety  belts  was  re- 
pealed by  a vote  of  the  people.  The  vote 
tally  reported  by  the  associated  press  showed 
a 561  vote  margin  in  favor  of  repealing  the 
law  out  of  more  than  a half-million  votes 
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cast.  The  repeal  became  effective  Decem- 
ber 1,  1986,  only  14  months  after  the  laws 
inception.  With  repeal  of  the  law  seat  belt 
usage  dropped  from  40%  to  29%  with  an 
associated  rise  in  injuries. Table  II  demon- 
strates injury  rates  for  drivers  and  passengers 
compared  to  seat  belt  use  rates  before,  dur- 
ing, and  after  the  seat  belt  law.  Total  injuries 
decreased  with  the  mandatory  restraint  law 
with  a decline  in  the  injury  rate  per  miles 
driven  of  4.9%.  In  contrast  total  injuries 
increased  by  12.2%  for  1987  after  repeal  of 
the  law.  In  addition  the  injury  rate  per  miles 
driven  increased  by  8.1%  during  this  same 
period. 


TABLE  II 

NEBRASKA  DRIVER  & PASSENGER  VEHICLE  INJURIES 
JANUARY  - NOVEMBER  19H.S-19B7 


Injuries  Per 

Safety 

Total  Vehicle 

100  Million 

Belt 

Total 

Miles  Driven 

Vehicle 

Usage 

Year 

Injuries 

(Millions) 

Miles 

Rates 

1985 

16,349 

11,175 

146.3 

11-15% 

1986 

16,222 

11,659 

139.1 

38-45% 

1987 

18,196 

12,097 

150.4 

25-29% 

Despite  predictions,  fatalities  did  not  sig- 
nificantly decline  during  the  period  in  which 
the  seat  belt  law  was  in  effect.  A Nebraska 
Department  of  Roads  study  however,  indi- 
cated that  4.5%  of  front  seat  occupants  in- 
volved in  accidents  while  wearing  seat  belts 
were  killed  or  suffered  disabling  injuries 
compared  to  10%  of  front  seat  occupants 
which  were  not  belted. In  an  analysis  of 
accidents  where  at  least  one  fatality  oc- 
curred (Table  III),  the  number  of  fatalities 
were  significantly  less  when  comparing 
occupants  wearing  seat  belts  and  those 
without  seat  belts  (p<.001).'°  This  was  true 
for  all  three  years  studied.  Other  studies 
have  indicated  that  the  drivers  most  likely  to 
be  involved  in  fatal  accidents  are  the  least 
likely  to  wear  safety  belts.*" 

TABLE  III 

STATE  OE  NEBRASKA 
EATAL  CRASH  RESTRAINT  DATA 

Seat  Belts  in  Use  No  Seat  Belts 


Killed 

Survived 

Killed  S 

survived 

1985 

15 

38 

171 

138 

1986 

46 

85 

185 

182 

1987 

20 

45 

206 

218 

The 

Nebraska 

Department  of  Roads  con- 

eluded 

that  seat 

belt  use 

contributed 

signifi- 

cantly  to  public 

safety.  A 

movement 

to  put 

the  seat  belt  issue  back  before  voters  is 
currently  underway. 

OBJECTIONS  TO  MANDATORY 

SEAT  BELT  USE 

Objections  to  the  Nebraska  seat  belt  law 
were  similar  to  objections  raised  in  other 
states  and  countries  to  mandatory  restraint 
legislation.  Seat  belt  legislation  was  seen  as 
an  infringement  on  personal  rights  and  con- 
cerns were  raised  as  to  the  logical  end  of  leg- 
islating against  self-harming  activities.  Op- 
ponents argued  that  such  legislation  was 
unconstitutional  by  limiting  personal  free- 
dom. Arguments  did  not  dispute  the  obvious 
savings  of  lives  but  rather  the  infringement 
on  personal  choice.  Proponents  argued  that 
operating  a motor  vehicle  is  not  a right  but 
rather  a privilege  which  is  already  accompa- 
nied by  a number  of  rules  and  regulations 
aimed  at  the  promotion  of  highway  safety. 
Mandatory  occupant  restraints  would  sim- 
ply be  an  addition  to  the  existing  regula- 
tions. 

A second  and  frequently  heard  objection 
was  that  under  some  circumstances  seat 

belts  actually  posed  a threat  to  the  motorist. 
Several  testimonies  of  anecdotal  experiences 
were  given  where  people  may  have  been 
unable  to  escape  submerging  or  burning  ve- 
hicles if  wearing  seat  belts.  This  reasoning  is 
invalidated  by  the  knowledge  that  only  2% 
of  vehicular  iniuries  are  related  to  seat  belt 
use  and  submersion  or  fire  makes  up  only 
0.5%  of  the  2%." 

CONCLUSIONS 

Current  data  suggests  strongly  that  man- 
datory occupant  restraint  legislation  has 
increased  seat  belt  use  and  therefore  re- 
duced traffic  related  injuries  and  fatalities. 
This  is  further  supported  by  Nebraska's  case 
where  repeal  of  the  legislation  resulted  in  a 
decline  in  seat  belt  use  and  an  increase  in 
injuries.  The  legislation  alone  may  have  had 
a positive  effect  in  educating  the  public  de- 
spite its  repeal,  since  seat  belt  use  has  not 
declined  to  prelegislative  levels. 

As  physicians  we  must  be  able  to  recog- 
nize the  beneficial  effects  of  proper  restraint 
on  motor  vehicle  accident  morbidity  and 
mortality  and  help  to  enlighten  the  public 
regarding  the  advantages  of  seat  belt  use. 
Occupant  restraints  alone  will  not  eliminate 
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injuries  and  deaths,  but  seat  belts  provide  a 
useful  adjunct  to  the  present  regulations  to 
maximize  occupant  protection. 
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The  Physician-Patient  Relationship 

PAUL  E.  COLUCOTT,  M.D. 

President.  Nebraska  Medical  Association 


In  the  past,  patients  have  used  such  key 
words  as,  "thorough",  "helpful",  "compassion- 
ate, "instructive",  "caring",  and  "humane",  to 
describe  their  physician  and  the  medical 
profession  as  a whole.  Physicians,  indeed, 
were  compassionate  and  proud  to  be  physicians. 
Physicians,  now  burdened  with  increased 
patient  loads  and  malpractice  situations,  have 
changed  their  attitudes  toward  their  patients. 
The  patients,  in  turn,  have  also  changed  their 
attitudes  toward  the  medical  profession,  spec- 
ifically toward  their  personal  physicians. 

This  change  in  attitudes  may  have  begun 
when  physicians  allowed  themselves  to  be 
called,  "providers"  and  the  patients  were  then 
called,  "consumers",  or  "beneficiaries".  The 
public  has  been  very  critical  of  physicians  and 
the  healthcare  system  recently.  Patients  have 
developed  a consumer-mentality  whereby 
they  wish  to  get  the  most  out  of  their  money. 
The  physician,  as  the  "seller",  wishes  to  get 
the  most  out  of  his  or  her  time.  If  the  physician 
is  primarily  concerned  with  collecting  his  fees, 
he  reinforces  this  consumer-mentality. 

There  are  several  reasons  why  this  attitude 
has  developed  between  the  patient  and  his  or 
her  physician.  The  main  reason,  I believe, 
these  attitudes  have  developed  is  because 
we,  as  physicians,  are  losing  the  "art  of 
medicine".  I would  like  to  present  to  you 
some  of  the  causes  of  this  dilemma,  and 
establish  whether  or  not  any  changes  can  be 
made  to  renew  the  physician/patient  relation- 
ship and  restore  the  high  opinion  of  the  public 
toward  medicine  as  a profession. 

American  medicine  is  at  a crossroads.  At  the 
end  of  this  decade  we  will  either  be  practicing 
in  one  of  the  best  systems  in  the  world,  with 
substantial  changes  having  been  made  in  that 
system,  or,  we  will  be  fighting  to  free  our 
patients  from  a hastily  imposed  national 
health  service. 

Physicians  today  have  become  entangled 
with  the  science  of  medicine  and  have  lost 


Paul  E.  Collicott,  M.D. 

their  people/patient  orientation.  This  entang- 
lement can  be  explained,  by  examining  four 
areas  in  current  medical  practice.  1)  Defensive 
medical  practice  patterns;  2)  Society's  ex- 
pectations of  modern  medical  technology; 
3)  Changing  economics  which  pressure  the 
physician  to  "enhance"  his  or  her  practice, 
and,  finally,  4)  The  "yuppie  mentalit/'  of  the 
new  generation  of  physicians.  Let  us  now  look 
at  each  of  these  areas  more  closely. 

First,  defensive  medical  practice  patterns 
are  clearly  developing  in  accord  with  our 
litiginous  society.  This  trend  in  our  society 
started  with  Ralph  Nader's  movement  to  insist 
that  "consumers"  demand  accountability  from 
their  providers  which  included  the  professions. 
The  current  liability  system  creates  strong 
incentives  for  physicians  to  order  additional 
laboratory  tests,  x-rays,  and  consultations  to 
confirm  their  medical  judgements  as  a pro- 
tection against  future  liability  claims  that  may 
result  if  optimal  treatment  outcomes  are  not 
experienced.  The  former  Secretary  of  the 
Department  of  Human  Services,  Otis  Bowen, 
stated  recently  that  a physician  used  to  treat  a 
child's  bump  on  the  head  with  the  advice  to 
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"go  home  and  put  ice  on  it".  Now,  the 
physician  tells  the  patient  the  same  thing,  but 
only  after  S200  worth  of  x-rays.  These  protect- 
ive attitudes  by  physicians  foster  the  deter- 
iorating physician-patient  relationship.  The 
patient  sees  a higher  cost  of  healthcare 
delivery  without  any  demonstrable  increase  in 
healthcare  quality.  Additionally,  increased 
litigation  has  led  to  an  increased  demand  for 
payment  of  medical  services  by  physicians 
from  their  patients,  as  well  as  raising  their  fees 
to  cover  the  malpractice  costs.  Again,  the 
patient  sees  a higher  cost  of  healthcare, 
without  any  demonstrable  increase  in  benefit. 

There  has  been  a further  erosion  of  the 
physician-patient  relationship  when  access  to 
care  and  availability  of  care  is  affected  by  the 
litiginous  nature  of  our  society.  This  is  most 
pronounced  in  the  areas  of  indigent  care  and 
maternal  health  care. 

Tort  reforms  such  as  occurred  in  California 
and  being  proposed  by  the  Washington 
Business  Group  on  Health,  will,  indeed,  diminish 
the  cost  of  liability.  These  reforms  will  return 
the  physician  as  an  advocate  for  the  patient  in 
those  arenas  where  adverse  outcomes  have 
occurred.  Through  tort  reform,  both  the  physician 
and  the  patient  will  stop  viewing  each  other  as 
economic  threats.  The  patients  will  no  longer 
worry  whether  medical  decisions  are  being 
based  upon  what  insurance  coverage  they 
may  or  may  not  have,  and,  the  physicians  can 
stop  worrying  whether  the  decisions  they 
make  about  a particular  patient  will  come 
back  to  haunt  them  in  a courtroom. 

Secondly,  our  patients  look  at  modern 
medical  technology  as  both  a savior  and  a 
curse.  Patients  have  high  expectations  of  their 
physicians  because  the  public  is  well-informed- 
about  new,  modern  technologies  and  drugs 
that  are  available.  We  all  have  had  patients 
who  have  read  articles  in  the  newspaper  or 
weekly  news  magazines,  or  have  seen  some- 
thing on  television,  and  want  to  know  all 
about  this  new  technology  and  whether  it  can 
be  utilized  for  themselves  or  for  one  of  their 
family  members.  But,  patients  also  view  these 
technologies  as  a curse.  At  times,  they  become 
concerned  that  the  physician  is  so  enthralled 
with  high  technology  and  its  subsequent, 
rer'nuneration,  that  their  physician  is  prolong- 
ing the  death  of  a loved  one.  Just  look  at  the 
debates  that  are  now  occurring  in  our  state 
and  across  the  country  regarding  living  wills. 


Thirdly,  the  individual  physician/ patient 
relationship  is  being  significantly  altered  as 
physicians  are  pressured  by  changing  eco- 
nomics to  enhance  their  practice.  The  pro- 
liferation of  HMO's  PRO'S,  IPA's  outreach 
programs,  Doc-in-the-Boxes,  and  a whole  host 
of  others  have  promulgated  even  further  the 
provider/consumer  relationship.  Because 
physicians  feel  that  they  are  giving  "dis- 
counted services"  in  many  of  these  situations, 
they  become  too  busy  to  care,  thereby 
curtailing  even  further,  the  physician/patient 
relationship. 

Finally,  physicians  themselves  don't  like  the 
profession  any  more.  According  to  an  AMA  poll 
of  practicing  physicians,  nearly  40%  responded 
that  they  would  not  go  to  medical  school  if 
entering  college  today.  Some,  in  fact,  are 
proud  that  they  may  talk  their  own  children 
out  of  a future  in  medicine.  The  rise  in 
government  controls  and  accountability  has 
led  to  an  enormous  increase  in  dissatisfaction 
of  the  physicians  toward  the  profession. 
Similarly,  the  quality  of  applicants  to  medical 
schools  is  rapidly  diminishing.  Medical  educa- 
tors have  hypothesized  that  factors  such  as 
increases  in  cases  of  Acquired  Immuno- 
deficiency Syndrome,  medical-legal  issues, 
diminished  prestige,  and  decreased  remuner- 
ation are  adversely  affecting  college  students 
who  migh  have  decided  on  a medical  career. 
Additionally,  lifestyle  considerations  are  quite 
important  to  the  current  generation  of  students. 
Students  have  clearly  expressed  interest  in 
lifestyles  that  feature  favorable  hours,  both 
early  and  large  remuneration,  and  increased 
personal  time.  This  suggests  mores  and  goals 
that  are  person-oriented  rather  than  service- 
oriented.  I believe  that  the  "yuppie"  mentality 
is  diametrically  opposed  to  the  previously 
cherished  principals  of  a medical  career,  such 
as  patient  service  and  teaching. 

In  summary,  I do  not  want  you  to  miscon- 
strue my  comments  by  suggesting  that  those 
wonderful  advances  in  medicine  that  have 
occurred  in  the  evaluation  of  patients  by 
scientific  means  are  not  outstanding,  but,  I 
believe,  the  science  of  medicine  should  not 
eclipse  the  art  of  medicine.  The  philosophy  of 
medical  schools  in  the  70's  developed  appli- 
cant pools  of  students  who  were  superbly 
adept  and  skilled  in  a scientific  base  but  they 
forget  to  teach  "people  skills"  along  with  the 
science  of  medicine.  The  public  wants  a busy, 
caring  physician,  not  a physician  who  is  too 
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busy  to  care.  With  emphasis  on  efficiency  and 
income,  we  may  forget  to  care.  We,  as 
physicians,  must  continue  to  view  our  patients 
as  human  beings,  working  together  with  them 
as  a team  for  better  health  care.  We  must 
return  to  the  Hippocratic  Oath  and  place  our 
patients'  welfare  at  the  top  of  our  priority  list, 
rather  than  our  own  comforts  and  desires. 

Physicians  must  remember  that,  when  deal- 
ing with  a patient,  he  or  she  is  not  only 
representing  themselves  but  all  physicians, 
and  the  American  healthcare  system.  Numer- 
ous studies  have  shown  that,  the  patient,  even 
though  he  is  fed  up  with  the  profession  and 
the  mess  that  the  healthcare  system  is  in,  still 
has  confidence  in  and  likes  his  or  her 


individual  physician.  If  we  can  begin  to 
effectively  communicate  again  with  our 
patients,  then,  I believe,  that  if  the  patients 
like  their  doctors,  they  will  then  like  the 
profession  and  we  can  work  together  to 
improve  the  medical  care  delivery  system  in 
the  United  States. 

The  past  is  gone;  it  will  never  be  the  same. 
The  future  of  medicine  is  now,  and  now  is 
where  changes  will  occur  at  an  accelerated 
pace.  We,  as  physicians,  must  work  with  our 
patients  to  make  these  changes  effective  and 
to  keep  our  system  the  best  that  there  is.  We 
must  assure  individual  freedom  of  selection, 
adequate  access,  and  restoiation  of  the  public's 
confidence  in  the  medical  profession. 
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Lincoln,  NE  68506 


Michael  E.  Johnson,  M.D. 
606  N.  Minnesota 
Hastings,  NE  68901 


Paul  N.  Gobbo,  M.D. 
P.O.  Box  81009 
Lincoln,  NE  68501 


Thomas  R.  Laird,  M.D.  (reinstated) 
555  S.  70th 
Lincoln,  NE  68510 


Steven  M.  Lau,  M.D. 
2627  Stockwell 
Lincoln,  NE  68502 


Diana  Doyle,  M.D. 
Methodist  Hospital 
Omaha,  N E 68114 
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THE  AUXILIARY 


Nebraska  Medical  Association  Auxiliary 
Annual  State  Meeting,  April  27  and  28,  1990 

JEANETTE  SCHLICHTEMEIER 
NMAA  President 


WHEREAS,  we  consider  it  fitting  and  proper 
to  express  our  thanks  to  all  who  have 
contributed  to  the  success  of  the  convention 
and  the  accomplishments  of  the  past  year, 
THEREFORE  BE  IT 

RESOLVED  that  we,  the  members  of  the 
Nebraska  Medical  Association  Auxiliary,  extend 
our  sincere  thanks  and  appreciation  to  the 
officers  and  other  members  of  the  Nebraska 
Medical  Association  Auxiliary  Board  of  Dir- 
ectors who  have  so  ably  carried  on  the 
business  necessary  for  the  proper  function  of 
our  organization  and  be  it  further 

RESOLVED,  that  our  thanks  and  appreciation 
be  directed  to  the  members  of  the  Metropolitan 
Omaha  Medical  Society  Auxiliary,  hostess  to 
this,  the  65th  Annual  Meeting,  for  the  gracious 
hospitality  extended  to  us  all;  and  be  it  further 

RESOLVED,  that  we  extend  our  welcome 
and  thanks  to  Ann  Rempel,  North  Central 
Regional  Vice  President  of  the  American 
Medical  Association  Auxiliary  for  her  attend- 
ance at  our  convention;  and  be  it  further, 

RESOLVED,  that  we  declare  particular  grati- 
tude to  the  President  of  the  Metropolitan 
Omaha  Medical  Society  Auxiliary,  Margie 
Cutnik,  to  our  Convention  Chairman  Nancy 
Gallagher;  to  our  Co-Chairman  Bev  Kruger,  to 
their  gracious  committee  and  to  all  who  have 
assisted  so  capably  in  planning  for  our  comfort 
and  pleasure;  and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  of  our  appreciation  of 
their  assistance  and  leadership,  in  particular 
that  of  Richard  A.  Raymond,  M.D.  The  Com- 
mission on  Association  Affairs  be  informed  of 


our  gratefulness  for  their  help  and  advice 
throughout  the  year  and  for  generously  sharing 
with  us  those  portions  of  their  program  we  are 
privileged  to  attend,  and  be  it  further 

RESOLVED,  that  me  make  known  to  Mr. 
William  Schellpeper,  Executive  Director  of  the 
Nebraska  Medical  Association,  Mr.  James  K. 
Ruigh,  Assistant  Executive  Director,  and  to 
their  office  staff,  our  deep  appreciation  of 
their  support  and  assistance  in  all  matters 
pertaining  to  the  Auxiliary,  and  be  it  further, 

RESOLVED,  that  our  thanks  be  extended  to 
Dr.  Benjamin  Gelber,  Editor  of  the  N EBRASKA 
MEDICAL  JOURNAL  for  the  inclusion  of  the 
Auxiliary  News  page;  to  Elbe  Lau,  Editor  of  the 
NEWSLETTER  of  the  Nebraska  Medical  Asso- 
ciation Auxiliary;  to  Medical  Liability  Mutual 
and  Methodist  Hospital  for  their  interest  and 
monetary  support  of  our  NEWSLETTER;  and 
the  Nebraska  Medical  Association  office  per- 
sonnel for  their  help  in  preparing  material  and 
mailing  same,  and  be  it  further 

RESOLVED,  that  we  pledge  our  loyalty  and 
devotion  to  the  Nebraska  Medical  Association 
Auxiliary,  that  we  continue  to  be  faithful  in 
supporting  its  activities,  promoting  its  projects 
and  protecting  its  reputation  and  high  ideals 
and  be  it  finally 

RESOLVED,  that  these  resolutions  be  pub- 
lished in  the  NEBRASKA  MEDICAL  ASSOCIA- 
TION JOURNAL. 

Respectfully  submitted, 

Beverly  Kruger 

Chairman,  RESOLUTIONS 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  EDUCATION  COURSES 

JULY  25-29,  1990  — College  of  Medicine 
Alumni  CME  Meeting,  Snowmass,  Colorado, 
**Tentative** 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

NOV.  29  - DEC.  1,  1990  — Nebraska  OB-GYN 
Society,  Las  Vegas,  Nevada. 

MARCH  1 1-22,  1991  — Family  Practice 
Review. 

APRIL  8-19,  1991  — Family  Practice  Review. 

If  no  location  has  been  specified  — these  programs 
will  be  held  at  the  Center  for  Continuing  Education, 
University  of  Nebraska  Medical  Center  campus. 


AMERICAN  ASSOCIATION  OF 
CLINICAL  ANATOMISTS 

AMERICAN  ASSOCIATION  OF  CLINICAL 
ANATOMISTS  — May  31  - June  1,  1990  - 
University  of  Saskatchewan  - “The  Surgical 
Anatomy  of  the  Lymphatic  System”  - 8.5  hrs. 
Category  I. 

EIGHTH  ANNUAL  CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE  — June  16-23, 
1 990  - Woverine  Lodge,  Lynn  Lake,  Manitoba, 
Canada.  For  information  contact  Sharlene 
Knippelmeyer,  RN,  BS,  Education  and  Staff 
Development,  Lincoln  General  Hospital, 
2300  S.  16th  St.,  Lincoln,  NE  68502 
(402)  473-5638. 


UPCOMING  CONTINUING 
EDUCATION  COURSES 

MAY  7-8,  1990  — Advanced  Trauma  Life 
Support.  Omaha,  Nebraska.  Registration 
Fee:  $515.00  17.0  Hours  AMA  Category  I. 
16.0  Prescribed  Hours  AAFP.  17.0  Hours 
ACEP  Category  I.  Reverification  available. 

MAY  15-16,  1990  — Advanced  Pediatric  Life 
Support.  Initial  Certification,  Omaha,  Nebr- 
aska Registration  Fee:  13.0  Hours  AMA 
Category  1. 

JUNE  22-24, 1990  — Treatment  of  the  Allergic 
Patient.  The  Madden's  on  Gull  Lake,  Brainard, 
Minnesota.  Sponsors:  Midwest  Allergy, 

University  of  Nebraska  Medical  Center, 
Department  of  Family  Practice  and  De- 
partment of  Otolaryngology. 

JULY  11-12,  1990  — Advanced  Pediatric  Life 
Support.  Initial  Certification.  Omaha,  Nebr- 
aska. Registration  Fee:  $225.  13.0  Hours 
AMA  Category  I. 

For  further  information,  contact  Cindy  Fianssen,  Univer- 
sity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  42nd  & Dewey  Avenue,  Omaha,  Nebraska 
68105-1065.  Call  (402)  559-4152  or  our  toll  free  Med 
Consult  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  (800)  642-1095.  All  other  states  (except  Alaska), 
call  (800)  228-9630. 

NMA  COMING  MEETINGS 

SEPTEMBER  6-8,  1990  — NMA  Fall  - Corn- 
husker  Hotel. 

APRI L 26-28,  1 991  — NMA  Annual  - Cornhusker 
Hotel. 

SEPTEMBER  12-14,  1991  — NMA  Fall  - 

Cornhusker  Hotel. 

APRIL  24-26,  1992  — NMA  Annual  - Omaha 
Marriott. 

SEPTEMBER  10-12,  1992  — NMA  Fall  - 

Cornhusker  Hotel. 
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CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

May  11,1 990  — Osteoporosis  Prevention  and 
Treatment,  Airport  Conference  Center, 
Omaha,  Nebraska. 

May  25-27,  1990  — Family  Medicine  Update, 
Village  East,  Okoboji,  Iowa. 

May  31-June  3,  1990  — A Review  of  Ortho- 
paedics and  Orthopaedics  Pathology, 
Creighton  University,  Omaha,  Nebraska. 

June  8-9,  1990  — Laparoscopic  Cholecystetomy, 
Radisson  Redick  and  Creighton  Dental 
School,  Omaha,  Nebraska. 

June  9,  1990  — Medical  Ethics  Seminar  for 
Physicians,  Creighton  University,  Omaha, 
Nebraska. 

UPCOMING 

September  8,  1990  — Update  on  Castro 
Intestinal  Disease,  Lincoln,  Nebraska. 

September  14,  1990  — Advances  in  the 
Management  of  Gynecologic  Cancer,  Kiewit 
Conference  Center,  Omaha,  Nebraska. 

October  26-27  — A Day  With  The  Perinato- 
logists, Holiday  Inn/Old  Mill,  Omaha, 
Nebraska. 

July  9-1  3,  1 991  — Present  and  Future  Clinical 
Applications  of  Tumor  Markers,  Ritz  Carlton 
Hotel,  Hawaii,  Hawaii. 

October  25-26,  1991  — Sixth  Annual  A Day 
With  The  Perinatologists,  Omaha,  Nebraska. 

The  contact  person  for  these  courses  is:  Sally  C.  O'Neill, 

Ph.D.,  Creighton  University  CME  Division,  2500  California 

Street,  Omaha,  NE  68178. 

ON-GOING  UPON  REQUEST 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  University  is  offering  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  — 
Review  of  current  literature  in  Medical 


Microbiology  and  Infectious  Diseases, 
Omaha,  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  — Inter- 
action with  clinicians/researchers  and  out- 
standing investigators. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Joseph 
Center  for  Mental  Health,  Omaha,  Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine  Continuing  Education 
Division,  Omaha,  Nebraska  681 78,  Toll  Free  (800)  548-CMED, 
in  Nebraska  - (402)  280-1830. 


UPCOMING  CONTINUING 
EDUCATION  COURSES 

May  17-18,  1990  — Advanced  Cardiac  Life 
Support  — Initial  Certification.  Omaha, 
Nebraska.  Registration  Fee;  $165.  15.3 
Hours  AMA  Category  1. 

MAY  21,  1990  — Advanced  Cardiac  Life 

Support.  Recertification.  Omaha,  Nebraska. 
Registration  Fee:  $75.  7.2  Hours  AMA 
Category  I. 

JUNE  1,  1990  — Advanced  Cardiac  Life 

Support.  Recertification.  Omaha,  Nebraska 
Registration  Fee:  $75.  7.2  Hours  AMA 
Category  I. 

JUNE  4,  1990  — Advanced  Cardiac  Life 

Support.  Instructor  Certification.  Omaha, 
Nebraska.  Registration  Fee:  $90.  6 Hours 
AMA  Category  I. 

For  further  information,  contact  Ann  Fitzgerald,  Univer- 
sity of  Nebraska  Medical  Center,  Center  lor  Continuing 
Education,  42nd  & Dewey  Avenue,  Omaha,  Nebraska 
68105-1065.  Call  (402)  559-4152  or  our  toll  free  Med 
Consult  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  (800)  642-1095.  All  other  states  (except  Alaska), 
call  (800)  228-9630. 
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Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  .sei’vices,  contact  the 
Nebraska  Medical  .Association  office  or  Bartling  and 
Hinkle,  P.C.,  .5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician's  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN,  NEBRASKA  68508 

PHONE 

(402)  474-4472 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


ADVERTISER’S  INDEX 


AMA  NEWS  NOTES 


(continued  irom  page  6-A) 
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"Ideally,  candidates  should  be  conversant 
yvith  the  American  Medical  Association  and 
health  care  field,"  Dr.  Ring  yvrote.  "Candidates 
also  should  have  managerial  experience  and 
be  facile  with  financial  reports  and  documents; 
an  MD  is  preferred." 


The  Journal  of  the  American  Medical  Associ- 
ation is  now  publishing  on  Wednesdays  rather 
than  Fridays.  This  change  was  made  because 
of  improved  production  capabilities  and  the 
desire  to  publish  important  research  findings 
quickly.  "I  want  JAMA  to  be  poised  to  be  able 
to  publish  new  research  findings  before  other 
medical  and  scientific  journals  that  may  be 
coincidentally  ready  to  publish  related  material," 
said  editor  George  D.  Lundberg,  MD. 
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Physicians’  Classified 


Advertisemenls  in  Ihis  column  are  run  al  ihe  rale  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charj^e  of  25c  por  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Kach  advertisement  will  be  removed  following 
its  first  appearance  unless  othei'wise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOCRNAL,  1512  FirsTier  Bank 
Bldg..  Lincoln.  NE  08508. 

KANSAS/MISSOURI:  Excellent  full-time  and 
part-time  opportunities  in  emergency  medicine 
for  primary  care  and  ABEM  Certified  and 
prepared  physicians.  Facilities  from  3,000-20,000 
patient  visits  per  year.  Big  city  amenties  with 
good  quality  of  life.  Contact  Emergency  Medical 
Services,  3101  Broadway,  Suite  1000,  Kansas 
City,  Missouri  641  1 1,  (800)  821-5147. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic.  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/torgiveness  program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McCormick,  President,  Allen  McCormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  55435,  61  2-835-5 123. 

FAMILY  PRACTICE:  Family  practice  physician 
needed  to  join  an  established  1 4-physician  state 
of  the  art  clinic  in  a ranching  community  in 
South  Dakota.  Competitive  salary  guaranteed, 
plus  generous  tuition  reimbursement-housing- 
transportation  bonuses  offered.  Malpractice 
insurance  covered.  Limited  call.  Flexible  schedule. 
Outdoor  recreation  abounds,  including  hunting, 
fishing,  boating,  skiing,  and  golfing.  Cultural 
opportunities:  Allied  Concert  Series  programs. 
Send  resume  or  inquiries  to  Helen  S.  Lindquist, 
Administrator,  Five  Counties  Hospital  and  Nurs- 
ing Home,  P.O.  Box  479,  Lemmon,  SD  57638. 
Telephone:  605-374-3871 . 


IOWA-  PEDIATRICIAN;  To  join  busy  Pediatric 
Department  in  young  progressive  multispecialty 
group.  Enjoy  outstanding,  progressive  medium 
sized  community  quality  of  life  within  minutes 
of  downtown  Omaha.  Competitive  guaranteed 
salary  and  fringe  benefits,  plus  incentives  with 
full  corporate  membership  after  one  year. 
Contact  Richard  Lehigh,  Administrator,  Cogley 
Medical  Associates,  P.C.,  Council  Bluffs,  Iowa 
51501.  (712)  328-1801. 


FAMILY  PRACTICE:  BE/BC  Familv  Practitioners 
to  join  6 physician  FP  Department  in  a long 
established  progressive  multispecialty  group 
practice  in  Southwestern  Iowa.  Support  of  10 
associated  or  affiliated  surgical  and  medical 
specialties,  yet  free  to  practice  full  range  of 
family  medicine.  Enjoy  an  outstanding  medium 
sized  community  quality  of  life  within  minutes 
of  Omaha.  Guaranteed  first  year  salary,  plus 
incentive  with  full  range  of  benefits.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs, 
Iowa  51  503  or  call  collect  712-328-1801. 

SOUTHWESTERN  IOWA;  Small,  progressive 
hospital,  in  Southwestern  Iowa,  seeking  third 
family  practice  physician.  First-year  minimum 
income  guarantee  $70,000,  plus  benefits. 
Omaha,  Nebraska  within  hours'  drive.  Specialists 
from  Omaha  provide  clinics/backup.  Call  Wanda 
Parker,  (800)  221-4762,  or  collect  (212)  599-6200. 
E.C.  Todd  Associates,  535  Fifth  Avenue,  Suite 
1100,  New  York,  NY  10017. 

FAMILY  PRACTICE;  BE/BC  Family  Practitioners 
to  join  our  busy  office  in  Glenwood,  Iowa.  Share 
call  and  receive  support  of  the  long  established 
progressive  Cogley  Medical  Associates,  P.  C. 
multispecialty  group  practice  located  in  South- 
western Iowa.  Glenwood  is  a community  of 
6,000  located  just  20  miles  south  of  Council 
Bluffs.  Great  community,  good  schools  yet 
close  to  metro  area.  Guaranteed  first  year  salary, 
plus  incentive  and  full  range  of  benefits.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs, 
Iowa  51  503  or  call  collect  712-328-1801. 

WANTED:  Lincoln  Regional  Center  is  seeking 
a physician  for  general  medical  coverage  of 
patient  health  services  and  employee  health 
services.  House  could  range  from  half-time  (20 
hours  per  week)  up  to  full  time  depending  on 
range  of  responsibilities  assumed.  Excellent 
benefits  package.  Salary  negotiable.  Contact: 
Charles  Richardson,  M.D.,  Clinical  Director, 
Telephone  (402)  471-4444. 

FAMILY  PRACTITIONER,  FORT  COLLINS, 
COLORADO:  Excellent  opportunity  to  join  well 
established  solo  practitioner  in  beautiful  choice, 
front  range  city  sixty  miles  north  of  Denver, 
Colorado.  Modern,  spacious  office  within  walking 
distance  of  hospital.  For  further  information  and 
details  call  1-303-224-9900  or  write  to  Medical 
Business  Office,  41  9 Canyon  Avenue,  #220,  Fort 
Collins,  Colorado  80521. 

SMALL  HOSPITAL:  Small  hospital,  45  minutes 
west  of  Minneapolis,  has  noted  geriatric  program. 
First-year  minimum  salary  of  $50,000,  plus  37% 
adjusted  revenues,  4 weeks'  vacation,  2 weeks' 
CME,  401(K)  pension  plan,  malpractice.  Lakeside 
community.  Call:  Wanda  Parker  at  (800)  221-4762 
or  collect  (212)  599-6200. 
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NATIONWIDE  PRACTICE  OPPORTUNITIES: 
All  specialties.  Fees  paid  by  clients.  Call:  Wanda 
Parker,  E.C.  Todd  Associates,  Inc.,  535  Fifth 
Avenue,  Suite  1100,  New  York,  NY  10017, 
800-221-4762,  or  212-599-6200. 

MEDICAL  ONCOLOCIST  BC/BE:  Needed  in 
beautiful,  progressive  23,000  population  West 
Central  Nebraska  community.  To  join  staff  of 
130  bed  JCAHO  hospital  with  41  active  physicians 
(which  includes  a radiation  oncologist),  state  of 
the  art  equipment  (MRI  and  CT),  and  fine 
personnel.  Coverage  and  support  available. 
Competitive  income  and  guarantee.  Call  Ida 
Tilden,  R.N.  at  1-800-638-6942. 

FAMILY  PRACTICE  - SOUTHWESTERN 
NEBRASKA:  Excellent  opportunity  for  BE/BC 
family  practice  physician.  The  increased  need 
for  primary  care  is  related  to  new  industrial 
growth  in  the  area.  JCHA  accredited  medical 
facility  utilized  is  modern  with  state  of  the  art 
equipment.  Generous  guarantee  with  product- 
ivity plus  all  benefits.  Modern  office  space  and 
fully  trained  ancillary  help  awaits  the  chosen 
candidate.  Call  will  be  shared  with  other  FP's  on 
staff.  This  family  oriented  community  has  good 
schools  and  exceptional  recreational  facilities. 
Reply  to  Box  040,  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

RADIOLOGIST:  Lucrative  practice  opportunity 
for  radiologist  who  enjoys  rural  lifestyle.  Excell- 
ent hospital,  peer  association  and  quality  of  life. 
Competitive  start  up  compensation  package 
including  an  income  guarantee,  malpractice, 
relocation  reimbursement  and  more!  Please  call 
Lonnie  Belden  collect  at  (719)  637-4322  or 
write  to  E.  C.  Todd  Associates,  1670  North 
Newport  Road,  Suite  300D,  Colorado  Springs, 
CO  80916. 

INTERNIST:  Lucrative  practice  opportunity 
for  internist  who  enjoys  rural  lifestyle.  Excellent 
hospital,  peer  association  and  quality  of  life. 
Competitive  start  up  compensation  package 
including  an  income  guarantee,  malpractice, 
relocation  reimbursement  and  more!  Please  call 
Lonnie  Belden  collect  at  (719)  637-4322  or 
write  to  E.  C.  Todd  Associates,  1670  North 
Newport  Road,  Suite  300D,  Colorado  Springs, 
CO  80916. 

EQUIPMENT  FOR  SALE:  All  kinds  including 
Searlizer,  x-ray,  Hamilton  office  set,  copy  machine, 
centrifuges,  sed  rate.  Also:  beautiful  9,000  Square 
foot  central  Nebraska  home  with  4 car  garage. 
Also:  Office,  15  rooms,  adaptable.  Reply  to  Box 
041, Nebraska  Medical  journal,  1512  FirsTier 
Bank  Bldg.,  Lincoln,  NE  68508. 


OB/GYN:  Fourth  OB/GYN  to  join  very  busy  20 
man  multi-specialty  group  in  a historic  mid- 
western  town.  Birthing  rooms  and  24-hour 
anesthesia  availability.  Fully  equipped  120-bed 
hospital,  many  recreational  and  civic  activities. 
Competitive  starting  salary  and  benefits  package 
with  productivity  bonus  and  partnership  poten- 
tial. Call  Cheryl  Broderick,  E.  C.  Todd  Associates, 
(800)  762-921  3 or  collect  (508)  688-9063. 

ORTHOPEDIC  SURGEON:  Second  orthopedic 
surgeon  sought  to  join  very  busy  20  man  multi- 
specialty group  in  Midwest  community.  Interest 
in  back  surgery  a plus.  Fully  equipped  profess- 
ionally staffed  P.T.  department  at  120  bed 
hospital;  excellent  school  system,  many  recrea- 
tional and  civic  activities.  Competitive  starting 
salary  and  benefits  package  with  productivity 
bonus  and  partnership  potential.  Call  Cheryl 
Broderick,  E.  G.  Todd  Associates,  (800)  762-9213 
or  collect  (508)  688-9063. 

FAMILY  PHYSICIAN:  Fifth  FP  sought  to  join 
progressive  20  man  multi-specialty  group  in 
historic  midwest  community.  Fully  equipped 
120  bed  hospital  with  plans  for  new  facility, 
excellent  school  system,  many  recreational  and 
civic  activities.  Competitive  starting  salary  and 
benefits  package  with  productivity,  bonus  and 
partnership  potential.  Full  range  of  sub-specialists 
available.  Call  Cheryl  Broderick,  E.  G.  Todd 
Associates,  (800)  762-92 1 3 or  collect  (508)  688- 
9063. 

INTERNIST:  Third  internist  to  join  very  busy 
progressive  20  man  multi-specialty  group  in 
historic  midwest  community.  Fully  equipped 
120  bed  hospital  with  plans  for  new  facility, 
excellent  school  system,  many  recreational  and 
civic  activities,  competitive  starting  salary  and 
benefits  package  with  productivity  bonus  and 
partnership  potential.  Call  Cheryl  Broderick,  E. 
C.  Todd  Associates,  (800)  762-921  3 or  collect 
(508)  688-9063. 

ORTHOPEDIC:  If  you  are  interested  in  a 
lucrative  orthopedic  practice  in  a community 
with  a well  managed,  up-to-date  hospital,  a 
qualified  and  supportive  medical  staff,  and  a 
competitive  start  up  compensation  package, 
please  call  Lonnie  Belden  collect  at  (719)  637-4322 
or  write  to  E.  C.  I odd  Associates,  1670  North 
Newport  Road,  Suite  300D,  Colorado  Springs, 
CO  80916. 


14-A  Nebraska  Medical  Journal  May  1990 


SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH 
PROFESSIONS 

402-551-0928 


“We’ve  built  a reputation 
on  exceeding  your 
expectations.” 


You  expect  the  best  medical  liability  insurance  available 
anywhere.  You  want  a financially  stable  company  to  protect 
your  assets. 

Viith  more  than  SIO  billion  in  assets,  The  St.  Paul  has  the  financial 
resources  that  guarantee  today  the  financial  security  and 
protection  you  need  tomorrow. 

You  can  purchase  limits  up  to  SIO  million  from  The  St.  Paul, 
choose  a deductible  that  fits  your  individual  needs, 
include  employees  as  additional  insureds  and  buy 
shared  limits  for  your  group  practice.  I 

I 

And,  you  can  depend  on  The  St.  Paul.  We’ve  been 
insuring  physicians  in  Nebraska  continuously  for 
nearly  50  years.  In  addition,  we’ve  been  the  endorsed 
carrier  for  the  Nebraska  Medical  Association  for 
nearly  20  years.  Today,  about  three-fourths  of  the 
physicians  in  Nebraska  insure  their  future  with  us 

Exceed  your  expectations  and  select  one  of  the 
nation’s  leading  and  most  experienced  medical 
liability  insurers. 

Select  The  St.  Paul  for  all  your  insurance  needs 
including  professional  liability  coverage,  office 
liability,  property,  excess  and  more. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  me,  Robert  Slaughter,  Vice 
President  and  General  Manager  of  The 
St.  Paul’s  Omaha  Service  Center  at 
(402)  330-5400  or 
1-800-642-8430. 


ISKtaul 


the  new  YORK  ACADEMY  OF  MED. 
LIBRARY  PERIODICALS  DEPT 
2 EAST  103RD  ST. 

NEW  rORk  1QQ29 


NebrasO 


NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING 


LINCOLN,  NEBRASKA  68508 


PHONE:  (402)  474-4472 
• FAX:  (402)  474-2198 


Dear  Colleague; 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  pleased  to  endorse  Blue  Cross  and  Blue  Shield  of 
Nebraska  health  insurance  plans  designed  especially  for  the  Association's  members. 

The  NMA  Traditional  plan  offers  "first  dollar  coverage";  that  is,  no  deductible  or  coinsurance  is  applied  to  basic 
covered  services.  The  plan  also  includes  major  medical  coverage  featuring  a $250  individual/$500  family 
calendar  year  deductible.  Under  a single  membership,  once  the  deductible  has  been  satisfied,  the  plan  pays  80% 
and  the  employee  pays  20%  to  the  first  $5,000  of  covered  charges  (employee  pays  $1,0(X)  of  this  amount). 

Under  a family  membership,  once  the  deductible  has  been  satisfied,  the  plan  pays  80%  and  the  employee  pays 
20%  to  the  first  $10,000  of  covered  charges  (employee  pays  $2,000  of  this  amount).  Once  this  amount  has  been 
reached,  benefits  for  covered  services  are  paid  at  1()0%  for  the  remainder  of  the  calendar  year,  up  to  a lifetime 
maximum  of  $1  million. 


Sincerely, 


PcLuJ  <f.  ^ 


Under  the  Custom  Flex  plan,  basic  and  major  medical  benefits  are  combined  into  one  plan,  with  your  choice  of 
four  front-end  deductibles.  Again,  under  a single  membership,  once  the  deductible  has  been  satisfied,  the  plan 
pays  80%  imd  the  employee  pays  20%  to  the  first  $5,000  of  covered  charges  (employee  pays  $1,000  of  this 
amount).  Under  a family  membership,  once  the  deductible  has  been  satisfied,  the  plan  pays  80%  and  the 
employee  pays  20%  to  the  first  $10,000  of  covered  charges  (employee  pays  $2,0(X)  of  this  amount).  Benefits  for 
covered  services  are  then  paid  at  100%  for  the  remainder  of  the  calendar  year, 
up  to  a lifetime  maximum  of  $1  million. 


Each  plan  offers  benefits  that  you  and  your  office  staff 
will  appreciate,  such  as  Saturday  Customer  Service 
phone-in  hours  from  8;00  a.m.  to  noon  for  questions 
about  coverage  and  claims.  We  invite  you  to  review  the 
infomiation  on  the  opposite  page  and  send  in  the  coupon 
for  more  infomiation  on  NMA  health  insurance  plans 
from  Blue  Cross  and  Blue  Shield  of  Nebraska. 


President 

Nebraska  Medical  Association 


BOARD  OF  DIRECTORS 

PAUL  E.  COLLICOTT,  M.D.,  President  / PERRY  T.  WILLIAMS,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
RICHARD  A RAYMOND,  M.D.  / DONALD  J.  PAVELKA,  M.D. 

HERBERT  A HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  / JAMES  K RUIGH,  Assistant  Executive  Director 


wo  ways 
to  make  your  staff 
feel  [fetter: 


NMA 

Custom  Flex 
Plan 

•Combines  basic  and 
major  medical  benefits. 

•Your  choice  of  four 
front-end  deductible 
amounts. 


NMA^ 

Traditional  Plan 

•"First  Dollar  Coverage"  - no 
deductible  or  coinsurance 
applied  to  basic  covered 
services. 

^$250  individual/$500 
family  calendar  year 
deductible  on  major  medical  services. 

•Single  membership:  we  pay  80%  of 
covered  charges  to  first  $5,000  (employee 
pays  $ 1 ,000  of  this  amount). 

•Family  membership:  we  pay  80%  of 
covered  charges  to  first  $1 0,000  (employee 
pays  $2,000  of  this  amount). 

• 1 00%  of  charges  for  covered  services  paid 
to  $1 ,000,000  after  above  criteria  are  met. 


•Single  membership:  we  pay  80%  of 
covered  charges  to  first  $5,000  (employee 
pays  $ 1 ,000  of  this  amount). 

•Family  membership:  we  pay  80%  of 
covered  charges  to  first  $1 0,000  (employee 
pays  $2,000  of  this  amount). 

• 1 00%  of  charges  for  covered  sen^/ices  paid 
to  $1 ,000,000  after  above  criteria  are  met. 


•$100  endorsement  for  outpatient  doctor's 
office  x-ray  and  lab  services,  paying  1 00% 
of  covered  charges  with  no  deductible. 


Please  send  me  more  information  about  Blue  Cross  and 
Blue  Shield  of  Nebraska  NMA  Health  Insurance  Plans. 

Name 


Address. 


City State ^ZIP 

Mail  to:  Blue  Cross  and  Blue  Shield  of  Nebraska,  7261  Mercy  Road, 
Omaha,  NE  68180  Attention:  Marketing 


A 


t Blue  Cross  and  Blue  Shield 

of  Nebraska,  we  welcome  the 
opportunity  to  help  NMA  members 
and  their  employees  get  the  best 
coverage  and  the  best  service 
possible.  For  more  information  about 
our  NMA  plans,  simply  fill  out  and 
return  this  coupon,  or  call  toll-free 
1-800-642-8014. 


Blue  Cross 
Blue  Shield 

of  Nebraska 


® Registered  Mariis  Blue  Cross  and  Blue  Shield  Assooaoon 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  foUowing 
address:  Benjamin  R.  Gelber,  M.D.,  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double- spaced,  on  8^  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  comer  with  the  authors  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  816  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double- space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


Since  1925 

Nebraska’s 

Leading 


Letters-to-the-Editor  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  •■Ml  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
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with  us. 

You’ll  see  why  Nebraska’s 
gathering  place  is  gathering  praise. 


AND  CONFERENCE  CENT  E R 


333  South  1 3th  Street  on  Comhusker  Square 
Lincoln.  Nebraska  68508.  (402)  474-7474 


Advances  In  Medicine 

July  24-27,  1 990 

The  Snowmass  Conference  Center 
Snowmass,  Colorado 

Program  Sponsors:  The  University  of  Nebraska  College  of 
Medicine  Alumni  Association  in  cooperation  with  the  Center 
tor  Continuing  Education. 

Topics  Will  Include:  Surgery,  ENT,  Radiology, 
Endocrinology,  Transplantation,  Cardiovascular  Disease 
Prevention,  Management  of  Obesity,  Infertility,  and  AIDS. 

Health  care  and  medical  education  in  the  Twenty-first  Century 
- Teaching  physicians  to  critically  assess  the  value  of 
futuristic  medical  concepts. 

Credit:  11 1/2  hours,  AMA  Category  I and  AAFP  Prescribed. 
(Mornings  only  - afternoons  tree) 

Location : Snowmass,  Colorado,  nestled  high  in  the  Colorado 
Rockies,  just  14  miles  from  Aspen.  Excellent  flight  service 
into  Aspen  Airport.  There  are  many  cultural  and  outdoor 
activities  tor  all  age  groups. 

For  Further  Information,  please  contact  Marge  Adey,  Center 
tor  Continuing  Education  at  (402)  559-41 52  or  Amy  Peters, 
Alumni  Office  at  (402)  556-4745,  University  of  Nebraska 
Medical  Center,  600  South  42nd  Street,  Omaha,  Nebraska 
68198-6100. 
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“Your  reputation ' 
deserves  a strong 
defense.  Our 
reputation 
depends  on  it.’’ 


Your  professional  reputation  deserves 
the  strongest  possible  defense.  In 
Nebraska,  that’s  why  more  medical 
professionals  select  The  St.  Paul 
over  all  other  insurers  combined. 

Nebraska  doctors  get  the 
expertise  of  lawyers,  like  those 
in  bur  f)rm,  who  specialize  in 
m^^cal  liability.  Only  the  most 
e)^eflenced  law  firfris  in  Nebraska 
work  on  your  defense. 

Ojjh  defense  spares  no  expense  in 
protecting  and.tiefending  your 
reputation.  That  means  no  short  ci^s  in 
selecting  the  most  qualified  medical  exfjert/ 
to  review  a claim  or  testify  on  your  behalf.  , 

In  addition,  Nebraska  doctors  get 
’ immediate  action  from  a local  St. 
claim  representative  who  understands  tne 
complexities  of  their  situation 


Your  reputation  depends  on  a strong  : , 

defense.  So  does  ours.  So  does  The  St.  Pauls.^ 

Exceed  your  expectations.  Select  the  na.tion’s 
leading  and  most  experienced  mescal  liability 
insurer.  And  get  the  strongest  possible  defense,  j 

Call  your  independent  insurance  agent ' * 

representing  The  St.  Paul.  ’ . 

Or  call  The  St.  Paul’s  Omaha  Service  Centelj  at 
(402)  330-5400  or  I -800-642-8430  and  ask  for 
Robert  Slaughter,  Vice  President  and  General  Manager. 
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ARMY  RESERVE  MEDICAL  PROFILE  N0.9 


JANN  LHOLWICK,M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — UCLA 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  C^fomia; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 
Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
bSdO'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


Because  safety  j 

cannot  be  taken  for  granted 
in  H 2-antagonist  therapy 


Minima!  potentia!  for 
drug  interactions 

Unlike  cimetidine  and  ranitidinej 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
Information. 

Indications  and  Usage:  l.  Acthre  duodenal  ulcer-toi  up  to  eight  weeks 
of  treatment.  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  1 50  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hj-receptoi  antagonists. 
Precautions:  General-t.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2-  Dosage  should  be  reduced  In  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  paUents  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Lattoratory  Tests -False-positive  tests  for  urobilinogen  with  Multisbx' 
may  occur  during  therapy. 

Drug  Interacdons-No  interactions  have  been  observed  with  theophyl- 
line. chlordiazepoxide,  lorazepam,  lidocalne,  phenytoin,  and  warfann.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interacbons  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspinn  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility -A  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromatfin-like  (ECL)  cells  in  the  gastnc  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
caranogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepahc  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  histoncal 
control  limits  seen  for  the  strain  of  mice  used.  The  femaie  mice  were 
given  a dose  larger  than  the  maximum  toierated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (Pansaminase  elevations).  The 
occurrence  of  a marginai  finding  at  high  dose  only  in  animals  given 
Axid*  (nizahdine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  wiith  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potenhal  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potenhal  generic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy- Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  rimes  the  human  dose  ami  in 
Dutch  Belted  rabbits  at  doses  up  to  55  rimes  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect  but  at  a dose 
equivalent  to  300  rimes  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pedlatnc  L/se-Satety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Bderty  flaftenfs-Healing  rates  in  elderty  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Cllnlcal  trials  of  varying  durations  included  almost 
5,000  patients.  Among  the  more  commoh  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urricana  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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HepaPc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in  S(30T 
or  SGPT  and.  in  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  rimes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuarion  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  /txid  and  in  three  untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-CWnicai  pharmacology  studies  and  controlled  clinical  finals 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic -Fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  Hj-receptor  antagonist  This  patient 
had  previously  expenenced  thrombocytopenia  while  taking  other  drugs 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/n/egumen/a/- Swearing  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-treated  patients.  Rash  and 
exfoliative  dermariris  were  also  reported. 

Hypersensitivity- As  with  other  Hj-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivity  among  this  class  has  been  observed,  Hj-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensirivity  reactions 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hypeniricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Er^nophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  ^ould  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  SIX  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  [091289] 

Additional  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 

NZ-2924-8-049310  C1990,  EU  ULLY  AND  COMPANY 
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EDITORIAL 


Is  There  A Barefoot  Doctor  In  Your  Future? 

C.|.  CORNELLIUS,  |R.,  M.D. 

Sidney,  NE 


The  Crisis  in  rural  health  care  can  be 
explained  in  one  word,  GOVERNMENT.  The 
major  culprit  is  the  Federal  Government 
which  indulged  in  the  sin  of  "overpromise"  in 
1965  with  the  creation  of  Medicare  which 
promised  subsidized  health  care  for  all  over 
the  age  65  regardless  of  need  or  ability  to  pay 
while  purporting  to  be  solving  the  problem  of 
those  who  were  unable  to  pay.  They  under- 
estimated the  cost  of  the  program  in  the  first 
year  alone  by  60%  due  in  large  part  to  their 
inability  to  realize  how  much  free  or  reduced 
rate  care  was  being  provided  by  physicians 
and  hospitals.  Medicare  virtually  gave  a blank 
check  to  physicians,  hospitals,  research  centers, 
and  medical  schools  for  the  develoment  of 
new  technologies  and  treatments  for  diseases 
and  disabilities  whose  solutions  had  been 
slow  in  developing  due  to  limited  funding. 
The  name  of  the  game  was  do  whatever  you 
can  for  the  health  problems  of  the  elderly  and 
we  will  tax  the  people  enough  to  pay  for  it. 

In  addition  the  Congress  determined  that 
there  was  a severe  shortage  of  physicians  and  to 
answer  this  crisis  they  poured  money  into  the 
medical  schools  encouraging  them  to  enlarge 
their  enrollments  and  expand  their  residency 
programs.  They  also  made  Federal  monies 
available  to  students  in  the  form  of  loans  so 
that  more  could  pursue  careers  in  medicine 
and  could  afford  to  remain  in  specialty 
residencies  much  longer  resulting  in  the 
training  of  the  multitude  of  superspecialists 
with  inflated  opinions  as  to  their  worth  to  the 
medical  care  system.  Most  of  the  super- 
specialists required  considerable  sophisticated 
and  expensive  technologies  and  as  a result 
remained  in  the  metropolitan  areas  to  practice. 
Many  of  these  specialists  did  a fair  amount  of 
primary  care  practice  but  at  specialist  prices. 

8-10  years  ago  this  same  government, 
admittedly  with  a number  of  new  faces, 
decided  that  the  shortage  of  physicians  had 
been  replaced  by  a glut  of  physicians  and  that 
cost  had  indeed  become  a problem  in  the 


Medicare  program.  The  success  of  the  medical 
care  system  in  treating  more  complicated 
problems  of  the  elderly  now  came  back  to 
haunt  both  the  Gongress  and  the  physicians. 
Some  of  you  may  recall  that  organized 
medicine  urged  the  Gongress  and  the  Admin- 
istration whose  slogan  was  "Guns  and  Butter"' 
to  solve  the  health  care  problems  only  of  the 
needy  over  age  65  and  to  preserve  private 
health  insurance  for  the  rest  of  this  age  group, 
but  to  no  avail.  As  predicted  the  private  health 
insurance  industry  almost  immediately  bailed 
out  of  the  over  65  health  insurance  market 
except  for  the  supplemental  policies  to  cover 
the  deductibles  and  coinsurance. 

When  treatment  successes,  technologies,  and 
costs  continued  to  rise  in  1983  the  prospective 
payment  system  based  on  DRGs,  diagnostic 
related  groups,  were  instituted  to  stem  the 
tide  in  hospital  costs  and  in  the  1986  the 
infamous  MAAGs  were  imposed  on  physicians 
services.  Nebraska  physicians,  particularly 
primary  care  physicians,  took  it  in  the  neck 
under  this  new  system  of  physician  reim- 
bursement because  this  system  was  based  on 
GPT  (Gurrent  Procedural  Terminology)  num- 
erical codes  for  physician  services,  a descriptor 
of  services  which  favored  the  procedural 
specialties  because  it  is  easier  to  describe  and 
codify  a procedure  than  it  is  to  describe  a 
cognitive  or  diagnostic  service.  The  Medicare 
fiscal  intermediary.  Mutual  of  Omaha,  had 
elected  not  to  use  the  5 digit  coding  system 
which  more  accurately  described  cognitive 
services  which  resulted  in  historical  data 
which  was  of  little  value  to  the  new  Medicare 
intermediary,  BG/BS  of  Iowa,  in  implementing 
the  MAAG  system  based  on  the  the  base 
period,  April  1 to  June  30,  1984.  Primary  care 
services  in  rural  areas  were  particularly  hard 
hit  because  most  practices  were  too  small  to 
afford  business  managers,  as  were  commonly 
employed  by  urban  and  specialty  practices; 
and  who  raised  prices  for  medical  services  to 
at  least  keep  pace  with  inflation  which  had 
reached  double  digits  in  a number  of  the  years 
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preceding  the  base  period.  The  end  result  was 
that  the  rural  physician  in  Nebraska  received 
the  lowest  MAACs  in  the  entire  country,  240th 
out  of  240  reimbursement  areas  designated, 
even  though  Nebraska  Medicare  recipient 
paid  the  same  premium  for  their  coverage  as 
recipients  in  all  other  states  whose  physicians 
were  often  paid  2 and  3 times  as  much  for  the 
same  service. 

To  further  compound  the  problem  the 
federal  government  set  up  the  PROs,  pro- 
fessional review  organizations,  federally  funded 
groups  to  review  the  “paper  work"  of  phy- 
sicians in  hospitals  after  the  fact  and  deny 
payment  to  hospitals  months  and  even  years 
after  services  were  rendered  with  virtually  no 
due  process  recourse  for  either  hospitals  or 
physicians  in  the  early  years.  Which  hospitals 
and  which  physicians  had  the  most  cases 
reviewed  and  denied?  You  guessed  it,  rural 
hospitals  and  rural  physicians.  It  took  3V2  years 
for  the  Nebraska  PRO  to  finally  begin  to 
function  according  to  the  federal  regulations 
and  then  only  due  to  the  incessant  pressure  of 
the  Nebraska  Medical  Association's  PRO 
overview  committee  and  repeated  inquires  by 
the  Nebraska  congressional  delegation. 

The  final  nail  in  the  coffin  of  rural  medicine 
is  currently  being  carried  out  by  BC/BS  of 
Kansas,  the  current  fiscal  intermediary  for 
Medicare  in  Nebraska,  in  the  form  of  directives 
to  physicians  to  refund  money  to  Medicare 
recipients  because  they  have  decided  that 
they  will  only  pay  for  a service  of  lesser 
intensity  at  a lower  rate  than  billed  by  the 
physician  under  the  threat  of  legal  action  by 
the  Feds.  Physicians  are  now  judged  and 
sentenced  by  the  fiscal  intermediary  without 
any  contact  or  determination  by  a physician 
that  the  level  of  service  was  excessive  or 
inappropriate.  Reviews  and  determinations 
are  carried  out  without  the  attending  physician 
having  any  meaningful  input  into  the  process 
and  no  reasonable  chance  for  reversal  of  a 
decision  by  the  intermediary  short  of  an 
appearance  before  an  administrative  law 
judge.  We  are  even  informed  that  if  the 
amount  involved  is  less  than  $100.00  there  is 
no  recourse  at  all.  The  fiscal  intermediary 
doesn't  even  answer  letters  of  inquiry  unless 
called  on  to  do  so  by  a member  of  the 
congressional  delegation.  I have  been  at- 
tempting since  July  of  1 989  to  have  a decision 
reversed  on  a patient  cared  for  in  November 
of  1 988  for  a psychiatric  problem  in  which  my 
charge  was  reduced  by  $5.1 2 in  a letter  stating 


that  I knew  or  should  have  known  that 
Medicare  would  not  pay  for  this  level  of 
service  but  a directive  telling  Nebraska  phy- 
sicians to  submit  additional  documentation 
on  all  hospital  cases  staying  longer  than  7 days 
(10  days  in  1988)  was  received  in  October  of 
1989.  The  truth  of  the  matter  is  that  had  I 
referred  this  case  to  a psychiatrist  it  would 
have  cost  Medicare  hundreds  of  dollars  more 
and  they  would  have  paid  it  and  the  outcome 
would  not  have  been  one  whit  better. 

State,  county,  and  local  governments  do 
not  get  off  "scott  free"  in  the  rural  health 
problem  either.  The  state  legislature,  no 
matter  how  well  intentioned,  has  increased 
the  problems  of  rural  practitioners  by  their 
regulatory  legislation  which  increases  the  cost 
and  could  reduce  the  availability  of  service  in 
the  rural  areas,  particularly  in  the  areas  of  x-ray 
and  laboratory  services.  The  Congress  also 
compounded  the  problem  of  laboratory  ser- 
vices in  physicians  offices  last  year  which  may 
put  most  rural  primary  care  physicians  out  of 
the  office  laboratory  business  because  of  the 
cost  of  complying  with  the  regulations.  A 
licensing  fee  of  $2,000.00  has  been  recom- 
mended by  the  secretary  of  HHS  for  office 
labs  which  already  lose  money  in  providing 
laboratory  services  to  Medicare  patients  be- 
cause of  the  grossly  inadequate  payment 
schedule,  and  yet  office  laboratory  services 
are  the  most  economical  and  most  convenient 
for  patients.  Mandated  benefits  for  health 
insurance  policies  in  Nebraska  by  the  Uni- 
cameral have  resulted  in  ever  increasing 
premiums  for  individuals  and  for  small  busi- 
nesses but  large  employers  are  exempt  from 
the  provisions  of  mandated  benefits  by  the 
Federal  ERISA  law.  It  is  no  wonder  that 
individuals  and  small  businesses  pay  higher 
premiums  for  their  health  insurance  coverage 
and  it  is  blatently  wrong  for  businesses  to  be 
able  to  deduct  the  full  cost  of  the  health 
insurance  they  provide  and  self  employed 
persons  can  only  deduct  a small  portion  of 
their  premiums.  County  and  local  governments 
historically  have  been  more  interested  in 
bridges,  roads,  law  enforcement,  fire  pro- 
tection, and  even  library  services  than  they 
have  in  health  care  and  many  counties  and 
municipalities  take  the  local  hospital  and 
medical  facilities  for  granted  and  budget 
nothing  for  the  preservation  of  such  services. 
Because  of  all  the  forgoing  government 
practices  the  practice  of  medicine  is  no  longer 
attractive  to  top  students  and  entrance  re- 
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quirements  have  had  to  be  lowered  for 
medical  schools  the  country  over  and  even 
then  some  of  them  failed  to  fill  their  freshman 
class  this  past  year.  The  University  of  Nebraska 
accepted  14  out  of  every  15  applicants  for 
medical  school  this  past  year.  In  years  past 
there  were  10  to  20  applicants  for  every 
position  in  a medical  school  class.  What  does 
this  tell  us  about  the  quality  of  future 
physicians?  Will  strategic  planning  and  com- 
munity actions  reverse  the  destruction  of  the 
best  medical  system  the  world  has  ever 
known?  I doubt  it!  I hope  that  I am  overly 
pessimistic  but  I think  that  the  federal 
government  will  allow  many  rural  hospitals  to 
close  and  for  rural  health  care  to  virtually 
collapse  before  the  Congress  with  its  hand 
over  its  heart  steps  in  to  attempt  to  resurrect 
the  system  and  it  will  be  too  late.  Will  new 
young  physicians  choose  to  practice  in  rural 
areas?  The  economic  differentials  in  favor  of 
urban  practice  will  be  too  great  and  the 
burden  of  governmental  regulation  will  be  too 
stifling  for  all  but  a dedicated  few.  Will  RBRVS, 
the  resource  based  relative  value  system 
passed  by  the  Congress  recently,  make  rural 
practice  attractive  enough  to  turn  this  trend 
around?  It  will  be  7 years  before  it  is  fully 
implemented  and  who  can  wait  that  long?  Will 
the  Chadron  State/UNMC  program  for  at- 
tracting medical  students  to  rural  practice 
change  the  picture?  I doubt  it.  The  pipeline  for 


training  a physician  is  1 0 years.  We  don't  have 
that  long  to  wait  for  a solution. 

MAYBE  THE  BAREFOOT  DOCTOR  LIKE 
THEY  HAVE  IN  CHINA  MAY  BE  A MORE 
LIKELY  POSSIBILITY  FOR  WESTERN  NE- 
BRASKA THAN  WE  WOULD  LIKE  TO  THINK. 

As  for  National  Health  Insurance,  with  the 
federal  government's  record  in  the  health 
care  field  to  date  would  you  like  to  turn  the 
whole  medical  care  system  over  to  them?  I 
would  hope  not.  There  are  some  serious  and 
difficult  decisions  that  need  to  be  made  in  the 
health  care  field  and  so  far  the  politicians  have 
refused  to  make  them.  The  first  and  foremost 
is  how  much  health  care  can  the  country 
afford  and  what  level  of  health  care  should 
everyone  be  entitled  to?  Should  persons  with 
unhealthy  life  styles  be  entitled  to  the  same 
level  of  benefits  as  those  with  healthier 
lifestyles  or  should  their  benefits  be  limited  or 
purchased  at  a higher  premium?  There  is  no 
free  lunch  in  health  care  and  economies 
accomplished  by  government  regulation  result 
from  rationing,  pure  and  simple.  It  is  not  easy  to 
buy  votes  with  statements  such  as  these  but 
they  are  nonetheless  true  and  enslavement  of 
a profession  is  no  solution  to  the  health  care 
problems  of  this  state  and  nation.  Will  the 
Congress  face  up  to  its  responsibility  in  the 
area  of  health  care?  I am  sorry  to  say;  I think 
not. 
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INTRODUCTION 

CANCER-PRONE  families  provide 
powerful  and  potentially  cost 
effective  models  for  elucidation 
of  genetic  and  environmental  factors  and/or 
their  interaction  in  etiology,  cancer  preven- 
tion and  control.^ 

Hereditary  cancer  is  of  significant  public 
health  impact  since  5-10%  of  the  total  cancer 
burden  is  hereditary  and  at  least  100  differing 
hereditary  cancer  predisposing  syndromes 
have  been  identified,^'^  Soberingly,  however, 
clinical  expertise  in  identifying  hereditary 
cancer,  as  well  as  the  development  of  appro- 
priate surveillance  and  management  programs 
for  these  specific  at  risk  patients  is  exceed- 
ingly limited.'’'^  These  concerns  are  parti- 
cularly cogent  in  the  case  of  pancreatic 
cancer. 

Advances  in  biomolecular  genetics  will 
eventually  assist  clinicians  in  identifying 
patients  at  high  genetic  risk  for  cancer  of 
specific  anatomic  sites  and,  in  turn,  will  harbor 
important  implications  for  cancer  prevention, 
surveillance,  and  management  programs  with 
greater  likelihood  of  success  among  these 
high  risk  populations.^'^  In  this  report,  we  shall 
discuss  surveillance  measures,  diagnostic  and 
screening  tests,  and  surgical  strategies,  with 
implications  for  familial  pancreatic  cancer. 

Surveillance  and  Diagnostic  Tests 

Screening  programs  are  relatively  new  and 
have  usually  been  applied  to  patients  after 
symptoms  have  developed.  Knowledge  is 
limited  relevant  to  the  natural  history  of 
familial  pancreatic  adenocarcinoma. 

Diagnostic  tests  for  pancreatic  cancer  con- 
sist of  imaging  tests  (ultrasonography,  CAT  scan, 


ERCP,  angiography)  and  serologic  tests  (eleva- 
ted levels  of  Cl  hormones  or  pancreatic 
enzymes).  Recently,  several  tumor-related 
antigens  have  been  developed  and  are  under 
investigation. 

Elevation  of  serum  amylase,  elastase,  and 
galactosyltransferase  isoenzyme  II  have  been 
seen  in  pancreatic  cancer;  however,  these  are 
insensitive  and  nonspecific.  Although  such 
studies  may  be  useful  in  a patient  with 
abdominal  pain,  they  are  not  useful  screening 
tools  for  presymptomatic  pancreatic  adeno- 
carcinoma. 

Several  tumor-related  antigens  have  been 
employed  in  the  evaluation  of  pancreatic 
cancer.  The  majority  of  patients  have  increased 
carcinoembryonic  antigen  (CEA).  This  cor- 
relates in  a general  manner  with  the  extent  of 
disease.  However,  CEA  is  also  increased  in 
40%  of  patients  with  pancreatitis.  A recent 
NIH  Consensus  Development  Conference 
determined  that  blood  CEA  levels  were 
neither  sensitive  nor  specific  in  evaluation  of 
pancreatic  adenocarcinoma.  Pancreatic  onco- 
fetal antigen,  though  not  commercially  avail- 
able, is  elevated  in  77%  of  patients  with 
pancreatic  cancer.  However,  it  is  not  specific 
and  is  elevated  in  a large  number  of  biliary 
carcinomas,  colon  cancers  and  pancreatitis. 

Several  newer  tumor-related  antigens  are 
under  investigation.  Carbohydrate  antigen  1 9- 
9 (CAT  9-9)®  is  elevated  in  colorectal,  gastric, 
and  pancreatic  cancer,  and  is  not  detectable 
in  normal  individuals.  It  is  nonspecific  and  is 
elevated  in  advanced  cancer  of  the  upper 
gastrointestinal  tract.  CA19-9  has  not  been 
applied  to  screening  of  high  risk  populations. 

DU-PAN-2  antigen^  is  present  in  carcinoma 
of  the  pancreas,  but  also  is  elevated  in 
colorectal  and  gastric  cancers.  Loor  et  aP® 
have  described  two  antigens:  pancreatic  can- 
cer-associated antigen  (PCAA)  that  is  elevated 
in  pancreatic  cancers  and  pancreatic-specific 
antigen  (PaA)  that  is  related  to  the  exocrine 
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cells  of  the  pancreas,  both  normal  and 
malignant.  A discordance  in  the  blood  levels 
of  the  two  antigens  is  a marker  for  pancreatic 
cancer.  At  a recent  workshop  of  the  National 
Pancreatic  Cancer  Project,  it  was  felt  that  at 
present  there  are  no  markers  sufficiently 
sensitive  or  specific  for  clinical  use."  Several 
newer  systems  are  promising,  including  mono- 
clonal antibody  to  ductal  cell  surface  markers, 
human  pancreatic  ductal  tissue-specific  anti- 
gen, and  leukocyte  adherent  inhibition  assays. 

Pancreatic  imaging  has  recently  been  re- 
viewed." CAT  scan  of  the  abdomen  is 
superior  to  ultrasound  for  detection  of  adeno- 
carcinoma of  the  pancreas.  ERCP  is  the  most 
sensitive  imaging  test  but  is  accompanied  by  a 
2-3%  complication  rate.  Likewise,  angiography 
is  an  invasive  procedure  that  requires  a skilled 
team. 

Standard  pancreatic  function  tests  which 
require  duodenal  intubation  have  been  a- 
bandoned  as  insensitive  indicators  for  pan- 
creatic cancer.  However,  when  cytology  of  the 
duodenal  drainage  is  added,  66%  sensitivity  is 
reported  for  pancreatic  cancer.  Cytology  of 
the  pancreatic  juice  collected  during  ERCP 
using  either  secretin  stimulation  or  saline 
lavage  of  the  pancreatic  duct  has  shown 
sensitivity  of  47-84%.  CT-directed  fine  needle 
aspiration  is  becoming  more  widely  used  for 
evaluation  of  pancreatic  masses.  Laparoscopy 
and  pancreatic  biopsy  has  also  been  suggested 
as  a method  for  detection  of  pancreatic  cancer 
once  the  patient  becomes  symptomatic. 

At  present,  the  data  are  insufficient  to  make 
firm  recommendations  for  surveillance  tech- 
niques in  high  risk  families.  Any  proposed 
management  program  would  likely  include 
yearly  testing  of  tumor-related  antigens  and 
some  type  of  imaging  test,  either  CT  with 
accompanying  duodenal  drainage  and  cytology 
or  ERCP  with  cytology.  The  cost  of  this  type  of 
surveillance  program  would,  of  course,  be  pro- 
hibitive for  general  population  screening. 
However,  when  targeted  to  patients  at  in- 
ordinately high  familial  or  genetic  risk,  the  cost 
problem  would  be  significantly  offset  by  the 
benefit  accrued  by  the  anticipated  high  yield 
with  potential  for  improving  prognosis  through 
earlier  detection. 

Surgical  Implications 

The  research  efforts  outlined  above  designed 
to  identify  patients  with  malignancies  of  the 
exocrine  pancreas  at  an  early  stage  are 
becoming  increasingly  important  as  series  are 


now  being  published  which  reveal  five  year 
survival  rates  up  to  48%  among  patients  with 
small  pancreatic  cancers  and  regional  lymph 
nodes  negative  for  metastasis."  This  is  true 
even  when  the  histology  is  subjected  to 
careful  review  to  assure  that  these  are,  indeed, 
true  pancreatic  cancers  and  not  one  of  the 
more  favorable  prognosis  periampullary  car- 
cinomas, such  as  carcinoma  of  the  distal 
common  bile  duct."  These  findings  provide 
reason  to  believe  that  the  prognosis  for 
patients  with  pancreatic  cancer  will  improve 
dramatically  once  reliable  screening  methods 
are  developed.  Thus,  the  key  to  the  surgical 
approach  to  patients  with  familial  pancreatic 
cancer  is  to  find  the  disease  at  an  early  stage 
when  there  is  a substantial  chance  of  cure. 
The  specific  operative  procedures  employed 
in  the  treatment  of  patients  with  hereditary 
pancreatic  cancer  are  essentially  the  same  as 
those  used  for  sporadic  patients. 

In  the  past,  a pessimistic  attitude  regarding 
pancreatic  cancer  has  prevailed  among  many 
authorities  when  considering  curative  therapy. 
Indeed,  some  surgeons  have  suggested  that 
only  palliative  procedures  designed  to  correct 
obstructive  jaundice  or  gastric  outlet  obstruc- 
tion or  to  relieve  pain  are  justified.  Five  year 
survival  rates  of  less  than  5%  taken  from  un- 
selected series  of  patients  with  pancreatic 
cancers  were  commonly  quoted  to  support 
this  assumption.  There  are  three  reasons  why 
we  believe  that  this  question  warrants  renewed 
attention,  especially  in  patients  with  malig- 
nancies in  the  area  of  the  head  of  the  pancreas 
who  present  with  obstructive  jaundice.  First, 
when  patients  with  pancreatic  cancer  are 
carefully  selected  for  a curative  procedure, 
specifically  those  with  tumors  located  in  the 
head  of  the  pancreas,  less  than  three  centi- 
meters, and  without  evidence  of  metastasis  to 
regional  lymph  nodes,  reasonable  long  term 
survival  can  be  realized.  Second,  not  all 
patients  with  a mass  in  the  area  of  the  head  of 
the  pancreas  actually  have  pancreatic  cancer. 
Figure  1 diagrammatically  depicts  four  dif- 
ferent types  of  primary  carcinomas  which 
make  up  a group  of  malignancies  referred  to 
as  periampullary  carcinomas.  Clearly  the  prog- 
nosis for  patients  undergoing  curative  resec- 
tions for  those  periampullary  carcinomas 
other  than  those  of  the  head  of  the  pancreas 
are  reasonable  (40-60%  in  some  series)." 
Third,  dramatic  improvement  in  the  operative 
mortality  and  morbidity  associated  with  radi- 
cal surgery  for  pancreatic  cancer  has  been 
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Periampullary  Carcinoma 


FIGURE  1 

This  periampullary  carcinoma  illustration  depicts  the  anatomical  location  and  relative  frequency  of  a group 
of  carcinomas  in  the  region  of  the  head  of  the  pancreas  which  are  referred  to  as  periampullary 
malignancies. 


noted  in  the  last  several  years,  making  these 
procedures  more  generally  acceptable.^^’^** 

Specific  Operative  Procedures  for  Exocrine 
Pancreatic  Malignancies 

Periampullary  Carcinoma 

Periampullary  tumors  are  common  in  pa- 
tients with  certain  hereditary  cancer  syndromes, 
particularly  familial  multiple  polyposis  coli. 
These  lesions  often  involve  the  pancreas. 
However,  in  other  hereditary  cancer  syn- 
dromes, patients  are  commonly  afflicted  with 
periampullary  tumors  other  than  carcinoma  of 
the  head  of  the  pancreas.^  An  example  is 
provided  in  Figure  2. 

The  procedure  of  choice  for  patients  with 
potentially  curable  lesions,  i.e.,  resectable 
tumors,  less  than  three  centimeters,  without 
evidence  of  regional  lymph  nodes  or  distant 
metastasis,  is  the  radical  pancreaticoduo- 
denectomy (Whipple  procedure).  Recent  ad- 
vances in  pre  and  postoperative  care  have 
resulted  in  a marked  decrease  in  morbidity 
and  mortality  making  this  a very  reasonable 
treatment  option. In  addition,  modifica- 
tions of  the  procedure,  such  as  pylorus  pre- 
servation with  the  elimination  of  the  need  for 
a vagotomy,  have  lessened  unfavorable  long 
term  sequelae.  More  radical  procedures,  such 
as  the  regional  pancreatectomy,  which  in- 
cludes removal  of  the  superior  mesenteric 
artery  and  vein,  have  not  resulted  in  improved 


FIGURE  2 

Multiple  duodenal  villous  adenomas  in  the  region  of 
the  ampulla  of  Vater  in  this  pancreaticoduodenectomy 
specimen  from  a patient  presenting  with  obstructive 
jaundice.  A total  abdominal  colectomy  with  Brook 
ileostomy  had  been  performed  approximately  twenty 
years  previously  for  familial  polyposis  coli  (reproduced 
by  permission  of  Lynch  et  al  from  Ca  Genet  Cytogenet 
28:245-251,  1987). 
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survival  and  have  been  associated  with  in- 
creased morbidity  and  mortality.  Total  pan- 
createctomy has  also  shown  little  long  term 
survival  advantage,  although  the  short  term 
morbidity  and  mortality  may  be  decreased 
because  of  the  elimination  of  the  need  for  an 
enteropancreatic  anastomosis.  Unfortunately, 
the  resultant  diabetes  mellitus  can  be  difficult 
to  manage. 

Carcinoma  of  the  Body  and  Tail  of  the  Pancreas 

Because  of  the  anatomical  location  of 
tumors  in  this  part  of  the  pancreas,  symptoms 
do  not  develop  until  the  lesion  has  invaded 
structures  outside  of  the  pancreas,  a fact  which 
largely  precludes  curative  surgery.  For  ex- 
ample, pain  is  usually  the  result  of  invasion  of 
retroperitoneal  structures  outside  the  sub- 
stance of  the  pancreas.  Similarly,  weight  loss 
or  signs  of  obstruction  do  not  usually  develop 
until  the  tumor  has  obtained  a large  enough 
size  to  invade  the  Cl  tract  or  extensively 
interfere  with  its  nerve  supply.  Surgical  cures 
are  rare.  Exceptions  would  be  the  relatively 
rare  cystadenocarcinomas  of  the  pancreas 
with  their  inherent  tendency  to  remain  local- 
ized (five  year  survival  rates  approaching  50% 
if  the  tumor  is  resectable)  or  the  cancers 
which  are  detected  serendipitously  at  the 
time  of  pancreatic  resection  for  another 
indication  such  as  chronic  pancreatitis.^^  It  has 
been  hoped  that  intraopertive  radiation  might 
improve  the  palliation  for  these  unfortunate 
patients,  but  recent  reports  have  been  dis- 
couraging.^^ At  the  present  time,  then,  for  the 
majority  of  patients  with  carcinomas  of  the 
body  and  tail  of  the  pancreas,  the  prognosis  is 
dismal  and  the  treatment  largely  palliative. 

Summary  and  Conclusions 

We  have  provided  a description  of  the 
current  state  of  knowledge  relevant  to  familial/ 
hereditary  pancreatic  cancer.  Since  the  most 
important  clinical  ramifications  of  this  disease, 
whose  incidence  and  mortality  are  essentially 
the  same,  rests  upon  its  earlier  detection,  we 
have  also  characterized  available  diagnostic 
tests,  surgical  strategies,  and  current  knowledge 
about  its  pathology.  We  believe  that  advances 
in  control  of  pancreatic  cancer  will  be  heavily 
impacted  by  progress  in  the  search  for  new 
and  better  diagnostic  tests.  These  could 
include  monoclonal  antibodies  targeted  to 
pancreatic  tumor  tissue,  and  possibly  pan- 
creatic site-specific  P450's,  as  well  as  bio- 
molecular/ genetic  techniques,  particularly  when 
focused  on  individuals  at  high  risk.  Thus, 
family  studies  are  important  in  this  disease 


because  if  an  automsomal  dominantly  in- 
herited form  of  pancreatic  cancer  is  de- 
lineated, one  could  identify  individuals  at  high 
risk  early  in  life.  Comparison  could  then  be 
made  with  individuals  in  branches  of  the 
family  where  the  disease  is  not  segregating. 
Thus,  there  would  be  a greater  potential  for 
discovery  of  methods  for  early  detection  with 
evaluation  of  sensitivity  and  specificity  in 
families  wherein  the  predictability  for  pan- 
creatic cancer  occurrence  is  high. 
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INTRODUCTION 

IN  1962  Barlow  reported  that 
one  in  every  60  infants  is  born 
with  instability  of  one  or  both 
hips.^  In  the  subsequent  25  years  the  re- 
ported incidence  of  Congenital  Hip  Disloca- 
tion or  Dysplasia  (CHD)  has  varied  and  has 
recently  been  reported  to  affect  15-20  new- 
borns per  1000.^  Congenital  hip  disease  is  in- 
deed a common  problem  faced  by  physi- 
cians caring  for  this  age  group.  When  this 
problem  goes  undiagnosed  significant  long 
term  disability  and  expense  can  result.  Fail- 
ure to  diagnose  CHD  has  also  become  a lead- 
ing cause  of  malpractice  litigation  among 
physicians  taking  care  of  children.^ 

Congenital  dislocation  of  the  hip  encom- 
passes varying  degrees  of  instability,  subluxa- 
tion and  dysplasia  of  the  hip  joint  and  should 
no  longer  be  regarded  in  terms  of  simple 
"dislocation".^  The  clinical  exam  is  recog- 
nized as  an  excellent  screening  exam  for  the 
presence  of  hip  subluxation  or  dislocation 
when  performed  by  an  experienced  exam- 
iner. However,  the  "clinically  silent"  ana- 
tomical abnormality  of  the  shallow  acetabu- 
lum may  lead  to  late  onset  dislocation."  Plain 
x-ray  has  been  used  extensively  to  assist  in 
the  evaluation  of  CHD,  but  in  the  first  3 
months  of  life  the  anatomic  structures  of 
most  interest  (i.e.  the  femoral  head  and  the 
acetabulum)  are  not  yet  ossified.  Radiographic 
interpretation  is  therefore  based  on  the  rela- 
tionship of  the  ossified  pelvis  and  the  ossified 
portion  of  the  femur  which  are  distant  from 
the  cartilaginous  articular  surfaces.  Indirect 
measurements  are  made  and  sometimes  dif- 
ficult to  interpret.  The  ideal  imaging  modal- 
ity would  be  one  which  would  allow  direct 
imaging  of  the  bony  structures  and  the  carti- 
laginous parts  of  the  hip  as  well  as  dynamic 
evaluation  of  the  femoral  head  and  its  posi- 
tion in  the  acetabular  fossa. 


GraP'^'^  first  utilized  ultrasound  for  this  pur- 
pose and  he  and  others  have  continued  to 
refine  this  technique  over  the  past  few  years. 
It  has  been  well  demonstrated  by  several 
investigators  that  real-time  ultrasound  ex- 
amination of  the  infant  hip  provides  excel- 
lent arthrographic  information,  without  ion- 
izing radiation,  without  sedation,  and  with- 
out need  for  an  invasive  proce- 
dure.This  method  has  allowed 
more  specific  anatomical  information  regard- 
ing the  degree  of  dysplasia  or  dislocation  in 
abnormal  hips.  It  has  proved  more  sensitive 
in  detecting  abnormal  hips  than  the  physical 
exam  or  plain  radiograph  in  the  first  3 months 
of  life.^°  Ultrasound  has  also  proven  useful  in 
clarifying  normalcy  in  hips  that  were  clini- 
cally "suspicious"  and  would  have  otherwise 
been  treated  unnecessarily.’® 

TECHNIQUE 

At  Childrens  Memorial  Hospital  we  use  a 
technique  that  is  a combination  of  a number 
of  techniques  that  have  been  reported  in  the 
literature.  The  primary  object  of  the  exami- 
nation is  to  document  the  relationship  of  the 
cartilaginous  femoral  head  and  the  acetabu- 
lar fossa,  to  make  clinically  useful  measure- 
ments, and  to  access  this  relationship  dy- 
namically (i.e.  during  active  flexion,  exten- 
sion, and  while  Ortalani's  and  Barlow's  ma- 
neuvers are  being  carried  out).  The  infant  is 
allowed  to  rest  comfortably  in  the  decubitus 
position  in  a foam  padded  cradle.  The 
transducer  (usually  the  7.5  Megahertz)  is 
applied  to  the  skin  over  the  greater  trochan- 
ter as  illustrated  in  Figure  1. 

Although  real  time  imaging  allows  for  visu- 
alization of  the  hip  in  multiple  planes,  the 
coronal  and  the  transverse  planes  are  specifi- 
cally utilized  to  objectively  evaluate  the  hip 
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PLANE  PLANE 

FIGURE  1. 

The  7.5  megahertz  transducer  is  applied  over  the 
greater  trochanter,  imaging  in  multiple  planes  is 
accomplished. 

joint.  The  coronal  and  transverse  planes  are 
illustrated  in  Figure  1 . 

INFORMATION  OBTAINED 

During  the  initial  part  of  the  ultrasound 
examination  the  transducer  is  swept  through 
all  planes  of  the  hip  to  gain  an  overall  impres- 
sion of  the  acetabular  fossa  and  the  capital 
femoral  epiphysis.  Images  are  recorded  in 
the  coronal  and  transverse  planes  so  that 
specific  objective  measurements  can  be  made. 
A normal  ultrasound  in  the  coronal  plane 
with  the  basic  anatomical  landmarks  being 
labeled  is  shown  in  Figure  2.  A normal  trans- 
verse hip  ultrasound  is  illustrated  in  Figure  3. 

Imaging  the  hip  in  the  coronal  and  trans- 
verse planes  from  the  lateral  approach  at  rest 
and  during  manipulation  of  the  hip  allows 
the  examiner  to  evaluate  the  hip  thoroughly 
and  to  record  pertinent  static  images.  The 
objective  information  obtained  and  recorded 
is  as  follows: 

1.  THE  ADEQUACY  OF  THE  BONY  COVER- 
AGE. 

A description  of  the  bony  coverage  of  the 
hip  is  made  referring  to  the  bony  rim  and/or 
bony  contour  of  the  acetabular  fossa  as 
normal,  rounded,  or  flat.  Two  specific  meas- 
urements are  made  and  recorded  which 
support  the  visual  impression  of  the  bony 
coverage.  First,  the  acetabular  depth  is 
measured  as  illustrated  in  Figure  4 utilizing  a 
method  of  measurement  introduced  by 


Morin,  et  al.’^  These  authors  report  that  an 
acetabular  depth  of  less  than  33%  is  defi- 
nitely abnormal  and  that  a depth  of  greater 


FIGURE  2. 

Coronal  plane  image  of  a normal  infant  hip. 


FIGURE  3. 

Transverse  plane  image  of  a normal  infant  hip. 
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depth  of  between  33%  and  58%,  so  other 
criteria  are  also  necessary.  The  second 
measurement  utilized  is  Graf's^’^'^  alpha  angle 
as  illustrated  in  Figure  5.  A baseline  is  drawn 
parallel  to  and  along  the  lateral  edge  of  the 
ilium  in  the  mid  coronal  plane.  A second  line 
is  drawn  from  the  inferior  margin  of  the  ilium 
at  the  triradiate  cartilage  tangential  to  the 
apex  of  the  bony  rim.  A larger  alpha  angle 
therefore  indicates  good  acetabular  depth 
and  bony  coverage  whereas  a smaller  alpha 
angle  would  indicate  a shallow  acetabular 
fossa  and  poor  bony  coverage. 


2.  CARTILAGINOUS  COVERAGE. 

The  hyaline  cartilage  and  fibrocartilage 
(labrum)  coverage  are  evaluated  during  static 
and  dynamic  imaging  and  described  as  good, 
adequate,  or  poor.  The  anatomic  configura- 
tion of  the  labrum  is  usually  well  seen  as 
illustrated  in  Figure  2.  An  objective  indicator 
of  the  cartilaginous  coverage  is  the  beta  angle 
measurement  as  described  below. 


3.  SHAPE,  POSITION  AND  MOBILITY  OF 
THE  FEMORAL  HEAD. 

The  cartilaginous  capital  femoral  epiphy- 
sis is  well  seen  using  ultrasound.  It's  resting 
and  dynamic  relationship  to  the  acetabular 
fossa  is  well  visualized.  The  ultrasound  re- 
port will  include  a description  of  the  hip  as 
normal,  subluxable,  or  frankly  dislocated  or 
dislocatable.  There  are  several  objective  meas- 
urements that  are  recorded.  First  Graf's  beta 
angle  as  illustrated  in  Figure  The  mag- 

nitude of  this  angle  correlates  directly  with 
the  position  of  the  femoral  head  as  it  relates 
to  the  acetabular  fossa  in  the  coronal  plane. 
A line  is  drawn  from  the  apex  of  the  bony  rim 
extending  laterally  through  the  tip  of  the  la- 
brum. This  line  and  the  baseline  create  an 
angle.  As  the  hip  is  more  superiorly  and 
laterally  located  the  beta  angle  increases.  It 
is  also  important  to  assess  this  angle  as  the  hip 
is  being  manipulated  as  it  will  change  as  the 
hip  is  subluxed  or  dislocated.  A second  meas- 
urement that  is  sometimes  helpful  is  the 
distance  that  the  femoral  head  can  be  later- 
ally subluxed  from  the  acetabular  floor.  A 
measurement  of  2 mm.  or  less  is  considered 
normal.  Imaging  during  manipulation  is  also 
carried  out  in  the  transverse  plane  to  better 
exclude  or  document  the  degree  of  subluxa- 
tion. 


than  58%  is  definitely  normal.  We  have  found 
this  measurement  helpful,  but  as  Morin  points 
out  most  neonatal  hips  have  an  acetabular 


FIGURE  4. 

The  method  for  measuring  acetabular  depth  using 
the  coronal  imaging  plane. 


FIGURE  5. 

The  methods  for  measuring  alpha  and  beta  angles 
using  the  coronal  imaging  plane. 
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4.  THE  ACETABULAR  FOSSA  IS  GIVEN  A 
GRADE. 

Graf  first  proposed  a classification  system 
for  grading  acetabular  fossa  as  to  the  severity 
of  abnormality  using  the  alpha  and  beta 
angles  to  objectively  categorize  each  hip.^'^'^ 
Specification  of  grade  using  the  alpha  and 
beta  angles  simply  reflects  what  has  been  de- 
termined by  the  overall  assessment  of  the 
hip.  Graf's  grading  system  is  described  be- 
low: 

Grade  I 

The  alpha  angle  is  greater  than  or  equal  to 
60  degrees  and  the  beta  angle  is  less  than  or 
equal  to  55  degrees. 

Grade  II 

The  alpha  angle  is  between  43  and  60  de- 
grees and  the  beta  angle  is  between  55  and 
77  degrees. 

Grade  III 

The  alpha  angle  is  less  than  or  equal  to  43 
degrees  and  the  beta  angle  is  greater  than  or 
equal  to  77  degrees. 

Grade  IV 

Essentially  a flat  acetabular  fossa  with  a 
dislocatable  hip. 

Graf  and  others  have  further  subdivided 
this  system  to  have  a,  b,  and  c categories 
under  each  of  the  first  three  grades.^  A Grade 
I acetabular  fossa  is  normal.  A Grade  II  ace- 
tabular fossa  may  be  normal  in  the  infant  less 
than  three  months  of  age.  The  Grade  III  and 
Grade  IV  acetabular  fossa  are  always  abnor- 
mal. It  should  be  emphasized  that  this  grad- 
ing system  is  just  one  of  the  factors  utilized  in 
the  overall  assessment  of  the  infant  hip  with 


ultrasound.  At  Childrens  Memorial  Hospital 
we  have  found  it  more  helpful  to  our  clinical 
colleagues  to  document  anatomic  appear- 
ance of  the  acetabular  fossa,  and  secondly  to 
document  the  degree  of  stability  during 
manipulation. 

CLINICAL  APPROACH: 

Although  it  has  been  recommended  in 
some  European  countries  that  all  neonatal 
hips  be  screened  by  ultrasound,  we  do  not 
believe  that  universal  screening  is  as  yet  a 
cost  effective  endeavor.  Therefore,  who 
should  have  a hip  ultrasound  exam,  and 
when  should  it  be  ordered?  The  answer  to 
these  questions  will  vary  depending  on  the 
experience  of  the  clinician  and  radiologist 
involved.  We,  therefore,  offer  guidelines  that 
have  been  helpful  for  clinicians  utilizing  this 
technique  at  Childrens  Memorial  Hospital. 
Table  1 lists  3 main  clinical  categories  of  in- 
fants whom  either  have  clinically  documented 
congenital  hip  disease  or  are  at  risk  for 
congenital  hip  disease.  The  algorhithm  in 
table  2 outlines  the  approach  and  follow-up. 
Infants  who  are  "suspicious"  for  having 
congenital  hip  disease  would  include  specifi- 
cally categories  1 and  2 from  table  1.  If  an  ab- 
normality is  present  either  clinically  or  by 
ultrasound  examination  and  treatment  is 
initiated  then  follow-up  examinations  are 
carried  out  as  outlined  in  table  2. 

CLINICAL  USEFULNESS: 

Ultrasound  can  allow  accurate  visualiza- 
tion of  the  nonossified  structures  of  the  infant 
hip  joint  and  their  static  and  dynamic  inter- 
relationships. In  considering  this  technique 
one  must  ask  several  pertinent  questions:  1 . 
Is  this  technique  helping  to  diagnosis  con- 


TABLE  I 

CUNICAL  INDICATIONS  FOR  ORDERING  HIP  ULTRASOUND  IN 
THE  NEONATAL  PERIOD. 


I.  Significant  Risk  Factors  Otfier 

Than  Abnormal  Hip  Exam 

1.  family  history  of  CHD 

2.  breech  delivery 

3.  other  congenital  skeletal 
detonnities  including  ciub 
foot,  torbcollis,  and  con- 
genital spine  deformities. 

4.  severe  fetal  growth 
retardation 

5.  congenital  neuro-muscular 
disorders  including 
myelomeningocele  and 
arthrogryposis 


II.  Physical  Exam  Abnormalities 
Without  Clinically  Unstable 
Hips 

1.  hip  clicks 

2.  asymmetric  gluteal  folds 

3.  unilateral  loss  of  hip 
flexion  contracture  under 
3 months 

4.  limited  abduction 


III.  Physical  Exam  Is  Definitely 
Abnormal  With  Subluxable 
or  Dislocated  Hip 
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TABLE  II 


ALGORITHM  FOR  EVALUATION  AND  FOLLOW-UP  OF  INFANT 
SUSPECTED  OF  HAVING  CONGENITAL  HIP  DISEASE. 


genital  hip  disease?  2.  Is  it  preventing  long 
term  disability?  3.  Are  long  term  costs  being 
diminished?  4.  Is  unnecessary  treatment  being 
prevented?  5.  Is  this  technique  simply  a 
gimmick  providing  pretty  pictures  but  no  real 
additional  clinical  useful  information  over 
what  is  already  available  by  clinical  exam 
and  x-ray?  Several  investigators  have  objec- 
tively asked  these  questions. 

Dahlstrom,  et  al  prospectively  evaluated 
216  hips  as  to  the  accuracy  of  the  clinical 
exam  versus  ultrasound  and  discovered  major 
discrepancies  between  the  clinical  diagnosis 
and  the  actual  degree  of  instability  found  at 
the  ultrasound  examination.  In  general,  the 
clinical  exam  resulted  in  a far  larger  number 
of  children  suspected  of  having  instability 
then  was  proven  by  ultrasound.  They  also 
found  that  in  the  clinical  group  labeled  stable, 
ultrasound  indicated  11%  of  the  hips  could 
be  dislocated. Boal,  et  al  studied  212  con- 
secutive hips  by  ultrasound  and  correlated 
her  findings  with  radiography  and  orthope- 
dic examination  or  both  and  found  no  false- 
positive or  false-negative  ultrasound  exami- 
nations. Of  the  27  sonographic  studies  done 
for  clinically  suspected  CHD,  ultrasound 
findings  were  normal  in  17.^^  Langer,  pro- 
spectively examined  1,460  newborns  ultra- 
sonographically  and  discovered  only  2 with 
abnormal  ultrasound  findings  without  any 
other  clinical  sign.^^  Berman,  et  al  prospec- 
tively evaluated  ultrasonographically  all 
newborns  for  a 4 month  period  (1,001  neo- 
nates) and  compared  his  findings  with  the 


clinical  exam.  As  a result  of  the  ultrasound 
image  14  of  17  infants  with  hip  instability 
clinically  were  not  splinted  and  developed 
normally.  Two  babies  in  this  series  without 
detectable  clinical  signs  were  shown  to  have 
severe  hip  abnormalities  by  ultrasound. 
Harcke  reports  a 1 .8%  false-negative  rate 
and  2.4%  false-positive  rate  in  over  2,000 
examinations  of  neonatal  hips.^^ 

In  our  experience  at  Childrens  Hospital 
Part  2 of  this  paper,  we  have  found  ultra- 
sound to  be  significantly  contributory  to  the 
decision  making  process  regarding  treatment 
of  suspected  congenital  hip  disease.  We  have 
documented  normalcy  in  the  majority  of  hips 
screened  for  various  clinical  abnormalities 
such  as  the  clicking  hip  or  asymmetric  ap- 
pearing hip.  The  hip  illustrated  in  Figure  2 is 
a normal  hip  ultrasound  in  a 6 week  old 
infant  who  was  noted  to  have  a "hip  click" 
and  an  asymmetric  gluteal  fold  on  routine 
physical  examination.  This  infant  was  not 
treated  and  subsequent  physical  examina- 
tions were  normal.  The  hip  illustrated  in 
Figure  6 is  also  of  an  infant  who  presented 
because  of  a hip  click.  The  Graf  classification 
of  this  hip  would  be  Grade  II  with  a slightly 
rounded  acetabular  contour.  Dynamic  imag- 
ing revealed  the  hip  to  be  stable  and  treat- 
ment was  not  instituted.  Follow-up  clinical 
examination  and  follow-up  ultrasound  ex- 
amination documented  normalcy.  The  abil- 
ity of  ultrasound  to  image  the  cartilaginous 
structures  and  the  dynamic  relationships  has 
provided  the  ability  to  document  the  degree 
of  abnormality  and  to  follow  progression  to 
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normalcy  under  treatment.  Figure  7 is  a hip 
ultrasound  of  an  infant  who  was  in  prolonged 
breech  position  in  utero.  The  bony  contour 
is  rounded,  and  the  acetabular  fossa  is  shal- 
low. This  is  a Grade  III  hip  anatomically  using 
Graf's  criteria.  Figure  8 is  a plain  film  of  this 
patient  illustrating  the  greater  difficulty  of 
documenting  the  true  hip  relationships  by 
plain  film  examination.  This  patient  was 
treated  with  a Pavlik  harness  and  ultrasound 
examination  documented  return  to  normalcy 
at  6 months.  Figure  9 is  the  coronal  image 
and  Figure  10  is  the  transverse  ultrasound 
image  of  an  infant  who  was  noted  to  have  a 
hip  click  in  the  newborn  period.  The  ace- 
tabular fossa  is  markedly  shallow.  Dynamic 
imaging  revealed  dislocation  of  the  hip  as 
illustrated  in  the  transverse  image  Figure  10. 


CONCLUSION: 

The  ultrasound  technique  for  evaluation 
of  the  infant  hip  at  Childrens  Memorial 
Flospital  has  been  presented  along  with  clini- 
cal guidelines  for  the  utilization  of  this 
modality.  The  experience  of  others  as  re- 
ported and  our  experience  in  an  ongoing 
prospective  study  (Part  II)  would  concur  with 
the  larger  volume  European  studies  which 
have  documented  the  value  of  the  neonatal 
hip  ultrasound  exam  in  dynamically  demon- 
strating the  anatomy  and  interrelatiotiships 
of  the  femoral  head  and  acetabulum.  The 
procedure  is  pain-free  and  does  not  require 
ionizing  radiation.  The  patients  are  not  se- 
dated and  the  exam  is  well  accepted  by 
parents.  We  believe  hip  ultrasound  is  the 
imaging  modality  of  choice  in  evaluating  the 
infant  hip  suspected  of  congenital  hip  dis- 
ease. 
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FIGURE  6. 

Coronal  plane  image  illustrating  a mildly  rounded 
bony  contour. 


FIGURE  7. 

Coronal  plane  image  illustrating  a significantly 
rounded  bony  contour  and  shallow  acetabular  fossa. 
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FIGURE  8. 

AP  radiograph  of  the  same  patient  whose  hip  ultrasound  is  illustrated  in  Figure  7. 


FIGURE  9. 

Coronal  plane  image  illustrating  a flat  very  shallow 
acetabular  fossa  with  superiorly  positioned  femoral 
head. 


FIGURE  10. 

Transverse  image  illustrating  shallow  acetabular  fossa 
and  documenting  posterior  subluxation. 
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PART  II  - PROSPECTIVE  STUDY 

UNTIL  recently  congenital  hip 
disease  (CHD)  suspected  on 
the  basis  of  physical  exam 
was  evaluated  by  PA  and  frog  leg  roent- 
genograms, however,  many  cases  of  subtle 
dysplasia  may  have  gone  undetected  and 
truly  normal  hips  may  have  been  treated  un- 
necessarily. Ultrasound  is  a quick,  reliable, 
noninvasive,  and  relatively  inexpensive 
method  of  evaluating  the  hip  of  the  infant 
suspected  of  having  congenital  hip  disease. 
The  Department  of  Radiology  at  Childrens 
Memorial  Hospital  conducted  a 9 month 
prospective  study  of  the  use  of  ultrasound  in 
the  diagnosis  and  management  of  congenital 
hip  disease.  The  results  of  this  study  follow. 

METHODS: 

From  October,  1987  to  July,  1988  41  pairs 
of  infant  hips  were  examined  in  69  separate 
ultrasound  scans.  The  technique  for  exami- 
nation was  as  described  in  Part  I of  this  paper. 
Indications  for  examination  are  listed  in  Table 
3.  Not  all  children  with  suspected  congenital 
hip  disease  encountered  during  this  time  at 
Childrens  Memorial  Hospital  were  evaluated 
by  ultrasound  technique  as  this  technique  is 


not  yet  universally  accepted  as  the  definitive 
test  for  congenital  hip  disease. 

RESULTS: 

The  results  are  as  illustrated  in  Table  3.  Of 
the  82  hips  examined,  14  or  17%  were  clas- 
sified as  Grade  I;  these  received  no  treatment 
unless  paired  with  a more  severe  Grade  on 
the  opposite  side  and  uniformly  were  found 
to  be  normal  on  follow-up  exam.  52  or  63% 
were  classified  as  Grade  II  and  all  of  these 
were  found  to  be  normal  on  follow-up.  14  or 
17%  were  classified  as  Grade  III;  on  follow- 
up, 11  or  78%  were  normal,  2 required  night- 
time harnessing  only  at  2 and  5 months  after 
diagnosis,  and  one  remained  in  a cast  at  3 
months.  Two  hips  or  3%  were  classified  as 
Grade  IV;  one  required  harnessing  20  of  24 
hours  daily  at  3 months,  and  one  remained 
in  a cast  at  3 months. 

DISCUSSION: 

Early  in  our  experience  and  throughout 
this  prospective  study  specific  alpha,  beta, 
and  delta  angles  were  measured.  Precise 
acetabular  depth  measurements  were  re- 
corded. This  process  was  certainly  valuable 


TABLE  III 


6 MONTH  PROSPECTIVE  STUOY  OF  82  INFANT  HIPS 


ULTRASOUND  RESULTS  ON  INITIAL  EXAM 


NO. 

IREATMENT 

TREATED 

WITH 

HARNESS 

CASTING 

SURGERT 

CLINICAL  X RAT  AND  OR 
ULTRASOUND  STATUS 
FOtiOW-UP  TO  DATE 

EUOEI 
(21  lol9l| 

18 

NORMAL 

O^POSJ't  MIR 

0 S AlWORNUL 

NORMAL 

6RA0E  II 
|47  lolal) 

24 

NORMAL 

18 

16  NORMAL  - 2 $011  ifl  hamea 

c oppoun  KIP 

3 QUWOAMAl 

NORMAL  - Treating  oppotile  hip 

GRADE  III 
|12  lolal) 

3 

NORMAL 

10 

6 NORMAL  - 4 sun  In  hsmes 

GRADE  IV 

|2  labl) 

1 

NORMAL  - SiflUn  Kanen 

1 

1 

sna  IN  CAST 

CUNICAL  INDICATIONS  FOR  THE  HIP  ULTRASOUND 


INDICATION 

GRADEI 

GRADED 

GRADE  III 

GRADE  IV 

TOTALS 

HIP  CLICK 

9 

19 

2 

30 

BREECH  OELIVEHY 

6 

4 

10 

OTHER  NEUROMUSCULAR  OISOROERS 

5 

6 

3 

14 

FAMILY  HISTORY  OF  CHO 

2 

4 

6 

HIP  THOUGHT  TO  BE  DISLOCATEABLE 

8 

2 

2 

12 

ASYMMETRIC  SKIN  FOLDS 

5 

3 

8 

POOR  ABOUenON 

1 

1 

2 

’Address  correspondence  and  reprint  requests  to:  John 
A.  Haggstrom,  M.D.,  Childrens  Memorial  Hospital,  8301 
Dodge  Street,  Omaha,  NE  681 14. 
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as  we  gained  a better  understanding  of  how 
this  technique  could  be  most  helpful,  but 
after  more  than  100  ultrasound  examinations 
since  this  study  was  completed,  we  have 
learned  that; 

1.  Even  using  the  most  meticulous  tech- 
nique, drawing  these  lines  for  angle  measure- 
ment on  a single  static  image  is  somewhat 
subjective. 

2.  An  overall  3 dimensional  assessment  of 
the  acetabular  depth  and  bony  coverage  is 
best  ascertained  during  real  time  imaging. 

3.  Dynamic  real  time  imaging  is  the  only 
way  to  evaluate  stability  of  the  hip. 

Therefore,  rather  than  documenting  alpha 
angles,  beta  angles,  delta  angles,  and  specific 
percentage  of  coverage  which  is  often  con- 
fusing information  to  the  clinician,  we  now 
try  to  meticulously  access  two  specific  vari- 
ables. First,  the  anatomy  of  the  acetabular 
fossa  is  classified  as  either  normal,  shallow, 
or  flat.  Secondly,  the  hip  stability  is  charac- 
terized as  normally  stable,  subluxable 
(movement  of  greater  than  4 mm.'s  without 
dislocation),  or  dislocated  or  dislocateable. 
We  have  found  this  relatively  simple  but 
specific  approach  to  be  quite  accurate  and 
significantly  helpful  in  communicating  our 
findings  to  the  clinicians. 

As  illustrated  in  Table  3 most  children  in 
this  study  who  are  examined  by  ultrasound 
because  of  suspected  CHD  were  found  to 
have  Grade  I or  Grade  II  hips  which  were 
stable,  and  therefore,  were  not  treated.  Cli- 
nicians involved  in  this  study  have  become 
more  comfortable  with  not  treating  these 


infants  who  exhibit  normal  ultrasound  ex- 
ams. We  have  found  that  this  results  in  fewer 
"at  risk"  infants  being  treated,  and  therefore, 
fewer  families  are  having  to  deal  with  the 
nuisance  and  anxiety  of  the  Pavlik  harness. 

All  of  the  children  in  this  study  did  not 
have  pelvis  x-rays,  but  our  continued  expe- 
rience reinforces  the  reports  in  the  literature 
which  conclude  that  acetabular  anatomy  and 
certainly  hip  stability  cannot  be  accurately 
assessed  on  the  plain  film  in  the  newborn 
infant.  Several  cases  in  this  study  and  since 
document  this  point.  The  two  most  common 
discrepant  occurrences  are: 

1.  The  plain  film  reveals  "somewhat  shal- 
low" acetabular  fossa,  and  the  ultrasound  is 
normal. 

2.  The  plain  film  is  normal,  and  the  hips 
are  unstable.  We  have  been  able  to  longitu- 
dinally document  what  our  astute  clinicians 
have  known  for  years.  That  is,  in  the  imme- 
diate newborn  period  hips  may  exhibit 
abnormal  instability,  however,  within  1-2 
weeks  these  hips  are  often  stable  especially 
if  they  are  anatomically  normal. 

CONCLUSION: 

Our  study  is  in  concurrence  with  others, 
that  ultrasound  is  a useful  and  accurate 
method  of  evaluating  infants  who  are  sus- 
pected or  at  high  risk  to  have  congenital  hip 
disease.  It  has  also  proven  useful  in  deter- 
mining the  management  and  follow-up  of 
these  infants  without  the  necessity  of  ionizing 
radiation. 
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Of  A Probe 
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JAMES  Abraham  Garfield  was 
the  twentieth  president  of  the 
USA  and  the  second  assassi- 
nated in  office.  He  was  fatally  shot  on  July 
2,  1881,  and  died  two  and  a half  agonizing 
months  later. 

The  bullet  penetrated  Garfield's  back  and 
was  lodged  in  his  abdomen.  Its  exact  loca- 
tion and  course  were  unknown  to  his  physi- 
cians, as  x-rays  were  not  available  then. 

Exploratory  surgery  was  not  attempted  for 
fear  of  aggravating  the  President's  condi- 
tion. 

Alexander  Graham  Bell,  the  great  inven- 
tor, was  summonded  to  the  President's  side 
and  asked  to  develop  an  apparatus  to  locate 
the  bullet.  Bell  used  an  electrical  induction 
coil  which  emitted  an  electromagnetic  field 
which,  when  interrupted  by  a metallic  ob- 
ject, caused  a specific  click  over  a telephone 
receiver.  However,  he  was  unsuccessful  at 
two  attempts  to  locate  the  bullet.  After 
Garfield's  death,  it  was  discovered  that  the 
metal  coils  in  his  mattress  caused  the  appa- 
ratus to  fail.  This  was  in  spite  of  Bell's  request 
that  no  metal  be  present  on  or  around  the 
President  during  the  examinations. 

Bell  successfully  demonstrated  the  effi- 
ciency of  his  instrument  on  several  patients 
at  Bellevue  Hospital  at  a later  demonstra- 
tion. Among  Bell's  audience  was  Dr.  John 
Girdner,  a New  York  surgeon,  who  was 
interested  in  the  apparatus  and  its  potential. 


He  wrote  to  Bell  asking  for  information  about 
his  invention.  Instead  of  a reply,  Bell  sent 
him  the  apparatus  and  directions  for  use. 
Girdner  used  the  apparatus  with  consider- 
able success  and  developed  a favorable 
reputation  during  the  following  years.  The 
apparatus  and  its  "inventor"  Girdner  re- 
ceived sensational  publicity  in  the  news 
media.  "Girdner's  Probe"  was  praised  as  a 
major  breakthrough;  it  was  a dependable 
and  safe  instrument  with  which  to  locate 
foreign  bodies. 

Yet,  not  once  did  Girdner  give  Bell  credit 
for  inventing  and  developing  the  apparatus. 
He  patented  and  merchandised  the  instru- 
ment as  "Girdner's  telephonic  probe",  and 
published  several  articles  about  its  use  and 
potential.  Ever  since  then,  the  apparatus  has 
been  referred  to  as  Girdner's  Probe.  How- 
ever, the  invention  was  once  more  pirated 
from  across  the  Atlantic  and  appeared  in 
Europe  as  "Corti's  Probe"  or  "Finlay's  Probe". 

What  of  Alexander  Graham  Bell,  the  gen- 
erous usurped  inventor?  He  kept  his  silence 
for  thirty-five  years  and  then  wrote  in  a reply 
letter  to  a friend:  "People  have  forgotten 
that  I had  anything  to  do  with  the  matter. 
However,  I don't  care  who  gets  the  credit, 
so  long  as  the  public  gets  the  benefit  of  it, 
and  my  publications  of  1881  speak  for 
themselves  without  a word  from  me". 

In  1895,  the  whole  controversy  was  ren- 
dered irrelevant  by  the  discovery  of  x-rays 
by  Wilhelm  Roentgen. 
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According  to  figures  released  by  Louis  W. 
Sullivan,  M.D.,  Secretary  of  Health  and  Human 
Services,  the  cost  of  health  care  in  1988  for 
the  United  States  was  a record  11.1%  of  the 
gross  national  product,  exceeding  defense 
expenditures  which  were  6.1%  of  the  gross 
national  product.  This  figure  represents  $2124 
per  person  in  the  United  States.  No  wonder 
that  everyone  is  talking  about  the  crisis  in 
health  care  costs. 

The  public  today  perceives  health  care  as  a 
“right"  rather  than,  as  previously  perceived  a 
generation  ago,  a “privilege".  Presently,  the 
costs  of  health  care  are  covered  by  federal, 
state  and  local  governments  (40%);  private 
health  insurance  (33%);  and  the  rest  (27%), 
either  through  out-of-pocket  expenses  by 
patients,  donated  services  of  physicians  and 
hospitals  to  patients,  or  by  “cost  shifting"  by 
suppliers  or  hospitals. 

Elected  officials  are  being  besieged  by 
retired  persons,  business,  labor,  and  individual 
tax  payors  to  “fix  the  system"  because  costs 
are  perceived  to  be  out  of  control  and  efforts 
to  contain  costs  seem  to  be  failing.  We  as 
physicians  must  become  proactive  to  this 
situation  rather  than  reactive  or  we  may  well 
be  facing  hastily  imposed  “solutions"  that  are 
politically  “safe"  but  extremely  detrimental  to 
a health  care  system  that  is  proclaimed  to  be 
the  best  in  the  world. 

The  public  continuously  sees  rises  in  health 
care  costs  without  any  measurable  increase  in 
access  or  benefits.  They  have  changed  their 
attitude  toward  medicine,  feeling  that  if 
reimbursement  can  be  controlled,  then  per- 
haps there  will  be  an  improvement  in  both 
access  and  benefits.  A survey  done  recently 
by  Medical  Economics  found  patient  aware- 
ness of  the  health-cost  crisis  has  grown 
considerably  since  1976  and  they  want  some- 
thing done  about  it.  But  they  have  apparently 
“more  want  than  wallet".  Tax  increases  are  not 
the  answer,  according  to  the  survey,  but 


Paul  E.  Collicott,  M.D. 

control  of  reimbursement  is,  in  1976,  only 
23%  of  pateints  surveyed  felt  that  the  govern- 
ment should  regulate  physicians'  fees;  but 
now  49%  feel  that  such  regulation  should  be 
imposed!! 

Business  is  also  hopping  onto  the  bandwagon 
according  to  A.  Foster  Higgins  & Company, 
Inc.  The  cost  of  providing  health  insurance 
coverage  has  risen  from  $1724  per  employee 
in  1986  to  $2748  in  1 989.  In  this  era  of  global 
economies,  American  businesses  feel  rising 
health  care  costs  severely  limits  them  in  their 
ability  to  be  competitive  in  the  worldwide 
market  place.  How  many  of  us  purchase 
foreign  goods  now  rather  than  domestic 
because  of  the  prices?  Therefore,  business 
wants  to  be  unburdened  of  the  responsibility 
and  turn  it  over  to  the  government. 

Unions  also  want  something  done  because 
of  diminishing  benefit  packages  regarding 
their  health  coverage  by  employers.  They  are 
now  having  to  purchase  insurance  in  the 
market  place  at  a perceived  high  cost  or  opt  to 
be  underinsured  or  uninsured.  This  is  an 
especially  difficult  area  where  small  businesses 
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with  few  employees  are  concerned,  such  as 
we  have  in  Nebraska. 

Accordingly,  your  Nebraska  Medical  Asso- 
ciation, in  conjunction  with  the  American 
Medical  Association,  is  striving  to  be  proactive 
for  our  patients  to  ensure  adequate  access,  at 
a reasonable  cost,  to  our  splendid  health  care 
system.  In  March  of  this  year,  the  AMA's 
proposal,  “Health  Access  America”  was 
brought  forward  as  an  instrument  to  improve 
access  to  affordable,  quality  health  care.  The 
AMA's  proposal  may  be  best  summarized  by 
the  following  16  points: 

1 . Increase  access  by  enacting  major  Med- 
icaid reform; 

2.  Increase  access  by  requiring  employer 
provision  of  health  insurance; 

3.  Increase  access  by  creating  state-level 
risk  pools  in  all  states; 

4.  Maintain  access  and  reduce  costs  for 
the  elderly  by  enacting  Medicare  reform. 

5.  Increase  access  and  reduce  costs  for 
the  elderly  by  enacting  necessary  leg- 
islation to  finance  expanded  long-term 
care  coverage; 

6.  Reduce  health  care  costs  through  pro- 
fessional liability  reform; 

7.  Maintain  quality  and  reduce  costs  through 
the  development  of  professional  prac- 
tice parameters; 

8.  Reduce  health  care  costs  through  alter- 
ing the  tax  treatment  of  employee 
health  care  benefits; 

9.  Reduce  costs  by  encouraging  cost- 
conscious  decisions  by  patients; 

10.  Reduce  costs  by  seeking  innovation  in 
insurance  underwriting; 

11.  Maintain  quality  through  expanded 
federal  support  for  medical  education, 
research,  and  the  National  Institute  of 
Health; 


1 2.  Maintain  quality  and  reduce  costs  through 
increased  health  promotion  and  disease 
prevention; 

13.  Reduce  costs  and  increase  access  by 
amending  ERISA  in  the  federal  tax  code 
to  equalize  treatment  of  self-insured 
and  insurance  plans; 

14.  Reduce  costs  and  increase  access  by 
repealing  or  over-riding  state-mandated 
benefit  laws; 

1 5.  Reduce  costs  by  reducing  administrative 
costs  and  paperwork; 

16.  Maintain  quality  and  access  through 
encouraging  physicians  to  practice  in 
accordance  with  the  highest  ethical 
standards  and  to  provide  voluntary 
care. 

The  House  of  Delegates  and  Board  of 
Directors  of  the  Nebraska  Medical  Association 
are  committed  to  being  part  of  the  solution  to 
this  important  problem,  but  have  stressed  to 
the  AMA  through  our  delegation,  that  the 
AMA  needs  to  be  sensitive  to  the  needs  of 
small  business,  the  self-employed,  and  rural 
citizens  as  more  specific  proposals  are  de- 
veloped in  the  aforementioned,  “Health  Access 
American"  plan.  To  that  end,  a committee  will 
be  formed  to  study  this  issue  in  depth.  Under 
the  auspices  of  this  Committee,  the  NMA 
proposes  to  initiate  the  establishment  of  a 
Coalition  representing  government  legislators, 
social  service  agencies,  insurance  carriers,  big 
business,  small  business,  labor,  consumers, 
and  retired  persons  to  identify  the  specific 
problems  in  Nebraska,  as  they  relate  to  these 
issues.  Hopefully,  through  better  communica- 
tion, issues  can  be  identified  and  appropriate 
solutions  proposed. 

In  the  meantime,  the  physicians  of  Nebraska 
will  continue  their  tradition  of  being  “caring 
physicians"  and  provide  access  to  quality  care 
in  a charitable  fashion  whenever  necessary. 
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THE  AUXILIARY 


Report  of  Annual  Meeting  — 1990 


JEANETTE  SCHLICHTEMEIER 

NMAA  President 


The  65th  Annual  Meeting  of  the  Nebraska 
Medical  Association  Auxiliary  was  held  April 
27-29,  T990  at  the  Marriott  Hotel  in  Omaha, 
Nebraska.  Arrangements  and  activities  were 
planned  and  carried  out  by  the  Convention 
Committee  with  Nancy  Gallagher  serving  as 
chairman. 

Friday  morning  April  27th,  a joint  program 
on  low  level  radioactive  waste  was  attended 
by  the  association  and  auxiliary.  An  auxiliary 
luncheon  with  24  members  registered,  followed 
the  morning  program. 

NMA  Auxiliary  President,  Sally  Becker,  pre- 
sided at  the  afternoon  Annual  Business  Meet- 
ing; 30  members  were  in  attendance.  The 
Memorial  Service  was  conducted  by  Sondra 
Feidler,  Chaplain.  AMA  Auxiliary  representative 
Ann  Rempel,  North  Central  Regional  Vice- 
President,  brought  greetings  from  National. 
Special  guests  were  Iowa's  Immediate  Past 
President  Patricia  Dolezal  and  President-Elect 
Martha  Hoizworth.  We  were  addressed  by 
Robert  Waldman,  M.D.,  Dean  of  the  Univer- 
sity of  Nebraska  Medical  Center  on  the 
benefit  of  AMA-ERF  funds  received.  Annual 
Reports  on  the  auxiliary  activities  were  given 
by  the  County  Presidents,  State  Officers,  and 
Committee  Chairmen.  Bylaw  changes  on 
officers  and  Membership  Committee  were 
enacted  and  1990-91  officers  elected.  State 
and  County  posters  were  displayed  in  the 
registration  area. 

A Joint  Social  Activity  with  the  Association 
was  held  Friday  Evening  at  the  Firehouse 
Dinner  Theatre  with  5 5 Association/Auxiliary 
members  registered  to  attend. 

The  Gavel  Club  Meeting,  with  Bev  Karrer 
presiding,  was  held  Saturday  April  28th,  prior 
to  the  Awards  Brunch. 

Saturday  Morning  the  Awards  Brunch  was 
held  at  the  Regency  West  Ballroom  with  57 
members  attending.  Special  celebration  was 


held  for  our  65th  year  as  an  organized  State 
Auxiliary.  Barb  Bohi  narrated  on  the  Auxiliary's 
activities  and  changes  since  1 925,  information 
was  compiled  by  the  Archives  Committee. 
During  the  naration,  fashions  from  the  eras 
were  modeled  by  MOMSA,  Resident  Spouse, 
and  State  Members.  Barbara  Thompson  was  in 
charge  of  models  and  Jane  Olson,  pianist 
provided  background  music  from  the  eras 
covered.  A birthday  cake  was  then  shared  by 
all  members  present. 

Ann  Rempel,  AMA  Representative  gave  the 
Spring  Address  and  conducted  Installation  of 
1990-91  Officers,  assisted  by  Colleen  Adam, 
AMAA  Membership  Committee  Chairman. 
1990-91  Officers  installed  were;  President: 
Jeanette  Schlichtemeier,  Omaha;  President- 
Elect:  Donna  Stone,  Lincoln;  Vice  President; 
Mona  Damico,  Hastings;  Treasurer;  Barb 
Gammel,  Lincoln;  Recording  Secretary:  Jeanne 
Rusthoven,  Grand  Island;  Corresponding 
Secretary;  Rita  Seiler,  Omaha;  Directors  Two 
Years:  Helen  Krause,  Fremont;  Maryanne 
Harry,  Lexington;  Carolyn  Yeakley,  Lincoln; 
Directors  One  Year:  Rogene  Bainbridge,  Grand 
Island;  Jane  Tonniges,  Hastings;  Phyllis  Chapin, 
Omaha. 

Awards  were  presented  in  the  categories  of 
AMA-ERF,  Maria  O'Donohue,  Chairman,  NMF 
Pat  Lundak,  Chairman,  and  Membership, 
Donna  Stone,  Chairman.  AMA-ERF  awards 
went  to  Lancaster  County  for  largest  total 
amount  donated,  MOMSA  2nd,  Hall  County 
for  largest  per  capita  donation,  Burt- Washington 
2nd,  and  Hall  County  for  largest  percentage 
increase  over  last  year  with  5 counties  having 
an  increase. 

NMF  awards  went  to  Lancaster  County  for 
greatest  total  contribution  and  Adams  County 
for  greatest  total  contribution  and  Adams 
County  for  greatest  amount  per  capita;  with 
total  funds  for  NMF  this  year  increasing  over 
S900.00. 
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Membership  awards  went  to  Northeast 
Nebraska  for  greatest  percentage  increase  in 
membership  and  most  new  members. 

The  Presidential  Award  was  presented  to 
Scottsbiuff  County,  and  recipient  of  the  Merit 
Award  was  Desta  Osborne,  Lincoln,  and 
Auxilian  of  the  Year  was  Linda  French  of 
Hastings. 

The  Post  Convention  Board  Meeting  was 
held  following  the  brunch  with  Jeanette 
Schlichtemeier  presideing,  AMAA  Representa- 
tive Ann  Rempel  was  guest,  and  Paul  E. 
Collicott,  M.D.  1990-91  Association  President 
addressed  the  Board. 

The  NMA  Inaugural  Banquet  was  held 
Saturday  evening  with  Dr.  Paul  E.  Collicott 


being  installed  as  NMA  President  and  Jeanette 
Schlichtemeier  being  recognized  as  the  new 
NMA  Auxiliary  President.  Auxiliary  awards 
winners  were  also  recognized. 

On  Sunday  morning,  April  29th,  Maria 
O'Donohue,  AMA-ERF  Auxiliary  Chairman 
presented  AMA-ERF  checks  to  the  University 
of  Nebraska  College  of  Medicine  and  Creighton 
University  Medical  School.  Following  this 
presentation,  Sally  Becker  gave  the  NMAA 
Presidential  Report  on  the  Auxiliary  to  the 
NMA  House  of  Delegates. 


Respectfully  submitted, 

Sally  Becker 

NMAA  Immediate  Past  President 
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COMING  MEETINGS 


EMERGENCY  MEDICAL  SERVICES 
COURSE  SCHEDULE 

JUNE  21-24, 1990  — Treatment  of  the  Allergic 
Patient,  Madden's  Resorts,  Brainerd,  Min- 
nesota. 

JULY  11-12,  1990  — Pediatric  Advanced  Life 
Support  (PALS). 

JULY  17,  1990  — Advanced  Cardiac  Life 
Support  Provider  (ACLS). 

JULY  25,  1990  — Basic  EKG. 

AUGUST  20-21,  1990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

SEPTEMBER  17,  1990  — Advanced  Cardiac 
Life  Support  Recert  (ACLS). 

SEPTEMBER  18-19,  1990  — Pediatric  Advanced 
Life  Support  (PALS). 

SEPTEMBER  20-21 , 1990  — Advanced  Trauma 
Life  Support  (ATLS). 

OCTOBER  8-9,  1 990  — Advanced  Trauma  Life 
Support  (ATLS). 

OCTOBER  1 0-1 1 , 1 990  — Pediatric  Advanced 
Life  Support  (PALS). 

OCTOBER  12,1 990  — Advanced  Cardiac  Life 
Support  Instructor  (ACLS). 

OCTOBER  16-17,  1990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

OCTOBER  23,  1990  — Basic  EKG. 

NOVEMBER  5-6,  1990  — Advanced  Trauma 
Life  Support  (ATLS). 

NOVEMBER  1 3-14, 1 990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

NOVEMBER  27-28, 1990  — Pediatric  Advanced 
Life  Support  (PALS). 

NOVEMBER  29  & 30  - DECEMBER  1,  1990  — 
Advanced  Trauma  Life  Support,  Ogallala 
(ATLS). 


DECEMBER  3-4,  1990  — Trauma  Nurse  Core 
Course  (TNCC). 

DECEMBER  11,  1990  — Advanced  Cardiac 
Life  Support  Recert  (ACLS). 

DECEMBER  12,  1990  — Advanced  Cardiac 
Life  Support  Instructor  (ACLS). 

If  no  location  has  been  specified  — the 
programs  will  be  held  at  the  Center  for 
Continuing  Education,  University  of  Nebraska 
Medical  Center  campus. 

For  further  information,  contact  Cindy  hlanssen.  Univer- 
sity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  600  South  42nd  Street,  Omaha,  Nebraska 
687  98-6700.  Telephone  (402)  559-5979  or  our  toll-free 
MED  CONSULT  numbers  and  ask  for  Continuing  Education. 
In  Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CENTER  FOR  CONTINUING  EDUCATION 

(General  CME  Programs) 

JULY  25-29,  1990  — Advances  In  Medicine, 
College  of  Medicine  Alumni  CME  Program 
Snowmass,  Colorado. 

AUGUST  30,  1990  — Incontinence  in  the 
Elderly. 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

NOVEMBER  1,  1990  — Untie  the  Elderly, 
Holiday  Inn  Central,  Omaha. 

NOVEMBER  29  - DECEMBER  1,  1990  — 
Nebraska  OB-GYN  Society  Scientific  Session, 
Bally's  (Las  Vegas,  Nevada). 
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FEBRUARY  9-12,  1991  — 9th  Annual  Park  City 
Eye  & Facial  Plastic  Surgery  Conference, 
Olympic  Hotel,  Park  City,  Utah. 

MARCH  1 1-22,  1991  — Family  Practice 

Review. 

MARCH  28-29,  1991  — 40th  Annual  Program 
on  Obstetrics  and  Gynecology,  Holiday  Inn 
Central,  Omaha. 

APRIL  8-19,  1991  — Family  Practice  Review. 

If  no  location  has  been  specified  - the 
programs  will  be  held  at  the  Center  for 
Continuing  Education,  University  of  Nebraska 
Medical  Center  campus. 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  — A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSH I PS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff. 
Dates  and  length  of  time  are  scheduled  at 
the  mutual  convenience  of  registrant  and 
faculty. 

FELLOWSHIPS  — Provide  in-depth  under- 
standing of  an  area  of  medicine,  but  does 
not  lead  to  certification.  These  programs  are 
usually  scheduled  for  three  to  six  months  in 
length.  Registrations  are  accepted  on  an 
individual  basis  and  scheduled  at  the  mutual 
convenience  of  the  registrant  and  the 
department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH 
TECHNIQUES  — Brief  programs  are  offered 
by  the  Regional  Medical  Library  to  teach 
physicians  how  to  access  information  from 
their  own  PC's  and  can  be  scheduled  upon 
request. 

For  further  information,  contact  Marge  Adey,  Coordin- 
ator of  Continuing  Medical  Education,  University  of 
Nebraska  Medical  Center,  Center  for  Continuing  Educa- 
tion, 600  South  42nd  Street,  Omaha,  Nebraska  68798- 
6700.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  ^28-9630. 


OPHTHALMIC  DIAGNOSTIC  SERVICES 

AUGUST  17-18,  1990  — The  Third  Annual 
Ophthalmology  Update  for  Ophthalmic 


Medical  Assistants,  Technicians,  Contact 
Lens  Technicians,  and  Opticians.  Methodist 
Continuing  Studies  Division,  8501  West 
Dodge  Road,  Omaha,  NE  68114.  Applied 
for  12.5  JCAHPO  credits  and  12  NCLE 
credits. 

For  information,  contact:  Susan  Knight,  R.N.,  Ophthalmic 
Diagnostic  Services,  8111  Dodge  Street,  Suite  138, 
Omaha,  NE  68114.  (402)  399-8111. 


CREIGHTON  UNIVERSITY 
UPCOMING 

September  8,  1990  — Update  on  Castro 
Intestinal  Disease,  Lincoln,  Nebraska. 

September  14,  1990  — Advances  in  the 
Management  of  Gynecologic  Cancer,  Kiewit 
Conference  Center,  Omaha,  Nebraska. 

October  26-27  — A Day  With  The  Perinato- 
logists, Holiday  Inn/Old  Mill,  Omaha, 
Nebraska. 

July  9-1 3,  1991  — Present  and  Future  Clinical 
Applications  of  Tumor  Markers,  Ritz  Carlton 
Hotel,  Hawaii,  Hawaii. 

October  25-26,  1991  — Sixth  Annual  A Day 
With  The  Perinatologists,  Omaha,  Nebraska. 

The  contact  person  for  these  courses  is:  Sally  C.  O'Neill, 

Ph.D.,  Creighton  University  CME  Division,  2500  California 

Street,  Omaha,  NE  68178. 

ON-GOING  UPON  REQUEST 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  University  is  offering  mini-fellow- 
ships  on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive 
personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  of  Bio- 
Information  Center.  To  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  — 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Omaha,  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  — Inter- 
action with  clinicians/researchers  and  out- 
standing investigators. 
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DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics,  Saint  Joseph 
Center  for  Mental  Health,  Omaha,  Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine  Continuing  Education 
Division,  Omaha,  Nebraska  68178,  Toll  Free  (800)  548-CMED, 
in  Nebraska  - (402)  280-1830. 

AMERICAN  ASSOCIATION  OF 
CLINICAL  ANATOMISTS 

EIGHTH  ANNUAL  CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE  — June  16-23, 
1 990  - Wolverine  Lodge,  Lynn  Lake,  Manitoba, 
Canada.  For  information  contact  Sharlene 


Knippelmeyer,  RN,  BS,  Education  and  Staff 
Development,  Lincoln  General  Hospital, 
2300  S.  16th  St.,  Lincoln,  NE  68502 
(402)  473-5638. 


COMING  MEETINGS 

EIGHTH  ANNUAL  MEDICAL  SEMINAR  AT 
PLUMMER'S  — Great  Slave  Lake  Lodge 
Northwest  Territories,  Saturday,  July  21  st  to 
Saturday,  July  28,  1990,  2IV2  CME  credits. 
Plummets  Lodges,  950  Bradford  SL,  Winnipeg, 
Manitoba  R3H  ON5,  phone  (204)  772-8833. 
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NEW  MEMBERS 


IN  MEMORIAM 


Katherine  L Blanchette,  M.D. 

361  2 Cuming  St. 

Omaha,  N E 681  31 

Garnet  J.  Blatchford,  M.D. 

711  Professional  Tower 
Omaha,  N E 681 02 

Glenn  V.  Dalrymple,  M.D. 

UNMC  - Dept,  of  Radiology 
600  So.  42nd  St. 

Omaha,  N E 68198 

L.  Jay  McIntyre,  M.D.  (reinstated) 

8114  Frances 
Omaha,  NE  68124 

Sandra  J.  Hansen,  M.D. 

Box  81009 
Lincoln,  Ne  68501 

Gregory  L.  Hanson,  M.D.  (reinstated) 
8114  Frances 
Omaha,  NE  68124 

Janet  Bernard-Stevens,  M.D.  (reinstated) 
801  William 

North  Platte,  Nebraska  69101 

Donald  R.  Frey,  M.D. 

44th  & Dewey  Avenue 
Omaha,  Nebraska  68105 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

RONALD  C.  ANDERSON,  M.D.  — (Born  April 
20,  1908  — died  April  29,  1990)  Medical 
Specialty  — General  Surgery.  Doctor  Anderson 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1932  and  practiced 
in  Columbus.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  Doctor 
Anderson  is  survived  by  three  sons,  Thomas 
of  Medina,  Minn.,  Don  of  Omaha,  and  John 
of  Bainbridge,  Wash. 
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1990  Honors  Luncheon. 


PHOTO  GALLERY 


Nebraska  Medical 
Association 

1990  Annual  Session 


1990  Honors  Luncheon. 


Dr.  Richard  H.  Meissner,  Speaker,  calls  the  opening  session 
of  the  House  of  Delegates  to  Order. 


Dr.  Paul  E.  Collicott  presenting  50-Year  Certificate  to  Doctor 
Robert  A.  Hillyer. 


Dr.  Paul  E.  Collicott  presenting  50-Year  Certificate  to  Doctor 
John  E.  Earner. 


Dr.  Paul  E.  Collicott  presenting  50-Year  Certificate  to  Doctor 
fVilliam  T.  Kemp. 


Dr.  Paul  E.  Collicott  presenting  50-Year  Certificate  to  Doctor 
Robert  S.  Long. 
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Dr.  Paul  E.  Collicott  presenting  50-Year  Certificate  to  Doctor 
Warren  E.  Richard. 


Dr.  Paul  E.  Collicott  presenting  50-Year  Certificate  to  Doctor 
C.  Prentiss  McCardle. 


Dr.  Paul  E.  Collicott  presenting  50-Year  Certificate  to  Doctor 
Clarence  N.  Sorensen. 


Dr.  Richard  A.  Raymond,  1989-90  NMA  President,  addressing 
the  House  of  Delegates. 


Dr.  Donald  |.  Pavelka  presenting  the  Necrology. 


Dr.  Richard  O'Brien,  Dean,  Creighton  University  School  of 
Medicine  addressing  the  House  of  Delegates. 


Dr.  Robert  Waldman,  Dean,  University  of  Nebraska  College 
of  Medicine  addressing  the  House  of  Delegates. 


NMA  Medical  Student  Chapter  Immediate  Past- President, 
Michael  Lane,  addresses  the  House  of  Delegates. 
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Incoming  NMA  Medical  Student  Chapter  President,  Julie 
Brahmer,  addresses  the  House  of  Delegates. 


Dr.  Blaine  Roffman  presenting  the  AMA  Delegates  Report. 


Dr.  F.  William  Karrer  addressing  the  House  of  Delegates. 


Dr.  Gregg  Wright  addressing  the  House  of  Delegates. 


Dr.  Paul  E.  Collicott,  1990-91  NMA  President,  addressing 
the  House  of  Delegates. 


Dr.  Timothy  Wahl  addressing  the  House  of  Delegates. 


Reference  Committee  #1  in  session. 


Dr.  Jerald  R.  Schenken,  AMA  Secretary-Treasurer,  address- 
ing the  House  of  Delegates. 
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Reference  Committee  #2  in  session. 


Reference  Committee  #3  in  session. 


Reference  Committee  #5  in  session. 


Reference  Committee  #4  in  session. 


Congressman  Thomas  Tauke,  Iowa,  addresses  the  Socio- 
Economic  Luncheon. 


Reference  Committee  #6  in  session. 


1990  Inaugural  Banquet. 


1990  Inaugural  Banquet. 
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Dr.  Muriel  Frank  serving  as  Master  of  Ceremonies  for  the 
1990  Inaugural  Banquet. 


Dr.  Richard  Raymond  providing  introductory  remarks  for  Dr. 
Paul  Collicott  at  the  Inaugural  Banquet. 


Dr.  Richard  A.  Raymond  presenting  the  President's  medallion 
to  Doctor  Paul  E.  Collicott 


Dr.  Richard  A.  Raymond  pinning  the  President's  badge  on 
Doctor  Paul  E.  Collicott 


Dr.  Paul  E.  Collicott  accepts  the  "It's  Only  a Pumpkin" 
plaque  from  Doctor  Richard  A.  Raymond. 


Dr.  Paul  E.  Collicott  presenting  a plaque  to  Doctor  Richard 
A.  Raymond. 


Dr.  Paul  E.  Collicott  accepts  the  President's  gavel  from 
Doctor  Richard  A.  Raymond. 


Dr.  Paul  E.  Collicott  pinning  the  Past-President's  badge  on 
Richard  A.  Raymond. 
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Dr.  Paul  E.  Collicott,  1990-91  NMA  President,  presenting  his 
Inaugural  Address. 


The  Gay  90's  Quartet  entertaining  at  the  1990  Inaugural 
Banquet 


Mrs.  Maria  O'Donohue  presenting  AMA-ERF  check  to 
Doctor  Richard  O'Brien,  Dean,  Creighton  University  School  of 
Medicine. 


OB 

_| 

Dr.  David  R.  Little,  Vice-Speaker,  presiding  over  the  House 
of  Delegates. 


Mrs.  C A.  McWhorter  escorted  to  the  podium  by  Doctor 
Blaine  Y.  Roffman. 


Mrs.  Maria  O'Donohue  presenting  AMA-ERF  check  to 
Doctor  Robert  Waldman,  Dean,  Univesity  of  Nebraska  College 
of  Medicine. 


Mrs.  Sally  Becker  presenting  the  NMA  Auxiliary  report  to  the 
House  of  Delegates. 


Mrs.  C A.  McWhorter  presenting  the  McWhorter  Memorial 
Scholarship  to  George  Emodi. 
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Mrs.  Frank  Tanner  being  escorted  to  the  podium  by  Doctor 
Robert  F.  Shapiro. 


Mrs.  Frank  Tanner  presenting  the  Tanner  Memorial  Scholai^ 
ship  to  Lorraine  Edwards. 


Dr.  Sushil  S.  Lacy  presenting  Nebraska  Medical  Foundation's 
Student  Research  Scholarship  check  to  Paul  Grossman, 
University  of  Nebraska  College  of  Medicine. 


Dr.  Sushil  Lacy  addressing  the  House  of  Delegates. 


Dr.  Richard  A.  Raymond  presenting  a plaque  to  Doctor 
Robert  F.  Shapiro. 


Dr.  Sushil  S.  Lacy  presenting  Nebraska  Medical  Foundation's 
Student  Research  Scholarship  check  to  Johnathan  Leong, 
Creighton  University  School  of  Medicine. 


Dr.  Paul  E.  Collicott,  1990-91  NMA  President  accepts  an 
award  from  the  Lancaster  County  Medical  Society. 


Dr.  Frederick  F.  Paustian  presenting  the  report  of  Reference 
Committee  #1. 
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Dr.  Charles  Damico  presenting  the  report  of  Reference 
Committee  #2. 


Dr.  Euguene  Zweiback  presenting  the  report  of  Reference 
Committee  #4. 


Dr.  Perry  T.  Williams  presenting  the  report  of  Reference 
Committee  #6. 


Dr.  Paul  E.  Collicott  presenting  Doctor  Perry  T.  Williams 
with  the  President-Elect  badge. 


Dr.  Richard  B.  Svehia  presenting  the  report  of  Reference 
Committee  #3. 


Dr.  Timothy  Wahl  presenting  the  report  of  Reference 
Committee  #5. 


Dr.  Perry  T.  Williams,  1990-91  NMA  President-Elect,  being 
escorted  to  the  podium  by  Doctor  Donald  |.  Pavelka. 


Dr.  Perry  T.  Williams,  1990-91  NMA  President-Elect, 
addresses  the  House  of  Delegates. 
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BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 

USAF 

HEALTH  PROFESSIONS 
402-551-0928 


1 


0^ Check  Out  The  Services 
Your  NMA  Membership  Offers 

Special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 


NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

ffl^NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 


NMA  VISA  Card  Program.  — Review  the  benefits. 

Accounts  Collection  Service  offered  by  Bantling  and  Hinkle,  P.C., 
attorneys-at-law.  They  are  endorsed  by  NMA. 

a^nquire  to  the  Nebraska  Medical  Association  for  full  details  on  these  and 
other  special  services  available  exclusively  to  NMA  members. 


AMA  NEWS  NOTES 


The  AMA  has  established  a state  medical 
association  advisory  group  on  federal  legisla- 
tive and  regulatory  matters.  The  advisory 
group  will  give  the  federation  greater  direct 
input  into  the  Association's  planning  on  major 
national  issues. 

The  11 -member  body  is  comprised  of  state 
medical  association  staff  members  whose 
primary  responsibilities  are  federal  affairs 
activities.  The  group  is  chaired  by  John  S.  Zapp, 
DDS,  director  of  the  AMA's  Division  of 
Government  Affairs. 

The  group  will  meet  about  four  times  a year 
with  the  AMA  Washington  Office  staff  to 
provide  input  on  federal  legislative  and  regu- 
latory priorities,  activities,  and  grass  roots 
strategies.  Members  will  serve  staggered  terms 
of  two  or  three  years. 

Formation  of  the  advisory  body  was  approved 
by  AMA  senior  management  in  early  January 
following  its  annual  review  of  options  for 
enhancing  the  effectiveness  of  AMA  lobbying 
in  the  federal  legislative  and  regulatory  areas. 


A similar  mechanism  already  exists  for  AMA 
and  the  Washington-based  national  medical 
specialty  societies. 

Members  of  the  new  committee  are: 

• Donald  S.  Fraser,  deputy  executive  director. 
Division  of  Legislation  and  Public  Affairs,  Florida 
Medical  Assn. 

• Tim  Gibson,  director,  public  affairs,  Iowa 
Medical  Society. 

• Rich  Johnson,  executive  director,  Wyoming 
Medical  Society. 

• Kevin  Kelley,  assistant  director,  Michigan  State 
Medical  Society. 

• Sharon  Knight,  director,  Office  of  Government 
Affairs,  Louisiana  State  Medical  Society. 

• Karen  Meyer,  executive  director,  Vermont 
State  Medical  Society. 

• Jay  D.  Michael,  vice  president,  government 
relations,  Galifornia  Medical  Assn. 

• Kim  Ross,  director.  Division  of  Public  Affairs, 
Texas  Medical  Assn. 

• Jerry  L.  Rothenberger,  director,  government 
relations,  Pennsylvania  Medical  Society. 

• John  Van  Doom,  director.  Dept,  of  Legislation, 
Ohio  State  Medical  Assn. 

• Z.  Lynn  Zeno,  director,  government  affairs, 
Arkansas  Medical  Society. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255,  Omaha  68124-5255 
American  Diabetes  Association  • Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  EdD.,  Executive  Director 
2730  South  114th  St.  Omaha  68144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Famam  St,  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr,  Ste.  107.  Omaha  68114 
215  Centennial  Mall  South,  Rom  521,  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  "E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright.  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart  Client  Services  Rep. 

2700  N.  27th  St.,  Lincoln  68521 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St,  Omaha  68178 
Dairy  Council  of  Central  States,  Inc. 

7500  Main,  103  Hillcrest  Landing 
Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons,  Executive  Director 
3015  North  90th  St,  #6,  Omaha  68134 
Lincoln  Council  of  Alcoholism  and  Drugs 
914  “L”  Street,  Lincoln  68508 
March  of  Dimes  • Birth  Defects  Foundation 
1618  L Street  Lincoln  68508 
Mid-Plains  Poison  Control  Center 

Childrens  Memorial  Hospital,  8301  Dodge  St,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D.,  Secretary 
360  Doctors  Bldg.,  N.  Tower  Om^a  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St,  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
H.  Nicholas  Vondrak,  M.D.,  President 
2115  N.  Kansas,  Hastings,  68901 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D.,  President 
201  Ridge  St,  #311,  Council  Bluffs,  lA  51501 
Nebraska  Allergy  Society 

Russell  J.  Hopp,  D.O.,  President 
Dept  Pediatrics,  Creighton  Univ.,  Omaha  68178 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
13918  Gold  Circle,  Omaha  68144 
Nebraska  Association  of  Pathologists 
Thomas  Williams,  M.D.,  President 
Dpt.  of  Path.,  8303  Dodge  St,  Omaha  68114 
Nebraska  Cardiovascular  Society 
Charles  S.  Wilson,  M.D.,  President 
1919  S.  40th  St,  #300,  Lincoln  68506 
Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Kathleen  Bliese,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  No.  117th,  Omaha  68154 

Nebraska  Chapter  • American  Academy  of  Physician  Assistants 
Joe  E.  Jeter,  PA-C,  President 
Fremont  68025 

Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M.D.,  President 
Charlotte  Hawthorne,  Administrator 
2115  N.  Kansas,  Hastings  68901 
Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Recker,  M.D.,  F.A.C.P.,  Governor 

Creighton  University  School  of  Medicine,  601  N.  30th  St,  Omaha  68131 

Nebraska  Chapter  - American  College  of  Surgeons 

Paul  Collicott  M.D.,  President 

4740  A Street  Suite  100,  Lincoln  68510 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St,  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw,  Executive  Director 
444  Regency  Parkway  Dr,  #302,  Omaha  68114-3720 
Nebraska  Dental  Association 

Tom  Bassett  Executive  Director 
3120  0 St,  Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker,  M.S.,  R.D.,  President 
3347  S.  126th  Ave.,  Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.  Ste.  7,  Lincoln,  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street  Suite  D,  Lincoln  68508-2509 
Nebraska  League  for  Nursing 
Barbara.  McCabe,  President 
510  Redwood  Dr,  Lincoln  68510 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
Suite  711,  Terminal  Bldg.,  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab,  M.D.,  Secretary 
6920  Van  Dom,  Lincoln,  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund,  R.N.C. 

St  Elizabeth  Community  Health  Center,  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D.,  President 
2730  Katy  Circle,  Lincoln  68506 
Nebraska  Public  Health  Association 
President  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

Susan  M.  Williams,  M.D.,  President 
1512  FirsTier  Bank  Bldg..  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St,  Lincoln  68506 
Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick,  M.D. 

P.O.  Box  5363,  Lincoln,  68505 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln 
Nebraska  Society  of  Internal  Medicine 
Todd  S.  Sorensen,  M.D.,  President 
Two  West  42nd  St,  Scottsbluff  69361 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Susan  M.  Engstrom,  C.M.A.-AC,  President 
810  Willard  Cir.,  Hickman  68372 
Nebraska  Society  of  Medical  Technology 
Dave  Glenn,  President 

4010  Kay  Ave.,  Grand  Island  68803 
Nebraska  Society  of  Respiratory  Therapy 
Marcy  PearsoU,  RRT,  President 
Lincoln  General  Hospital  68502 
Nebraska  State  Department  of  Health 

Gregg  Wright  M.D.,  M.  Ed.,  Director  of  Health 
301  Centennial  Mall  South,  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecolop'  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman,  President 
P.O.  Box  67004,  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina,  M.D.,  President 
4740  A Street,  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St,  Hastings  68901 
Omaha  Mid-West  Clincal  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St,  #205-B,  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor,  State  Office  Building,  301  Centennial  Mall  So.,  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews.  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


Family  Practice,  Internal 
Medicine  and  General  Surgery 
Practice  Opportunities 

Rural  Lake  Country  Community  is 
seeking  the  above  practitioners  to  join 
a busy  12  physician  multispecialty 
group.  Quality,  comfortable  living  en- 
vironment, multiple  recreational  activities, 
fine  educational  opportunities  and 
cultural  activities  abound.  Salary  and 
fringe  benefits  very  liberal. 

Send  curriculum  vitae  or  inquires  to: 

Lake  Region  Clinic,  PC 
Attn:  Joel  Rotvold 
PO  Box  1100 
Devils  Lake,  ND  58301 

or  call  collect  at  (701)  662-2157  for 
further  information 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN.  NEBRASKA  68508 
PHONE 

(402)  474-4472 


ADVERTISER’S  INDEX 


B 

Blue  Cross/Blue  Shield  of  Nebraska 2,  3 

C 

Cornhusker  Hotel 9 

D 

Donley  Medical  Supply 4 

L 

Lake  Region  Clinic,  P.C 16 

Eli  Lilly  & Company 12 

M 

Merck  Sharp  & Dohme 19,  20 

N 

Norfolk  Printing  Co.,  Inc 4 

S 

SL  Paul  Fire  & Marine  Insurance  Company 10 

U 

U.S.  Air  Force 13 

U.S.  Army  Reserve 11 

University  of  Nebraska  Medical  Center 9 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402*393-3216 

(You  do  not  have  to  give  your  name.) 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 

KANSAS/MISSOURI:  Excellent  full-tinne  and 
part-time  opportunities  in  emergency  medicine 
for  primary  care  and  ABEM  Certified  and 
prepared  physicians.  Facilities  from  3,000-20,000 
patient  visits  per  year.  Big  city  amenties  with 
good  quality  of  life.  Contact  Emergency  Medical 
Services,  3101  Broadway,  Suite  1000,  Kansas 
City,  Missouri  64111,  (800)  821-5147. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McCormick,  President,  Allen  McCormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  55435,  612-835-5123. 


FAMILY  PRACTICE:  Family  practice  physician 
needed  to  join  an  established  14-physician  state 
of  the  art  clinic  in  a ranching  community  in 
South  Dakota.  Competitive  salary  guaranteed, 
plus  generous  tuition  reimbursement-housing- 
transportation  bonuses  offered.  Malpractice 
insurance  covered.  Limited  call.  Flexible  schedule. 
Outdoor  recreation  abounds,  including  hunting, 
fishing,  boating,  skiing,  and  golfing.  Cultural 
opportunities:  Allied  Concert  Series  programs. 
Send  resume  or  inquiries  to  Helen  S.  Lindquist, 
Administrator,  Five  Counties  Hospital  and  Nurs- 
ing Home,  P.O.  Box  479,  Lemmon,  SD  57638. 
Telephone:  605-374-3871. 


IOWA-  PEDIATRICIAN:  To  join  busy  Pediatric 
Department  in  young  progressive  multispecialty 
group.  Enjoy  outstanding,  progressive  medium 
sized  community  quality  of  life  within  minutes 
of  downtown  Omaha  Competitive  guaranteed 
salary  and  fringe  benefits,  plus  incentives  with 
full  corporate  membership  after  one  year. 
Contact  Richard  Lehigh,  Administrator,  Cogley 
Medical  Associates,  P.C.,  Council  Bluffs,  Iowa 
51501.  (712)  328-1801. 


FAMILY  PRACTICE:  BE/BC  Familv  Practitioner's 
to  join  6 physician  FP  Department  in  a long 
established  progressive  multispecialty  group 
practice  in  Southwestern  Iowa.  Support  of  10 
associated  or  affiliated  surgical  and  medical 
specialties,  yet  free  to  practice  full  range  of 
family  medicine.  Enjoy  an  outstanding  medium 
sized  community  quality  of  life  within  minutes 
of  Omaha.  Guaranteed  first  year  salary,  plus 
incentive  with  full  range  of  benefits.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs, 
Iowa  51503  or  call  collect  712-328-1801. 

SOUTHWESTERN  IOWA:  Small,  progressive 
hospital,  in  Southwestern  Iowa,  seeking  third 
family  practice  physician.  First-year  minimum 
income  guarantee  $70,000,  plus  benefits. 
Omaha,  Nebraska  within  hours'  drive.  Specialists 
from  Omaha  provide  clinics/backup.  Call  Wanda 
Parker,  (800)  221-4762,  or  collect  (212)  599-6200. 
E.G.  Todd  Associates,  535  Fifth  Avenue,  Suite 
1100,  New  York,  NY  10017. 

FAMILY  PRACTICE:  BE/BC  Family  Practitioners 
to  join  our  busy  office  in  Glenwood,  Iowa.  Share 
call  and  receive  support  of  the  long  established 
progressive  Cogley  Medical  Associates,  P.  C. 
multispecialty  group  practice  located  in  South- 
western Iowa.  Glenwood  is  a community  of 
6,000  located  just  20  miles  south  of  Council 
Bluffs.  Great  community,  good  schools  yet 
close  to  metro  area.  Guaranteed  first  year  salary, 
plus  incentive  and  full  range  of  benefits.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs, 
Iowa  51503  or  call  collect  712-328-1801. 


MICHIGAN  - ANN  ARBOR  SUBURB:  Primary 
care  specialists  needed.  Group-managed  prac- 
ticed. Call  1 in  3.  First  year  income  guarantee, 
benefits  and  paid  malpractice.  Call  Wanda 
Parker,  Sr.  Associate,  E.G.  Todd  Associates,  535 
Fifth  Avenue,  Suite  1 1 00,  New  York,  NY  1 001  7. 
Toll  free:  (800)  221-4762.  Collect  (212)  599-6200. 


FAMILY  PRACTITIONER,  FORT  COLLINS, 
COLORADO:  Excellent  opportunity  to  join  well 
established  solo  practitioner  in  beautiful  choice, 
front  range  city  sixty  miles  north  of  Denver, 
Colorado.  Modern,  spacious  office  within  walking 
distance  of  hospital.  For  further  information  and 
details  call  1-303-224-9900  or  write  to  Medical 
Business  Office,  41 9 Canyon  Avenue,  #220,  Fort 
Collins,  Colorado  80521. 

SMALL  HOSPITAL  Small  hospital,  45  minutes 
west  of  Minneapolis,  has  noted  geriatric  program. 
First-year  minimum  salary  of  $50,000,  plus  37% 
adjusted  revenues,  4 weeks'  vacation,  2 weeks' 
CME,  401(K)  pension  plan,  malpractice.  Lakeside 
community.  Call:  Wanda  Parker  at  (800)  221-4762 
or  collect  (212)  599-6200. 
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Physicians’  Classified 


NATIONWIDE  PRACTICE  OPPORTUNITIES: 
All  specialties.  Fees  paid  by  clients.  Call:  Wanda 
Parker,  E.G.  Todd  Associates,  Inc,  535  Fifth 
Avenue,  Suite  1100,  New  York,  NY  10017 
800-221-4762,  or  212-599-6200. 

AIM  HIGH:  Be  an  Air  Force  physician  in  a 
sophisticated  medical  enviornment.  The  benefits 
are  excellent  and  vacation  consists  of  30  days 
with  pay  per  year.  Talk  to  an  Air  Force  medical 
program  manager  about  quality  lifestyle  and 
quality  practice  with  a non-contributing  retire- 
ment plan  if  you  qualify.  Learn  more  about 
becoming  an  Air  Force  physician.  Call.  Capt. 
Thomas  Rice  collect  402-551-0928. 

FAMILY  PRACTICE  - SOUTHWESTERN 
NEBRASKA:  Excellent  opportunity  for  BE/BC 
family  practice  physician.  The  increased  need 
for  primary  care  is  related  to  new  industrial 
growth  in  the  area.  JCHA  accredited  medical 
facility  utilized  is  modern  with  state  of  the  art 
equipment.  Generous  guarantee  with  product- 
ivity plus  all  benefits.  Modern  office  space  and 
fully  trained  ancillary  help  awaits  the  chosen 
candidate.  Call  will  be  shared  with  other  FP's  on 
staff.  This  family  oriented  community  has  good 
schools  and  exceptional  recreational  facilities. 
Reply  to  Box  040,  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

RADIOLOGIST:  Lucrative  practice  opportunity 
for  radiologist  who  enjoys  rural  lifestyle.  Excell- 
ent hospital,  peer  association  and  quality  of  life. 
Competitive  start  up  compensation  package 
including  an  income-~guarantee,  malpractice, 
relocation  reimbursement  and  more!  Please  call 
Lonnie  Belden  collect  at  (719)  637-4322  or 
write  to  E.  G.  Todd  Associates,  1670  North 
Newport  Road,  Suite  300D,  Colorado  Springs, 
CO  80916. 

INTERNIST:  Lucrative  practice  opportunity 
for  internist  who  enjoys  rural  lifestyle.  Excellent 
hospital,  peer  association  and  quality  of  life. 
Competitive  start  up  compensation  package 
including  an  income  guarantee,  malpractice, 
relocation  reimbursement  and  more!  Please  call 
Lonnie  Belden  collect  at  (719)  637-4322  or 
write  to  E.  G.  Todd  Associates,  1670  North 
Newport  Road,  Suite  300D,  Colorado  Springs, 
CO  80916. 

EQUIPMENT  FOR  SALE:  All  kinds  including 
Searlizer,  x-ray,  Hamilton  office  set,  copy  machine, 
centrifuges,  sed  rate.  Also:  beautiful  9,000  Square 
foot  central  Nebraska  home  with  4 car  garage. 
Also:  Office,  15  rooms,  adaptable.  Reply  to  Box 
041, Nebraska  Medical  Journal,  1512  FirsTier 
Bank  Bldg.,  Lincoln,  NE  68508. 


OB/CYN:  Fourth  OB/CYN  to  join  very  busy  20 
man  multi-specialty  group  in  a historic  mid- 
western  town.  Birthing  rooms  and  24-hour 
anesthesia  availability.  Fully  equipped  120-bed 
hospital,  many  recreational  and  civic  activities. 
Competitive  starting  salary  and  benefits  package 
with  productivity  bonus  and  partnership  poten- 
tial. Call  Cheryl  Broderick,  E.  C.  Todd  Associates, 
(800)  762-9213  or  collect  (508)  688-9063. 

ORTHOPEDIC  SURGEON:  Second  orthopedic 
surgeon  sought  to  join  very  busy  20  man  multi- 
specialty group  in  Midwest  community.  Interest 
in  back  surgery  a plus.  Fully  equipped  profess- 
ionally staffed  P.T.  department  at  120  bed 
hospital;  excellent  school  system,  many  recrea- 
tional and  civic  activities.  Competitive  starting 
salary  and  benefits  package  with  productivity 
bonus  and  partnership  potential.  Call  Cheryl 
Broderick,  E.  G.  Todd  Associates,  (800)  762-9213 
or  collect  (508)  688-9063. 

FAMILY  PHYSICIAN:  Fifth  FP  sought  to  join 
progressive  20  man  multi-specialty  group  in 
historic  midwest  community.  Fully  equipped 
120  bed  hospital  with  plans  for  new  facility, 
excellent  school  system,  many  recreational  and 
civic  activities.  Competitive  starting  salary  and 
benefits  package  with  productivity,  bonus  and 
partnership  potential.  Full  range  of  sub-specialists 
available.  Call  Cheryl  Broderick,  E.  C.  Todd 
Associates,  (800)  762-921  3 or  collect  (508)  688- 
9063. 

INTERNIST:  Third  internist  to  join  very  busy 
progressive  20  man  multi-specialty  group  in 
historic  midwest  community.  Fully  equipped 
120  bed  hospital  with  plans  for  new  facility, 
excellent  school  system,  many  recreational  and 
civic  activities,  competitive  starting  salary  and 
benefits  package  with  productivity  bonus  and 
partnership  potential.  Call  Cheryl  Broderick,  E. 
G.  Todd  Associates,  (800)  762-9213  or  collect 
(508)  688-9063. 

ORTHOPEDIC:  If  you  are  interested  in  a 
lucrative  orthopedic  practice  in  a community 
with  a well  managed,  up-to-date  hospital,  a 
qualified  and  supportive  medical  staff,  and  a 
competitive  start  up  compensation  package, 
please  call  Lonnie  Belden  collect  at  (71 9)  637-4322 
or  write  to  E.  G.  I odd  Associates,  1670  North 
Newport  Road,  Suite  300D,  Colorado  Springs, 
CO  80916. 

FAMILY  PRACTICE  PHYSICIAN  INTERNIST: 
Full  time,  to  provide  general  medical  care  of  all 
inpatients  and  limited  outpatient  care.  On  call  4- 
5 nights  per  month,  including  weekend  call, 
about  every  8th  weekend.  Hastings  Regional 
Center  is  a JCAHO  accredited  psychiatric  facility 
which  provides  adult  and  geriatric  psychiatric 
care,  and  chemical  dependency  services.  Ex- 
cellent State  of  Nebraska  benefits  package 
which  includes  annual  salary  increases.  EEOE/AA. 
For  more  information  contact:  Personnel  Office, 
Hastings  Regional  Center,  P.O.  Box  579,  Hastings, 
NE  68902,  402-463-2471. 
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VASOTEC 


ENALAPRIL  MALEATE  MSD! 


VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Amioalem  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  ^ottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VAsOTEC  should  be  promptly  discontinued 
and  the  patient  caretullv  observed  until  Ihe  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
(ace  and  lips,  Ihe  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  usetui  in 
relieving  symptoms  Angioedeiiia  associated  with  laryngeal  edema  may  be  tafal  Where  there  is  involvement  o( 
the  tongue,  glottis,  orlaryru  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. . subcutaneous 
epinephrine  solution  1:1000  (O.j  ml  to  O.S  ml),  should  be  promptly  administered.  (See  ADVERSE 

reactions  ) 

HyMension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Fluents  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  of  therapy  for  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension  somelimes  associated  with  oliguria  and/or  progressive  a/olemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart 
lailure.  hyponatremia,  high-dose  diuretic  therapy,  recent  Intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  lailure),  reduce  Ihe  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  iheram  with  vASOTEC; 
in  patients  at  nsx  lor  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRE(;ALITIONS.  Drug 
Inlersdions  and  ADVERSE  REACTIONS.)  In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  lollowed  closely  lor  the  first  two  weeks  of  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  If  excessive  hypotension  occurs.  Ihe  patient  should  be  placed  in  Ihe  supine 
position  and.  it  necessary,  receive  an  intravenous  inlusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  of  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

NeutropeniiJ Agranulocytosis  Another  ACE  inhibitor,  caplopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  from  clinicaf  trials  ol  enalapril  are  insutficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocyfosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  ano  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a conseguence  ol  inhibiting  Ihe  renin-angiotensin-aldoslernne 
system  changes  in  renal  lunction  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  lailure 
whose  renal  tenction  m^  depend  on  Ihe  activity  ol  Ihe  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunction  should  be  monitored  during  Ihe 
first  lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  bwn  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  Ihe  diuretic  and/or  V/tSOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  tailure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  Inals  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  of  palienfs  but  was  not  a cause  lor  discontinuation 
Risk  factors  tor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus.  and  the  concomitant 
use  of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all.  with  VASOTEC  (See  Drug  Interaclions ) 

Surm! Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  It  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  for  Palienis 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  Ihe  first  dose  of  enalapril. 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  lace,  extremities,  eyes.  lips,  longue,  difficulty  in  swaflowmg  or  breathing)  and  to  Take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  lew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  Ihe  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 


All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ol  reduction  in  Iluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fail  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 


Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g . sore  throat,  lever)  which  may 
be  a sign  of  neutropenia 


NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
IS  intended  to  aid  in  the  safe  and  effective  use  of  this  medication  It  is  not  a disclosure  of  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy 
with  enalapril.  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  I)  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAIjE  AND  ADMINISTRATION  ) 

Agents  Causina  Renin  Release  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  anti  hypertensive  agents  that 
cause  renin  release  (e  g diuretics). 

Olher  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-lype  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  it  concomi- 
tant use  ol  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  Irequent  monitoring  of  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Ulhium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium,  including  ACE  innibitors  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlilhium  and  were  reversible  upon  discontinuation  ol  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  Irequently  if  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Felotoxicity,  expressed  as  a decrease  in  average  letal  weight,  occurred 
in  rats  given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ol 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/ 
kg/day.  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  humah  placenta  Because  the  risk  of  fetal  toxicity  with  the  use  ol  ACE  inhibitors  has  not 


been  clearly  delmed.  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  it  Ihe  potential  ben- 
efit luslifies  the  potential  risk  to  the  telus 

Postmarkeling  experience  with  all  ACE  inhibitors  thus  tar  suggests  Ihe  lollowing  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  Ihe  first  trimester  ol  pregnancy  has  not  been  reported  to  affect  lelai  ouTcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  with  letal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ol  pregnancy  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  The  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  Ihe  fetus  Inlanis  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perfusion  with  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it 
IS  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  lollowing  administration  of  '‘C  enalapril  maleate  It  is  not 
known  whether  this  drugis  secreTed  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  etiectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10.(X)0  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASCtTEC  has  been  found  to  be  generally  well  tolerated  in  coniroTled  clinical 
Inals  involving  2987  patients 

HYPERTENSION  The  most  Ireguenl  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%).  nausea  (1 4%),  rash  (1  4%).  cough  (1 3%).  orthostatic  etiecis  (1 2%),  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%).  hypotension  (67%),  orthostatic  etlects  (2  2%),  syncope  (2  2%),  cough  (2  2%).  chest  pain  (21%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (18%),  headache  (1 8%),  abdominal  pain  (1 6%).  asthenia  (1 6%).  orthosta- 
tic hypotension  (1  6%).  vertigo  (1 6%),  anmna  pectoris  (1 5%),  nausea  (13%).  vomiting  (1  3%).  bronchitis  (1 3%). 
dyspnea  (1 3%).  urinary  iracf infection  (1 3"v>).  rash  (1  3%),  and  myocardial  infarction  (f  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  ol  patients  with  hypertension  or  heartTailure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  pulmonary  embolism  and  inlarction.  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitafion 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  laundice).  melena,  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

Nen/ousIPsychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  ANO  ADMINISTRATION), 
Respiratory  Bronchospasm.  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exiolialive  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome  herpes  zoster,  erythema  mulli- 
lorme,  urticaria,  pruritus,  alopecia,  flushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  coniunclivitis,  dry  eyes  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
artnralgias/arthritis.  myalgias,  lever,  serositis.  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  m patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  lalal  It  angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discohtinued  and  appropriate  therapy  ihsliluteo  immediately  (See  WARNINGS ) 
Hypotension  Ih  Ihe  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  ther- 
apy in  0l%  ol  hypertensive  patients  In  heart  lailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  of  patients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Latxiralory  Test  Findings 

Serum  Electrolytes.  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  ih  blood  urea  nitrogen  and  serum  cre- 
atinine. reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
palienis  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  lailure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOteC  and/or  other  concomitant  diuretic  therapy  were  observed  in  about  11%  ol  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1.2%  ot  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately 

0 3 g%  and  1 0 vol  %.  respectively)  oaur  freguenlly  in  either  hypertension  or  heart  failure  patients  treated  wiln 
VASOTEC  but  are  rarely  ot  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  Inals,  less  than 
01%  ol  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysis  have  been  reported  in  patients  with  (36P0 
deficiency 

bver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypedension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  dis- 
continued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  Ihe  likelihood  ot  hypotension  (See 
WARNINGS ) It  Ihe  patients  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS. Drug  Interactions ) 

The  recommended  initial  dose  m patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  (loses  In  some  patients  treated  once  daily.  Ihe  antihypertensive  effect  may  diminish  toward  Ihe  end  ol  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  to  increases  ol  serum  potassium  (see/ RGC^UTIONS). 

Dosage  Adjustment  in  Hypedensive  Patients  with  Renal  /mpa/mieAiTfiq'usual  Spsyil  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  of-uoto  ap^Bximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  2:  ^g/dL),  the  first  dose  is  2 5 trig  .once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  oNtyS  in|xjmum  ol  40  mg  Baity  ' 

Head  Failure  VASOTEC  is  indicated  as  adiunclive  therapy  wrtriifelioeyand  digitalis  The  recommended  starling 
dose  is  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEc,  tgralifflt  should  be  observed  under  medical 
supervision  lor  at  least  two  hours  and  until  bloowrqssure  has  stabilizeifiorAfleaafiiddijional  hour.  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions ) If  po^ble:  tbe  dose  ol  the  diuretteyjjguCTbe  reduced,  which  may 
dimihish  the  likelihood  ol  hypotension  The  appearance^ dttjTOotenpion  alter  the  initi3T  Mse  ot  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  folloting piteclive  management  ol  Ihe  hypotension  The 
usual  therapeutic  closing  range  lor  Ihe  treatment  of  heart  tailure  is  5 to  28upg  daily  given  in  two  divided  doses  The 
maximum  (faily  liose  is  40  mg  Once-daily  dosing  has  been  effective  in  a confroffedjstwjy.  hut  nearly  all  patients  in 
this  study  were  given  40  mg,  the  maximum  recommended  daily  dose,  and  there  has  oeeexjSlch  more  experience  with 
twice-daily  dosing.  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduceci  iTiortality  in  patients  with 
severe  heart  lailure  (NYHA  Class  ly).  patients  were  treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always 
administered  in  two  iJivided  doses  (See  CLINICAL  PHARMACOLOGY.  Phannacodynamics  and  Clinical  Etlects.)Dosaiye 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS ) 

Dosage  Adjustment  in  Patients  with  Head  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  lailure 
who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/dL.  therapy  should  be  initi- 
aled at  2.5  mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION.  Heart 
Failure,  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 
b i d , then  5 mg  b i d and  higher  as  needed,  usually  at  Intervais  ol  (our  days  or  more,  it  at  the  lime 

01  dosage  adiustment  there  is  not  excessive  hypotension  or  signilicant  deterioration  ol  renal  func- 
tion The  maximum  daily  dose  is  40  mg 

For  more  detailed  inlorrmlion.  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion.  Merck 
Sharp&Dohme,  Division  ol  Merck  & Co . Inc.  WestPoinl.  PA  I9AB6  J9VS61FI2(819) 
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THERAPY  THAT  MAY  BE 
SILENT  AS 

HYPERTENSION  ITSELF 


VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 


VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  anti  hypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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“I  think  I need 
lessons  in  eating” 


Puttiidg  good  dietan'  practices  to 
work  may  require  some  changes. 

As  part  of  the  food  community 
the  beef  industry  faced  the  challenge 
of  change  se\'eral  years  ago.  W e re- 
affirmed Diet-Health  Principles  that: 

□ Support  a moderate  and  bal- 
anced consumption  of  all  foods. 

□ Foster  new  breeding  and 
feeding  techniques  to  produce 
leaner  animals. 

□ Encourage  retailers  to  promote 
lean  cuts  of  closely  trimmed  beef. 

This  continuing  commitment  to 
meet  Diet-Health  Principles  with 
leaner  beef  products  and  consumer 
information  can  now  help  you. 

A lean,  trimmed,  cooked 
3-ounce  serving  of  beef  can  be 
included  in  meal  plans  that  meet  the 
dietary  advice  of  most  leading  health 
authorities. 

“Mealstyles”  is  a new  booklet 
for  consumers.  It  provides  practical 
lessons  for  including  beef,  a food 
Americans  truly  enjoy,  in  ways  that 
recognize  the  needs  of  changing  life- 
styles to  control  total  fat,  saturated 
Mtv  acids,  dietarv  cholesterol  and 
sodium. 


A free  copy  of  “Mealstyles”  is 
available  for  your  review  and  comments 
immediately.  And,  you  can  re-order  up 
to  100  free  copies  for  office  use. 

W'hen  your  patients  recognize  the 
benefit  of  change,  help  them  succeed. 
Use  “Mealstyles”  to  provide  specific 
how-to’s  to  guide  your  patients  in 
making  moderate,  balanced  food 
selections  a part  of  their  BEEFi 
everyday  eating  styles. 


to  U I 

30d  A 


Please  send  “Mealstyles 
and  the  beef  industry ’s 
Diet  Health  Principles. 


Name_ 


Address  _ 
Citv 


. State . 


- Zip. 


Mall  til  Beef  lnduslr>  Council 
444  N Michigan  A\enue 
Chicago.  IL  HOHl  1 


71 


.J 


i 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine^ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system/’ 

Swift  and  effective 
Hz-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose’^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively"’-^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


AXID" 

nizatidine  capsules 

Brief  Suimnary.  Consult  the  package  literature  for  complete 
Information. 

Indications  and  Usage;  Active  duodenal  ulcer-tor  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -tor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication;  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hj-receptor  antagonists. 
Precautions;  General-t.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tesfs- False- positive  tests  for  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Interactions -Uo  interactions  have  been  observed  with  theophyl- 
line. chlordiazepoxide,  lorazepam.  Iidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur,  in  pabents  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizabdine,  150  mg 
b.i.d..  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility -A  \Mo-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  ITiere  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxynbc 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,(X)0  mg/kg/day,  about  330 
limes  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
conbol  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30H)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevabons).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
/Vxid*  (nizabdme.  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  In  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generabon,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but.  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  aborbons, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  m pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizabdine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers-SMes  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  m proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactabng  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatnc  L/se-Safety  and  effecbveness  m children  have  not  been 
established. 

Use  m Elderly  Pat/enfs-Healing  rates  in  elderly  pabents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adverse  Reactions;  Clinical  trials  of  varying  durabons  included  almost 
5,0(X)  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-controlled  trials  of  over  1.900  nizabdine  patients  and  over  1,300 
on  placebo,  sweabng  (1%  vs  0.^).  urticaria  (0.5%  vs  <0.01%).  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizabdine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

/Vxid*  (nizabdine.  Lilly) 


Wepaf/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in  SGOT 
or  SGPT  and.  in  a single  instance.  SGPT  was  >2,000  lU/L.  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significanby  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endochne-C\\mca\  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Wemafo/og/c- Fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizabdine  and  another  H2-receptor  antagonist  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Svieatmg  and  urticaria  were  reported  significantly 
more  frequently  in  nizabdine-  than  in  placebo-treated  patients.  Rash  and 
exfoliabve  dermabbs  were  also  reported. 

Hypersensitivity- Ns  with  other  H2-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivity  among  this  class  has  been  observed.  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reacbons 
(eg,  bronchospasm.  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Of/jer-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia.  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage;  Overdoses  of  /Vxid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 
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Axid*  (nizabdine,  Lilly) 


Only  a few  hospitals 
in  the  United  States  can 
prescribe  an  extra  measure 
of  hope  for  heart  patients. 


One  of  them  is  right  here  in  Omaha. 


\Miat  httppens  \\1icn  ordinan-  treatments  fail  to 
help  an  ailing  heart?  Saint  Joseph  Hospital/Creighton 
L’ni\  ersin’  Medical  Center  does  the  extraordinar};  We 
utilize  and  de\elop  imestigational  medications 
una\  tiihible  at  any  other  hospital  in  Omalia. 

Eiglit  years  befoiv  other  hospitals.  Saint  Joseph 
intrt)dueed  \stiat  is  ntm'  the  detin- 
iti\  e antiarnthmia  dnig  to  Omalia. 

.\nd  ^^'e  \s  ere  the  //nt  hospital  in 


the  region  to  prescTibe  new  mediations  to  help  patients 
li\  e with  congesthc  heart  failure  and  angina. 

In  time,  innoi  ath  e protocols  like  these  come  to 
other  ho.spitals.  But  the) 're  here  first  at  Saint  Joseph 
Creigliton.  helping  patients  who  might  otherw  ise 
be  out  of  hope. 

For  more  information  call 

1-800-642-RSVP  ( Nebraska ) or 
_ Ck#mi  Uiive™  Medic.ll  Cenicr  _ i_8oo.228-RSVP  ( Iom). 


Saint  Joseph 
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at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 
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can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 
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The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  added 
benefits  package  designed  specifically  to  meet  our  members'  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
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• 18%  A. PR. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit  lin 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibility 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/stol 

PLUS,  a special  credit  card  protection  package. 
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if  you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment. 
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TRANSFER  CURRENT  BALANCE 


Please  transfer  m>  curreni  bank  credit  card  balance  to  m>  FirsTicr  VISA 
VISA  Account  Number 


MasterCard  Account  Number  - 
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Bank  . 


Balance  _ 
Balance  - 


TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

ENerything  that  I have  stated  in  this  application  is  correct  to  the  best  of  my  knowledge  I understand  that  you  will  retain  this  application  whether  or  not  it  is  approved.  You  are  authorized  to  check  my  credit  and  employi  i 
history  and  to  answer  questions  about  your  credit  experience  with  me 

I understand  that  if  my  application  is  approved.  I will  be  bound  by  all  the  terms  and  conditions  of  the  VISA  Agreement  that  will  be  sent  to  me  by  mail  Any  use  of  my  VISA  will  be  an  acceptance  of  the  VISA  Agreemj 
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Annual  Percentage  Rate  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  have  25  days  from  the  billing  cycle 
closing  date  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  S20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec.  1989 
when  It  was  printed  This  information  may  change  after  the  printing  date. 

To  find  out  what  may  have  changed,  call  us  at  l-8(X)-432-3209.  Or.  write  to  us  at  FirsTier  Bank  Cred ! 
Card  Center.  PO  Box  7.  Omaha.  NE  68101-9972. 
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“I  want  a 
malpractice  c< 
that  knows  he 


Protective. 


At  Medical  Protective,  lighting  tor  our 
doctors  is  our  number  one  prioritv.  We  know 
we  re  not  jnst  insuring  vour  finances.  We  re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

.\nd  when  we  go  to  battle,  onr  winning 
record  is  nnsurjiassed.  Tbe  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  tban  we  do.  We  invented  professional 
liabiliU'  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  bave 
employed  only  tbe  most  experienced  and 
skilled  malpractice  lawvers  in  vour  area.  We 
will  never  waver  from  tbis  commitment. 

Third,  commitment  of  this  kind  reouires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A..M.  Best  A+  (Superior)  rating,  we  don't 
have  to  make  indiWdual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  dlie 
Medical  Protective  Company  Ceneral  .Agent 
in  your  area  today. 


Fm  tettx  t,'  P ncj'  e &i p t «/  5! 

Serving  Nebraska  Physicians  Since  1949. 


Gerry  Smeader,  Suite  114,  Corporale  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 
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BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
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The  new  option  for  initial  antihypertensive  therapy 


New  Rx  information 

“Initiate  therapy  with  180  mg  of  sustained- 
release  verapamil  HCI,  Cabn  SR. . . 

-From  Dosage  and  Administration 
section  of  complete  prescribing 
information  tor  Colon  SRt 


NEW  180  mg 
CALANSR 


■ Instead  of  a diuretic  or  an  ACE  inhibitor. 

■ For  treatment  of  mild  to  moderate 
hypertension. 

Highly  effective... 

■ Effective  regardless  of  age’  ^^^  or  race.^ 

■ In  six  clinical  studies,  allowing  for  dosage 
titration  up  to  480  mg  per  day,  more  than 
80%  of  4,000  adult  patients  on  Colon  SR 
as  a single-agent  antihypertensive 
achieved  goal  blood  pressure.'  '^ 


Well  tolerated... 

■ Total  side-effect  incidence  with  Colon  SR 
180  mg  was  not  significantly  different  from 
that  of  placebo.^ 

■ Constipation,  the  most  commonly  reported 
side  effect  of  Colon  SR,  is  easily  managed 
in  most  patients. 

"Lower  initial  doses  of  120  mg  a doy  moy  be  warranted  in  patients  who  have  an 

increased  response  to  verapamil  (eg,  the  elderly  or  those  of  small  stature). 

ffor  adult  hypertensives  only. 

Please  see  references  and  a brief  summary  of  prescribing  information  on 

odjoining  page. 


NEW  180  mg 


SUSTATO-RELEASE  CAPLETS 

YOUR  80%  SOLUTION 

In  mild  to  moderate  hypertension 
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NEW  CALAN  SR  180  mg 


New  Rx  information 

"Initiate  therapy  with  180  mg  of  sustained- 
release  verapamil  HCI,  Colon  SR...” 

-From  Dosage  and  Administration 
section  of  complete  prescribing 
information  for  Colon  SR! 


■ Instead  of  a diuretic  or  an  ACE  inhibitor 

■ For  treatment  of  mild  to  moderate 
hypertension 

■ Highly  effective 

■ Well  tolerated 


NEW  180  mg 


SUS^A^ED•Ra£AS£  CAPLETS 


YOUR  80%  SOLUTION 

In  mild  to  moderate  hypertension 

'Lower  initial  doses  of  120  mg  o doy  moy  be  worronted  in  potienfs  who  hove  on  increosed  response 
to  veropomil  (eg,  the  elderly  or  those  of  small  stature). 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 

< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory  bypass  tract 
(eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection  fraction 

< 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any  degree  of 
ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure  with  optimum 
digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally  produce  hypoten- 
sion. Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been  demonstrated  to  be 
produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on  verapamil  is  prudent. 
Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and  an  accessory  AV  pathway 
(eg,  VVPW  or  LGL  syndromes)  have  developed  an  increased  antegrade  conduction  across  the 
accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid  ventricular  response  or  ventricular 
fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because  of  this  risk,  oral  verapamil  is  contrain- 
dicated in  such  patients.  AV  block  may  occur  (2nd-  and  3rd-degree,  0.8%).  Development  of  marked 
Ist-degree  block  or  progression  to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or,  rarely, 
discontinuation  and  institution  of  appropriate  therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus 
arrest,  pulmonary  edema  and/or  severe  hypotension  were  seen  in  some  critically  ill  patients  with 
hypertrophic  cardiomyopathy  who  were  treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function  (in 
severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular  dystrophy 
and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may  be  necessary 
to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmission.  Combined 
therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive  negative  effects  on  heart 
rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have  been  reports  of  excessive 
bradycardia  and  AV  block,  including  complete  heart  block.  The  risks  of  such  combined  therapy  may 
outweigh  the  benefits.  The  combination  should  be  used  only  with  caution  and  close  monitoring. 


Decreased  metoprolol  clearance  may  occur  with  combined  use.  Chronic  verapamil  treatment  can 
increase  serum  digoxin  levels  by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in 
digitalis  toxicity.  In  patients  with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and 
extrarenal  clearance  of  digitoxin.  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and 
the  patient  carefully  monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving 
blood-pressure-lowering  agents.  Disopyramide  should  not  be  given  within  48  hours  before  or  24 
hours  after  verapamil  administration.  (Concomitant  use  of  flecainide  and  verapamil  may  have  additive 
effects  on  myocardial  contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  In  a lowering  of  serum 
litliium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored 
carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may 
reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may 
increase  serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antag- 
onists needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiate 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage  reduction  may 
be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames  test. 
Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  This 
drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needed.  Verapamil  Is 
excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during  verapamil  use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1,4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash  (1.2%), 
flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0%  or  less  of  patients, 
occurred  under  conditions  where  a causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular 
dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope, 
diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebro- 
vascular accident,  confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic 
symptoms,  shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  ma- 
cules, sweating,  urticaria,  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, increased  urination,  spotty  menstruation,  impotence.  12/21/89  • P90-Vi/198V 
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you  ai'e  in  for  considerably  more 
than  youi'  everyday  medical  practice. 
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Plight  Surgeon. 
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0^ Check  Out  The  Services 
Your  NMA  Membership  Offers 

Special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 

NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

ffl^NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 
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Imagine  A Medical  Center 
M Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable  ^ 
support  for  your  I4— ' Enter 
patient  practice. 

Enter  into  a partnership  - a partnership 
in  patient  management. 
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A service  of  your  University  of  Nebraska  Medical  Center, 


EDITORIAL 


The  War  on  Cancer  — Are  We  Winning  or  Losing? 


lAMES  O.  ARMITAGE,  M.D. 
University  of  Nebraska  Medical  Center 
Omaha,  NE 


In  the  early  1970's,  Congress  declared  “war 
on  cancer"  with  the  passage  of  the  National 
Cancer  Act.  The  concept  was  that  with  enough 
money  cancer  could  be  cured  — analogous  to 
the  problem  of  putting  man  on  the  moon. 
Recently  articles  have  been  published  sug- 
gesting that  the  effort  has  been  a failure  and 
showing  that  the  number  of  people  dying 
from  cancer  has  actually  increased  since  the 
passage  of  the  National  Cancer  Act.  This  has 
led  to  serious  questioning  of  the  wisdom  of 
continuing  investment  in  cancer  research  in 
this  country. 

Have  we  really  failed  in  our  attempts  to 
improve  the  lot  of  patients  with  cancer?  To 
seriously  answer  that  question,  it  is  necessary 
to  realize  that  cancer  is  not  one  disease. 
Rather,  it  is  a variety  of  illnesses  that  have  in 
common  genetic  abnormalities  leading  to 
deregulated  cell  growth.  These  genetic  ab- 
normalities can  include  over  expression  or 
altered  expression  of  “oncogenes"  (i.e.  genes 
that  direct  the  production  of  proteins  im- 
portant in  cellular  proliferation  and  different- 
iation) and  under  expression  of  antioncogenes. 

The  damage  to  DNA  that  leads  to  cancer 
appears  to  be  most  commonly  the  result  of  an 
environmental  injury.  Frequent  offenders 
appear  to  be  environmental  chemicals  (e.g. 
carcinogens  in  cigarette  smoke  causing  lung 
cancer),  irradiation  (e.g.  sun  exposure  causing 
melanoma),  and  viruses  (e.g.  hepatitis  B virus 
associated  with  primary  liver  cancer).  It  is  also 
clear  that  the  normal  immune  system  is 
important  in  suppressing  the  development  or 
progression  of  cancer  and  immune  defects 
yield  increases  in  certain  types  of  malignancies 
(e.g.  lymphoma  and  Kaposi's  sarcoma  in 
patients  with  AIDS).  As  would  be  expected, 
most  cancers  occur  with  increased  frequency 
in  older  patients. 

Once  established,  our  therapeutic  options 
for  a patient  with  cancer  are  several.  They 
include  surgery  and  radiation,  both  which 
require  the  cancer  to  be  fairly  localized  and 


confined  to  organs  that  can  be  safely  removed 
and/or  are  more  radio-resistant  than  the 
cancer  itself.  Chemical  treatments  (i.e.  chemo- 
therapy) are  systemic  but  require  the  cancer 
to  be  sensitive  to  the  action  of  the  drugs. 
Altering  the  endocrine  milieu  in  a patient  can 
also  be  beneficial  by  slowing  the  growth  of 
certain  cancers,  but  it  is  not  curative.  Newer 
therapies  with  promise  include  altering  the 
patients  immologic  response  to  the  cancer 
(e.g.  IL-2  administration  in  renal  cell  cancer 
and  bone  marrow  transplants  in  CML),  drugs 
capable  of  altering  the  expression  of  genes  in 
cancer  cells  (e.g.  interferon-A  in  CML),  and 
antibodies  that  home  to  a particular  antigen 
on  cancer  cells,  but  not  normal  cells,  that  carry 
along  a toxin  (e.g.  ricin)  or  radioactive  molecule 
(e.g.  Y^°). 

How  successful  have  we  been  with  the 
available  therapies?  There  are  actually  many 
success  stories.  Colon  cancer  can  now  be 
cured  in  approximately  90%  of  patients  when 
confined  to  the  colon  and  even  in  30-40%  of 
the  patients  when  the  disease  has  spread  to 
regional  lymph  nodes.  Hodgkins  disease  can 
be  cured  in  65-70%  of  all  patients  with 
radiotherapy  and/or  chemotherapy.  Testicular 
cancer  can  now  be  cured  with  chemotherapy 
in  80-90%  of  all  patients.  The  majority  of 
children  with  cancer  can  be  cured.  In  a 
number  of  diseases  the  therapies  are  sufficiently 
effective  that  the  research  emphasis  is  now 
shifting  to  decreasing  treatment  related  mor- 
bidity. However,  one  principle  that  seems  to 
apply  is  that  treatments  are  more  successful  in 
younger  than  older  patients. 

Unfortunately,  some  of  the  most  common 
cancers  have  not  responded  to  available 
treatments.  These  include  lung  cancer  (i.e.  the 
number  one  cancer  killer)  and  pancreatic 
cancer.  Even  a disease  such  as  breast  cancer 
that  can  be  cured  with  surgery  or  radiotherapy 
when  localized,  and  where  metastases  can  be 
prevented  in  some  patients  with  adjuvant 
chemotherapy,  is  almost  always  incurable 
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after  metastases  become  apparent.  A significant 
amount  of  the  care  currently  given  to  cancer 
patients  is  in  a setting  where  no  survival 
benefit  could  be  reasonably  expected. 

There  is  every  reason  to  believe  that  the 
future  will  hold  further  advances  in  treatment 
due  to  ongoing  basic  and  clinical  research. 
However,  these  are  unlikely  to  solve  the 
problem  and  are  not  the  most  efficient 
approach  in  any  case.  The  fact  that  treatments 
are  less  effective  in  elderly  patients  (i.e.  where 
the  frequency  of  cancer  is  the  highest)  is 
important  in  this  regard.  A far  more  effective 
approach  would  be  to  apply  the  old  saying  “a 
stitch  in  time  saves  nine”  and  prevent  the 
disease.  In  fact,  with  no  further  research  we 
know  now  to  prevent  an  estimated  30%  of  the 
cases  of  cancer  in  the  United  States  including 


almost  all  cases  of  lung  cancer-simply  by 
stopping  smoking.  Surprisingly,  the  same 
Congress  that  declared  war  on  cancer  continues 
to  subsidize  the  growing  of  tobacco.  It 
appears  that  cancer  prevention  will  only  work 
if  a cause  is  discovered  that  no  one  liked  in  the 
first  place,  or  if  a preventative  "pill”  can  be 
discovered  that  is  painless,  effortless  and 
cheap. 

Well  then,  are  we  winning  or  losing  the  war 
on  cancer?  Certainly  the  money  invested  in 
research  has  yielded  dramatic  therapeutic 
advances  in  many  types  of  cancer  and  will 
continue  to  do  so.  However,  unrealistic  ex- 
pectations in  light  of  our  aging  population  and 
unwillingness  to  address  cancer  prevention 
will  lead  to  disillusionment. 
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LETTER  TO  THE  EDITOR 


What  is  an  MRO? 


LEO  F.  WEILER,  M.D. 

Frontier  Medical  Chnic 
14507  Frontier  Road,  Omaha,  NE  68138 


We  are  in  an  era  of  “alphabet  soup"  where 
everything  has  to  have  a few  letters  to  add  to 
its  importance.  Now  we  have  a new  set  of 
letters,  but  only  for  a few  physicians.  MRO 
stands  for  Medical  Review  Officer  and  has  to 
do  only  with  the  transportation  industry. 

All  of  this  information  and  quotations  come 
from  The  Federal  Register,  Vol.  54,  No.  230, 
December  1,  1989  and  Vol.  55.  No.  22, 
February  1,  1990.  Under  these  rules,  the 
Department  of  Transportation  ordered  man- 
datory drug  testing  for  six  divisions  of  the 
agency,  including  the  Federal  Highway  Ad- 
ministration (FHWA).  This  act  requires  drug 
testing  for  interstate  truck  drivers  as  a condition 
for  employment,  as  a periodic  test  for  relicen- 
sure, for  post  accident  evaluation,  and  even- 
tually as  a random  screening  procedure.  In 
addition,  an  employer  may  screen  at  any  time 
for  reasonable  cause.  The  random  and  post 
accident  screening  are  currently  stayed  by  a 
temporary  injunction. 

The  definition  of  the  Medical  Review  Officer 
is  "A  licensed  physician  responsible  for  receiving 
laboratory  results  generated  by  an  employer's 
drug  testing  program  who  has  knowledge  of 
substance  abuse  disorders  and  has  appropriate 
medical  training  to  interpret  and  evaluate  an 
individual's  positive  test  result  together  with 
his  or  her  medical  history  and  any  other 
relevent  biomedical  information." 

The  five  drugs  being  tested  for  are  cocaine, 
marijuana,  opiates,  amphetamines,  and  phen- 
cyclidine. The  rules  are  very  strict  in  regard  to 
collection,  chain  of  custody  of  the  specimen, 
and  reporting.  The  position  of  the  MRO  was 
very  carefully  spelled  out  in  December  and 
further  clarified  and  upheld  in  February."  . . .the 
MRO  will  be  a key  individual  in  ensuring  that 
the  drug  testing  program  is  functioning  properly 
and  fairly."  ".  . .the  MRO  is  to  be  responsible 
for  the  integrity  of  test  results  and  record 
keeping. . ."  "A  trained,  medically  knowledge- 


able person,  the  MRO  is  essential  to  distinguish 
legal  from  prohibited  use  of  substances."  ".  . 
.an  MRO  is  a safeguard  that  will  ensure  that 
the  FHWA  required  drug  tests  will  be  fair  to 
those  tested." 

Now,  with  all  that  out  of  the  way,  what 
exactly  does  an  MRO  do?  Every  truck  driver 
applying  for  a job  must  first  test  negative  on 
their  drug  screen.  The  employer  cannot  allow 
a driver  to  operate  a truck  unless  he  is 
negative,  nor  can  he  allow  an  experienced 
driver  who  tested  positive  on  his  periodic 
exam  to  operate  his  truck.  As  a part  of  pre- 
employment or  periodic  testing,  a urine 
sample  is  sent  to  an  approved  laboratory 
where  it  is  initally  screened  for  the  five  drugs. 
If  the  screen  is  negative,  the  urine  is  discarded 
and  the  driver  is  certified  as  clean.  If  the 
screen  is  positive,  further  identification  is 
done  by  means  of  gas  chromatography/mass 
spectrometry.  If  the  urine  is  confirmed  positive, 
for  the  drug  or  its  metabolite,  it  is  then 
reported  to  the  MRO. 

The  MRO  then  has  to  determine  whether 
the  drug  use  was  legal  or  illegal.  Obviously, 
there  is  no  legal  justification  for  PCP,  but  what 
about  opiates,  cocaine,  cannaboids,  or 
amphetamines?  I hope  that  no  one  is  pre- 
scribing amphetamines  today,  but  one  never 
knows.  We  all  tend  to  prescribe  codeine  for 
various  aches  and  pains,  a few  terminal  cancer 
patients  are  given  THC,  and  a few  ENT 
physicians  still  use  cocaine.  My  job  is  to  sort 
all  of  this  out  and  give  a reasonable  report  to 
the  employer  based  on  my  best  judgement.  It 
may  mean  calling  the  physician  or  pharmacist, 
or  it  may  mean  that,  after  talking  to  the 
individual,  there  is  no  medical  justification  for 
their  positive  test. 

In  three  months,  I have  had  occasion  to  talk 
to  27  individuals  where  urine  was  positive. 
Obviously,  the  one  positive  for  both  marijuana 
and  amphetamine  had  no  logical  explanation. 
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The  one  I felt  sorry  for  was  the  one  given 
marijuana  laced  brownies  during  his  going 
away  party.  Responses  range  from  frank  denial 
to  honest  acceptance.  Four  legal  positives, 
which  were  reported  to  the  employer  as 
negative,  had  codeine  as  the  cause.  I called  a 
dentist  on  his  day  off  to  verify  Tylenol  #3  to 
his  patient  and  a wife  to  verify  Tussar  SF  for 
her  husband.  One  legal  positive  took  Par- 
epectolin  which  does  not  require  a prescription 
in  some  states.  The  good  news  is  that  the  1 000 
other  urines  were  negative. 

I also  have  the  duty  to  declare  a driver 


medically  unqualified  if  he  or  she  has  been 
prescribed  a legal  drug,  such  as  a tranquilizer, 
which  would  present  a hazard  to  the  safe 
operation  of  his  or  her  truck. 

If  you  know  that  your  patient  is  a truck 
driver,  let  him  or  her  know  if  your  prescription 
is  safe.  If  it  is  unsafe,  advise  them  not  to  drive 
until  they  have  finished  it. 

So  if  you  get  a call  from  an  MRO,  you  now 
know  where  he  is  coming  from  and  the 
reason  for  his  call.  He  is  not  being  judgemental 
when  he  calls,  he  is  only  trying  to  be  fair  and 
honest  with  the  positive  truck  driver. 


164  Nebraska  Medical  Journal  July  1990 


ORIGINAL  ARTICLE 


Therapy  of  Giant  Intracranial 
Aneurysms  In  The  Elderly 


STEPHEN  DORAN,  B.S.,  *LYAL  LEIBROCK,  M.D.  JOHN  MAWK,  M.D.,  LES  HELLBUSCH,  M.D. 
ROBERT  HACKER,  M.D.,  BENJAMIN  CELBER,  M.D.,  and  ERIC  PIERSON,  M.D. 
Department  of  Surgery  (Neurosurgery).  University  of  Nebraska  Medical  Center.  Omaha.  Nebraska 


ABSTRACT 

A series  of  13  elderly  patients  (eight  female, 
five  male)  with  giant  intracranial  aneurysms  is 
presented.  The  mean  age  was  67.8  years,  with  a 
range  of  57-81  years.  The  paper  presents  the  sig- 
nificant medical  problems  associated  with  oper- 
ating on  elderly  individuals.  Surgical  intervention 
was  attempteo  in  all  cases.  Following  surgical 
treatment,  eight  patients  (62%)  are  alive  and 
functional.  Three  patients  (23%)  are  alive  but 
partially  disabled.  Two  patients  (15%)  died  dur- 
ing the  perioperative  period.  This  compares  fa- 
vorably with  other  series  which  include  younger 
patients  indicating  surgery  for  giant  intracranial 
aneurysms  can  be  carried  out  in  elderly  patients 
with  an  acceptable  morbidity  and  mortality. 

Key  words:  giant  aneurysm,  elderly,  subarach- 
noid hemorrhage 

Giant  intracranial  aneurysms 
are  those  with  a largest  di- 
ameter greater  than  2.5  cm. 
They  are  relatively  uncommon,  constituting 
approximately  5%  of  all  intracranial  aneu- 
rysms.^ They  are  more  common  in  women 
(F:M  = 1.5;1  to  3:1)  and  in  the  age  group 
30  to  60,  with  most  studies  reporting  an  av- 
erage age  between  40  and  50.  2,4,5,8,15 

It  was  previously  believed  giant  aneurysm 
rarely  hemorrhaged.^  However,  more  re- 
cent studies  have  found  36  to  72%  of  giant 
aneurysms  present  with  subarachnoid  hem- 
orrhage (SAH).^'^”''^  In  addition  to  hemor- 
rhaging, giant  aneurysms  may  cause  symp- 
toms due  to  compression  of  adjacent  struc- 
tures, such  as  the  optic  or  other  cranial 
nerves,  the  brain  stem,  or  even  the  outflow 
of  the  ventricles,  in  which  case  they  produce 
hydrocephalus.^'^'®  Giant  aneurysms  may  also 
cause  focal  seizures,  progressive  dementia, 
transient  ischemic  attacks,  or  cerebral  in- 
farction.^'’’'®'^® 

Elderly  patients  represent  a unique  subset 


of  those  with  giant  aneurysms.  In  this  paper, 
a series  of  1 3 elderly  patients  (mean  age  = 
67.8  yrs)  with  giant  intracranial  aneurysms  is 
presented. 

SUMMARY  OF  CASES 
Case  Material 

During  the  period  1 984  to  1 987,  1 3 elderly 
patients  underwent  surgical  treatment  of  giant 
intracranial  aneurysms  at  the  University  of 
Nebraska  Medical  Center  and  affiliated  hos- 
pitals. There  are  eight  females  and  five  males. 
The  mean  age  was  67.8  years,  with  a range 
of  57-81  years.  All  were  Caucasian.  Numer- 
ous medical  conditions  were  present  in  this 
group  of  patients. 

Initial  symptoms  were  due  to  subarach- 
noid hemorrhage  (SAH)  in  five  cases  (38%). 
In  six  cases  (46%)  presenting  symptoms  were 
due  to  mass  effect  exerted  by  the  aneurysm, 
leading  to  ophthalmoplegia,  diplopia,  se- 
vere facial  pain,  visual  field  impairment,  and 
a cavernous  sinus  syndrome.  One  case 
presented  with  SAH  and  embolic  phenome- 
non, and  another  presented  with  embolic 
phenomenon  and  mass  effect  symptoms. 

Illustrative  Cases 

Case  4:  A 66  year  old  woman  on  long 
term  Coumadin  therapy  for  chronic  venous 
insufficiency  in  the  legs  suffered  SAH  after 
two  weeks  of  increasingly  severe  headache. 
She  had  morbid  exogenous  obesity  and  dis- 
abling arthritis  in  both  knees.  On  admission, 
she  was  clinical  grade  IV,  had  a left  facial 
palsy  and  a right-sided  SAH  by  CT  scan. 
Angiography  revealed  bilateral  ophthalmic 
aneurysms,  with  the  left  aneurysm  measur- 
ing 1 cm  in  diameter  and  the  right  aneurysm 
measuring  2.5  cm  in  largest  dimension.  Fol- 
lowing preoperative  stabilization  and  the 
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placement  of  the  Swan-Ganz  catheter,  she 
underwent  placement  of  a progressive  oc- 
clusion device  (Salibi  clamp)  on  the  cervical 
right  internal  carotid  artery.  She  had  gener- 
alized right  hemisphere  ischemia  due  to 
marginal  collateral,  but  made  a full  recov- 
ery. 

Case  5:  A 72  year  old  female  suffered 
SAH  and  was  admitted  to  the  hospital  in 
grade  III  condition,  with  a mild  third  nerve 
palsy.  Angiography  disclosed  a giant  left 
internal  carotid  artery  aneurysm;  the  neck  of 
the  aneurysm  could  not  be  clearly  identi- 
fied. She  also  had  an  asymptomatic  basilar 
summit  aneurysm  6 mm  in  size.  At  craniot- 
omy, the  neck  of  the  internal  carotid  artery 
aneurysm  could  not  be  identified  because 
the  surgeon  was  unable  either  to  manipulate 
the  aneurysm  or  to  see  around  its  equator. 
A clip  was  placed  across  the  internal  carotid 
artery  intracranially,  and  a second  operation 
was  done  a week  later  to  trap  the  aneurysm 
by  cervical  carotid  ligation.  Use  of  a Swan- 
Ganz  postoperatively  facilitated  manage- 
ment of  the  patient's  chronic  congestive 
heart  failure.  She  recovered  fully. 

Case  9:  A 63  year  old  man  complained  of 
vague  visual  disturbances  for  several  months; 
visual  fields  disclosed  a right  homonymous 
hemianopsia.  A magnetic  resonance  scan 
(figure  1)  demonstrated  the  suspected  giant 
aneurysm  arising  from  the  right  anterior  cir- 
culation, but  extending  into  the  left  cerebral 


hemisphere.  Angiography  (figure  2)  demon- 
strated only  partial  filling  of  the  huge  aneu- 
rysm; the  neck  could  not  be  well  visualized. 
At  surgery  (figure  3)  the  aneurysm  was  found 
to  involve  the  right  A1  and  A2  portions  of  the 
anterior  cerebral  artery  and  the  anterior 
communicating  artery.  It  compressed  both 
optic  nerves  and  the  optic  chiasm.  Tempo- 
rary clips  were  placed  across  the  right  A1 
and  A2  portions  of  the  anterior  cerebral 
artery  and  anterior  communicating  artery. 
The  aneurysm  was  opened  and  gutted.  It 
was  not  possible  to  reconstruct  a vascular 
conduit,  so  permanent  clips  were  left  across 
these  vessels.  Therapeutic  barbiturate  coma 
was  employed  in  the  first  four  postoperative 
days.  The  patient  suffered  a small  infarction 
of  the  head  of  the  right  caudate  nucleus,  but 
otherwise  tolerated  vessel  sacrifice  well.  He 
returned  home  with  a mild  memory  deficit 
and  improved  vision.  One  year  after  surgery 
the  patient  is  normal. 

Case  11:  A 57  year  old  chronic  alcoholic 
presented  with  a long  history  of  severe  atypi- 
cal face  pain  and  left-sided  lower  cranial 
nerve  palsies.  Workup  with  CT,  magnetic 
resonance  scanning,  and  angiography  re- 
vealed a 6 cm  cerebellopontine  angle  mass 
which  filled  poorly  with  blood.  The  sus- 
pected origin  of  the  aneurysm  was  the  left 
posterior  inferior  cerebellar  artery.  At  sur- 
gery it  was  necessary  to  resect  the  lateral  one 
third  of  the  cerebellar  hemisphere  to  gain 
access  to  the  lesion.  The  aneurysm  was 


FIGURE  1A  and  IB 

Magnetic  resonance  scan  of  a giant  aneurysm  of  the  right  anterior  circulation  in  a 63  year  old  man. 
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FIGURES  2A  and  2B 

Cerebral  angiography  of  a giant  aneurysm  of  the  right  anterior  circulation  in  a 63  year  old  man. 
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Left  and  Right  anterior 
cerebral  arteries 


FIGURE  3 

Giant  ophthalmic  aneurysm  arising  from  junction  of  anterior  communicating,  proximal,  and  distal 
anterior  cerebral  arteries.  The  aneurysm  severely  compresses  the  right  optic  nerve.  Symptoms  were 
due  to  compression  of  the  left  optic  tract  by  the  other  lobe  of  the  aneurysm  (crosshatched). 


opened  and  gutted  without  proximal  vascu- 
lar control;  bleeding  was  only  modest.  A 
permanent  clip  was  placed  across  the  region 
of  the  neck;  it  was  estimated  90%  of  the 
mass  of  the  aneurysm  was  removed.  Recur- 
rent aspiration  in  the  postoperative  period 
necessitated  tracheostomy.  A Swan-Ganz 
catheter  was  used  to  monitor  volume  status. 
The  patient  made  a slow  but  steady  recov- 
ery. He  is  able  to  care  for  himself  at  home 
and  is  able  to  do  light  work.  His  face  pain  is 
minimal. 

Case  12:  A 74  year  old  woman  had 
multiple  posterior  cerebral  infarcts  in  the 


past,  resulting  in  visual  field  and  motor  defi- 
cits. She  presented  with  new  headaches  and 
was  discovered  to  have  a giant  vertebral 
artery  aneurysm.  She  had  a past  history  of 
severe  bronchiectasis,  so  a lengthy  course  of 
preoperative  pulmonary  preparation  was 
undertaken.  At  the  time  of  posterior  fossa 
exploration,  the  aneurysm  was  readily  iden- 
tified and  trapped.  She  made  a good  initial 
recovery,  and  was  ambulatory  about  the 
ward.  Aspiration  led  to  pneumonia  and  super- 
infection with  both  fungus  and  herpes  sim- 
plex. She  died  of  respiratory  complications 
during  the  third  postoperative  week. 


July  1990  Nebraska  Medical  Journal  167 


TREATMENT 

Table  1 lists  the  surgical  location  and  ap- 
proach of  the  aneurysm  in  each  patient. 
Surgery  was  performed  under  general  anes- 
thesia with  controlled  hypotension  induced 
by  deepening  of  the  inhalation  agent  or  by 
use  of  sodium  nitroprusside.  Because  of  the 
patients'  advanced  ages,  the  amount  of  hypo- 
tension used  in  this  series  was  less  than  typi- 
cally used  in  similar  operations. 

Results  of  Treatment 

Table  II  lists  the  results  and  complications 
of  treatment.  Following  surgical  treatment, 
eight  patients  (62%)  were  alive  and  func- 
tional. Three  patients  (23%)  were  alive  but 
disabled.  Two  patients  (15%)  died  during 
the  perioperative  period.  One  patient  died 
after  intraoperative  rupture  of  the  aneu- 
rysm, while  the  other  died  of  pneumonia. 
Thus  the  overall  morbidity  (death  and  dis- 
ability) was  38%.  Complications  of  treat- 


ment included  pneumonia  in  three  cases,  la- 
ryngeal edema  in  one  case,  with  two  pa- 
tients requiring  tracheostomy.  In  addition, 
three  patients  experienced  a stroke,  one  de- 
veloped seizures,  and  one  developed  an 
infected  bone  flap.  Vasospasm  occurred  in 
two  cases  and  asymptomatic  infarction  of 
the  head  of  the  caudate  occurred  in  one 
case. 

Discussion 

Microsurgical  techniques  have  improved 
surgical  management  of  intracranial  aneu- 
rysms, although  giant  aneurysms  continue  to 
prove  a technical  challenge.  This  is  due  to  a 
number  of  factors:  large  size  and  often  large 
neck,  proximity  to  diencephalic  and  brain 
stem  structures,  the  incorporation  of  perfo- 
rating vessels  into  the  wall  of  the  neck,  the 
occasional  incorporation  of  the  parent  ar- 
tery into  its  sac,  and  the  increased  likelihood 
of  atheromatous  involvement  at  the  neck  of 
the  aneurysm. 


TABLE  I 


PATIENT 

PRESENTATION 

ANEURYSM 

LOCATION 

SURGICAL 

APPROACH 

1-77,  F 

Cavernous 
sinus  syndrome 

Cavernous 

sinus 

Salibi  Clamp* 

2-68,  F 

Subarachnoid 

Hemorrhage 

ICA 

clipping 

3-81,  F 

Ophthalmoplegia 

ICA 

STA-MCA  Bypass 
Salibi  clamp 

4-66,  F 

Subarachnoid 

Hemorrhage 

Ophthalmic 

Salibi  clamp 

5-75,  F 

Subarachnoid 

Hemorrhage 

ICA 

clipping 

6-69,  M 

Eye  pain, 
diplopia 

Anterior 

communicating 

clipping 

7-59,  M 

Headaches 

Ophthalmic 

STA-MCA  Bypass 
Salibi  clamp 

8-69,  F 

Subarachnoid 

Hemorrhage 

Basilar  tip 

attempted 

clipping 

9-64,  M 

Diplopia  Sr 
field  cut 

Anterior 

communicating 

trapping 

10-68,  F 

Subarachnoid 

Hemorrhage 

ICA 

clipping 

11-57,  M 

Face  pain 

vertebral/PIC A 

clipping 

12-74,  F 

Headaches 
and  strokes 

PICA 

trapping 

13-58,  M 

Right  lower 
extremity  monopleg 
with  subarachnoid 
Hemorrhage 

Distal  ACA 
ia 

trapped  & 
resected 

* Salibi  Clamp  - slowly  occluding  ICA  clamp 
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In  the  elderly  patient,  additional  factors 
make  management  of  giant  aneurysms  even 
more  problematic.  Associated  diseases  in 
this  series  included  alcoholism,  hyperten- 
sion, bronchiectasis,  emphysema,  morbid 
obesity,  anticoagulation  therapy,  severe  os- 
teoarthritis, congestive  heart  failure,  peptic 
ulcer  disease,  and  ventral  abdominal  hernia. 
This  points  to  the  need  for  aggressive  medi- 
cal management  in  the  pre-  and  postopera- 
tive period,  especially  with  regard  to  pulmo- 
nary problems.  Along  with  the  pre-existing 
medical  conditions,  the  length  of  the  opera- 
tive procedure,  recurrent  aspiration,  atelec- 
tasis due  to  immobility,  and  opportunistic 
infections  may  have  contributed  to  postop- 
erative morbidity  and  mortality. 

With  the  complicated  nature  of  surgical 
management  of  giant  aneurysms,  one  might 
be  tempted  to  treat  such  lesions  conserva- 
tively, especially  in  elderly  patients.  There 
have  been  reports  of  a few  cases  of  un rup- 
tured aneurysms  successfully  treated  with 
medical  therapy.”  In  addition,  there  have 


been  reports  of  spontaneous  thrombosis  and 
decrease  in  size  of  giant  aneurysms. 
However,  the  prognosis  for  unoperated  giant 
aneurysms  is  generally  considered  to  be  poor. 
In  Bull's  series,  9 of  22  cases  were  treated 
non-surgically.  Of  these  nine,  five  were  dead 
within  one  and  half  years. ^ In  addition,  Morley 
and  Barr  reported  that  of  three  patients  with 
extracavernous  giant  aneurysms  treated  non- 
surgically,  two  were  dead  within  four  years.® 
Sonntag  el  al.  reported  three  of  four  cases 
treated  non-surgically  died  within  two 
months. The  high  incidence  (54%  in  this 
series)  of  presentation  of  a mass  lesion  caus- 
ing neurological  deficit  or  pain  encourages 
aggressive  management.  Given  the  poor 
prognosis  of  giant  aneurysms,  surgical  treat- 
ment in  the  symptomatic  patient  may  be  fa- 
vored. An  additional  factor  favoring  aggres- 
sive management  of  giant  aneurysms  in  the 
elderly  is  the  brain  atrophy  typical  of  ad- 
vanced age  which  facilitates  exposure  of  the 
aneurysm. 

The  operative  mortality  in  surgical  man- 


TABLE  II 


PATIENT 

PRESENTATION 

OUTCOME* 

COMPLICATIONS 

1-77,  F 

Cavernous 
sinus  syndrome 

A,D 

1-stroke,  12  hours  after  full 
occlusion;  2-incidental 
aneurysm 

2-68,  F 

Subarachnoid 

Hemorrhage 

A,D 

1- vasospasm  caused  a stroke; 

2- tracheostomy 

3-81,  F 

Ophthalmoplegia 

A,F 

4-66,  F 

Subarachnoid 

Hemorrhage 

A,F 

1- incidental  aneurysm; 

2- transient  ischemic  deficit 

5-75,  F 

Subarachnoid 

Hemorrhage 

A,F 

incidental  aneurysm 

6-69,  M 

Eye  pain, 
diplopia 

A,F 

7-59,  M 

Headaches 

A,F 

aspiration  pneumonia 

8-69,  F 

Subarachnoid 

Hemorrhage 

E 

intraoperative  rupture 

9-64,  M 

Diplopia  & 
field  cut 

A,F 

infarct-artery  of  Heubner 

10-68,  F 

Subarachnoid 

Hemorrhage 

A,D 

1- incidental  aneurysm, 

2- vasospasm 

11-57,  M 

Face  pain 

A,F 

aspiration  pneumonia, 
tracheostomy 

12-74,  F 

Headaches 
and  strokes 

E 

aspiration  pneumonia 

13-58,  M 

Right  lower  A,F 

extremity  monoplegia 
with  Subarachnoid 
Hemorrhage 

mild  social  indifference 
and  slow  gait 

* A,  D = Alive  and  Disabled 
A,  F = Alive  and  Functional 
E = Expired 
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agement  of  giant  aneurysms  has  been  re- 
ported as  high  as  55%^  to  more  recently  as 
low  as  4%.'^  This  recent  improvement  is  at- 
tributable to  microsurgical  instrumentation 
and  anesthetic  techniques.  In  our  series,  the 
operative  mortality  was  15%.  This  compares 
favorably  with  other  recent  studies  with  a 
younger  aged  population.  Onuma  reported 
a operative  mortality  of  20.8%,  while  Ho- 
sobuchi  and  Drake  reported  surgical  mor- 
talities of  15%  and  15.5%  respectively."’'^'^  In 
addition,  overall  morbidity  in  our  study  was 
38%,  which  also  compares  favorably  with 
recent  studies  with  a younger  aged  popula- 
tion. Onuma  reported  an  operative  morbid- 
ity of  37.5%,  while  Drake  reported  a mor- 
bidity of  28. 5%. 

Conclusions: 

Several  conclusions  may  be  drawn  from 
this  small  series.  First,  surgery  for  giant  aneu- 
rysms of  the  cerebral  circulation  can  be 
carried  out  in  elderly  patients  with  an  ac- 
ceptable morbidity  and  mortality.  Second, 
the  high  incidence  of  presentation  as  a mass 
lesion  causing  neurologic  deficit  or  pain  en- 
courages aggressive  management.  The  surgi- 
cal approach  must  be  individualized  depen- 
dant on  the  medical  character  of  the  patient 
and  specific  anatomy  of  the  aneurysm.  Fi- 
nally, attentive  and  prolonged  pre-and  post- 
operative management  is  a requisite  for 
acceptable  results. 
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SWALLOWING  difficulty  is 
often  the  first  sign  of  a pri- 
mary esophageal  neo- 
plasm. This  symptom  may  also  be  the  initial 
manifestation  of  a metastatic  malignancy. 
However,  this  is  a rare  event  and  a primary 
tumor  has  usually  been  manifest  for  a long 
period  of  time,  and  diagnosis  of  metastatic 
etiology  is  quite  obvious.’ 

In  former  years,  cancer  therapy  often  failed 
to  control  the  primary  neoplasm  and  this 
would  result  in  the  patient's  death  long  before 
micrometastases  had  time  to  grow  and  be- 
come clinically  evident.  With  current  aggres- 
sive treatment  utilizing  surgery,  chemother- 
apy and  radiotherapy,  fewer  local  failures 
occur^;  however,  more  cases  of  unusual  me- 
tastases are  appearing  which  were  unheard 
of  in  the  past.  An  example  would  be  painful 
bony  metastases  from  a primary  oropharyn- 
geal cancer  which  has  been  locally  cured 
with  surgery  and  irradiation.  Because  of  this, 
esophageal  metastatic  involvement,  though 
not  usual,  promises  to  be  seen  with  increas- 
ing frequency  in  the  future  especially  in 
certain  patients,  i.e.,  breast  carcinoma  since 
the  incidence  will  mirror  the  frequency  of 
the  primary. 

A case  report  of  dysphagia  due  to  metas- 
tiatic  breast  carcinoma  is  presented.  This 
case  report  and  a review  of  the  literature  with 
emphasis  on  pathogenetic  mechanism,  clini- 
cal presentation,  diagnosis  and  treatment 
options  form  the  basis  of  this  presentation. 

Case  History 

The  patient  was  a 67  year  old  white  female 
when  she  underwent  a right  modified  radical 
mastectomy  for  treatment  of  adenocarcinoma 
of  the  right  breast  in  1970.  The  patient  did 
well  until  September,  1979  when  she  devel- 


oped dysphagia  associated  with  a 15  lb. 
weight  loss.  A barium  swallow  showed  the 
presence  of  a lack  of  peristalsis  and  distensi- 
bility  of  the  distal  two-thirds  of  the  esopha- 
gus. (Figure  1)  The  radiologic  appearance 
was  that  of  diffuse  tumor  infiltration.  Esoph- 
agoscopy  showed  marked  narrowing  from  to 
25  to  35  cm.  The  mucosa  appeared  normal. 
Biopsies  were  taken  and  were  normal.  The 
clinical  diagnosis  was  that  of  metastatic  breast 
carcinoma  involving  the  esophagus.  The 
patient  underwent  a course  of  megavoltage 
irradiation  to  the  mediastinum,  receiving 
4,000  rads  at  a dose  rate  of  180  rads  per 
treatment  fraction.  She  was  also  started  on 


FIGURE  1 

Barium  study  showing  narrowed  segment  of  esopha- 
gus with  lack  of  peristalsis.  Small  diverticulum  pres- 
ent. 
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estrogen  therapy.  A Barium  swallow  later 
showed  the  esophagus  to  be  pliable  with 
considerable  improvement  in  distensibility. 
(Figure  2)  She  later  developed  other  manifes- 
tations of  metastatic  disease  such  as  infiltra- 
tion of  her  colon  and  bony  metastases.  Suc- 
cessful palliative  management  ensued  utiliz- 
ing chemotherapy  and  external  irradiation. 
The  patient  expired  5 1/2  years  following  the 
onset  of  metastatic  dysphagia.  This  case  is 
interesting  in  that  it  illustrates  the  usual  clini- 
cal behavior  of  breast  carcinoma  metastatic 
to  the  esophagus.  The  majority  of  these 
patients  are  menopausal  women  who  pres- 
ent with  progressive  weight  loss  and  dysph- 
agia. They  have  usually  experienced  a long 
disease-free  interval  following  their  mastec- 
tomy. This  inter\'al  is  an  average  of  7 years. 
Esophageal  involvement  is  frequently  the  sole 
manifestation  of  recurrent  breast  carcinoma 
but  concomitant  disease  may  be  found  else- 
where, most  often  in  the  lung,  bone,  pleura 
or  chest  wall.^ 


FIGURE  2 

Barium  swallow  after  course  of  external  irradiation. 
Considerable  improvement  in  distensibility. 


Etiology  and  Pathogenesis 

Breast,  lung  and  stomach  neoplasms  com- 
prise the  majority  of  tumors  that  cause  secon- 
dary dysphagia.'^  9%  of  women  dying  of 
breast  cancer  have  foci  of  tumor  within  the 
esophagus^  and  8-13%  of  patients  dying  of 
lung  cancer  have  esophageal  involvement, 
squamous  cell  carcinoma  being  the  most  fre- 
quent cell  type.^  Although  breast  and  lung 
tumors  constitute  most  secondary  carcino- 
mas, any  neoplasm  metastatic  to  the  medi- 
astinum may  involve  the  esophagus.  A wide 
variety  of  neoplasms  such  as  kidney,  pros- 
tate, endometrium,  pancreas,  tongue  and 
hypopharynx  has  been  reported  in  the  litera- 
ture because  of  the  unusual  nature  of  such 
occurrence.^  Esophageal  involvement  by  lym- 
phoma either  as  a primary  disease  or  as  a 
manifestation  of  a disseminated  disease  is 
distinctly  uncommon.^ 

The  esophagus  is  involved  by  metastatic 
neoplasms  through  direct  tumor  extension 
from  nearby  organs,  mediastinal  metastatic 
lymphadenopathy  and  blood  borne  spread.^ 
Involvement  from  adjacent  organs  is  the  most 
common  manifestation  and  usually  occurs 
through  lymphadenopathy  spread  within  the 
esophageal  wall.  This  type  of  spread  takes 
place  through  a subepithelial  plexus  in  the 
mucosa  which  freely  connects  with  another 
plexus  in  the  submucosa,  muscularis  and  ad- 
ventitia.® This  system  anastomoses  with  the 
lymphatics  of  the  lesser  curvature  of  the 
stomach  and  proximal  gastric  neoplasms 
invade  the  lower  esophagus  by  this  route  in 
50%  of  cases. ^ Tumors  invading  the  esophag- 
eal lymphatic  system  such  as  carcinoma  of 
the  lung,  thyroid  and  hypopharynx  show 
similar  intramural  extension.  The  second  most 
common  method  of  esophageal  invasion 
involves  metastatic  adenopathy  and  may  be 
due  to  any  tumor  metastatic  to  the  medi- 
astinum, with  breast  and  lung  primaries  the 
usual  types.  However  tumors  located  below 
the  diaphragm,  such  as  pancreatic  carcinoma 
tend  to  spread  via  the  lymphatic  route  to  the 
mediastinum  resulting  in  enlarged  compres- 
sive metastatic  nodes. The  third  and  rarest 
type  of  spread  is  blood  borne  metastases. 
Tumors  such  as  pancreatic,  kidney,  prostate 
and  melanoma  primaries  spread  in  this  fash- 
ion and  may  rarely  involve  the  esophagus 
secondarily.  As  with  lymphatic  spread,  he- 
matogenous metastases  occur  in  the  eso- 
phageal wall  below  the  level  of  the  mucosal 
lining  which  is  usually  uninvolved. ^ 
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Clinical  Presentation 

Dysphagia  and  weight  loss  are  the  usual 
presenting  symptom  with  primary  esophag- 
eal neoplasm.  Direct  invasion  by  a gastric  or 
lung  neoplasm  may  cause  such  dysphagia  as 
a first  symptom  but  metastatic  tumor  causes 
very  few  early  signs  of  invasion.  Dysphagia  is 
apparently  not  usual  and  has  been  reported 
in  only  50%  of  those  with  esophageal  metas- 
tases.”  Although  dysphagia  may  occasion- 
ally occur  as  a presenting  symptom  with 
other  tumor  types,  these  patients  more  fre- 
quently develop  dysphagia  long  after  the  site 
of  the  primary  tumor  has  been  established. 
For  example,  dysphagia  due  to  breast  carci- 
noma typically  occurs  many  years  after 
mastectomy.  The  peak  incidence  of  dysph- 
agia after  mastectomy  occurs  after  4-5  years 
and  the  mean  survival  is  7.1 -F-  4.2  years. 
Since  the  mucosal  surface  is  not  usually 
involved  with  metastases  odynophagia  or 
pain  with  swallowing  is  not  an  expected 
feature  of  this  disease  but  may  occur  with  far 
advanced  tumor  of  biologically  aggressive 
tumor  which  causes  mucosal  ulceration  such 
as  has  been  reported  to  occur  with  oat  cell 
carcinoma  of  the  lung.^ 

Evaluation 

Radiologic  studies  may  provide  a clue  to 
the  type  of  tumor  spread. Direct  spread 
from  the  contiguous  organs  shows  changes 
which  may  be  difficult  to  distinguish  from  a 
primary  esophageal  carcinoma.  However  the 
presence  of  the  contiguous  neoplasm  makes 
the  diagnosis  obvious.  Mediastinal  adenopa- 
thy will  show  nodular  indentation,  deviation 
and  compression  of  the  esophagus.  (Figure  3) 
Blood  borne  metastases  usually  present  as  a 
short  and  occasionally  long  strictures  and  the 
middle  third  is  the  most  commonly  involved 
site.  These  areas  may  give  the  appearance  of 
a benign  stricture.  CT  scanning  of  the  chest 
shows  esophageal  wall  thickening,  mediasti- 
nal, lung  and  chest  wall  abnormalities.^  (Figure 
4)  Esophagoscopy  commonly  shows  only  an 
area  of  concentric  narrowing  with  a normal 
or  erythematous  mucosa.  Because  of  intra- 
mural tumor  involvement  the  esophageal  wall 
is  friable  and  dilatation  or  biopsy  are  associ- 
ated with  a risk  of  perforation.^^  Biopsy 
specimens  usually  show  normal  or  inflamed 
mucosa  and  are  positive  for  tumor  involve- 
ment in  only  about  50%  of  cases. ^ Since 
perforation  may  occur,  a biopsy  is  not  always 
indicated  for  patients  with  a history  of  a 


FIGURE  3 

80  year  old  white  male  - Surgery  for  squamous  cell 
carcinoma  of  pharynx  in  1969.  Developed  mild 
dysphagia  in  July,  1988.  Barium  study  shows  eso- 
phageal effacement  at  level  of  carina  due  to  metas- 
tatic adenopathy. 

known  metastatic  tumor  or  with  a breast 
primary  with  obvious  x-ray  evidence  of 
esophageal  involvement.^^ 

Treatment 

Once  a clinical  or  biopsy  proven  diagnosis 
is  established,  specific  therapy  can  be  recom- 
mended depending  on  the  tumor  type  and 
general  condition  of  the  patient.  When  the 
lumen  of  the  esophagus  becomes  smaller 
than  12  mm  in  diameter  clinically  significant 
dysphagia  develops  and  this  then  has  a marked 
effect  on  nutritional  status  and  tolerance  to 
treatment. As  the  obstruction  is  often  just 
part  of  widespread  disease  it  is  desirable  to 
initiate  therapy  for  the  entire  disease  proc- 
ess; for  example,  chemotherapy  or  hormone 
therapy  for  breast  carcinoma.  For  initial  treat- 
ment this  approach  may  provide  relief  of 
dysphagia.  However,  such  responses  seem  to 
be  transient  and  these  patients  eventually 
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FIGURE  4 

CT  scan  of  chest  illustrating  metastatic  adenopathy. 


require  a more  localized  form  of  therapy.^  In 
addition  dysphagia  often  occurs  late  in  the 
course  of  the  disease  after  systemic  therapy 
has  been  used  and  is  no  longer  effective. 

In  the  past,  adrenalectomy  has  been  per- 
formed for  malignant  dysphagia.''  However, 
with  the  more  widespread  use  of  chemother- 
apy and  radiotherapy  there  seems  to  be  little 
more  than  historical  interest  in  such  an 
approach.  Since  most  cases  of  metastasis  to 
the  thoracic  esophagus  already  have  clinical 
or  subclinical  metastases  to  other  areas, 
surgery  is  now  considered  as  part  of  the  treat- 
ment.’^ However  if  the  patient  does  not 
respond  to  radiotherapy  or  the  diagnosis 
remains  questionable,  operation  is  recom- 
mended as  restoring  alimentary  tract  conti- 
nuity is  an  important  consideration.'^  Dilata- 
tion is  an  effective  and  safe  method  of  pallia- 
tion of  primary  squamous  cell  carcinoma  of 
the  esophagus.'^  Because  of  the  friability  of 
the  esophagus  which  is  involved  with  metas- 
tatic disease,  dilatation  is  not  recommended 
because  of  the  significant  risk  of  perforation. 
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External  irradiation  is  a local  form  of  ther- 
apy and  provides  rather  rapid  and  lasting 
relief  of  dysphagia.  The  dose  of  external  ir- 
radiation will  depend  on  the  tumor  type  but 
usually  a tumor  dose  of  4,000  rads  is  deliv- 
ered in  approximately  4-4  1/2  weeks  for 
breast  carcinoma.  Occasionally  a higher  dose 
may  be  necessary  for  less  radio-responsive 
tumors  such  as  a renal  primary.  These  higher 
doses  levels  may  be  associated  with  radiation 
induced  strictures.  As  with  the  superior  vena 
cava  syndrome  symptomatic  relief  may  be 
rapid  and  occur  in  just  a few  days.'^  The 
amount  of  food  or  fluid  which  passes  through 
a tubular  structure  such  as  the  esophagus  is 
proportional  to  the  square  of  the  diameter. 
Therefore  a tiny  increase  in  the  size  of  the  lu- 
men provides  a marked  increase  in  flow  and 
relief  of  dysphagia  before  radiologic  evidence 
on  barium  swallow  is  evident.  Following  a 
course  of  external  irradiation  complete  relief 
of  dysphagia  is  expected,  except  when  the 
esophageal  lumen  has  been  markedly  ob- 
structed for  a considerable  length  of  time,  in 
which  case  incomplete  relief  may  result.  After 


I 


dysphagia  has  resolved  the  patients  maintain 
or  improve  their  nutritional  status  thereby 
improving  tolerance  to  systemic  chemother- 
apy. During  a course  of  irradiation  the  pas- 
sage of  an  esophageal  feeding  tube  is  usually 
unnecessary  and  may  in  itself  be  a source  of 
irritation  which  could  cause  edema  and 
increased  symptoms. 

Conclusions 

Virtually  any  type  of  primary  neoplasm 
may  cause  metastatic  involvement  of  the 
esophagus/®  and  usually  appears  years  after 
the  primary  site  has  been  discovered  and 
treated.^  Radiologic  studies  and  endoscopy 
findings  usually  provide  enough  information 
to  begin  treatment  and  esophageal  biopsies 
are  not  always  necessary.  With  the  continu- 
ing improvement  of  local  control  of  primary 
neoplasms  through  surgery,  radiotherapy  and 
chemotherapy,  the  clinician  must  be  vigilant 
to  the  entire  spectrum  of  symptoms  and  signs 
secondary  to  metastatic  disease.  Dysphagia 
occurring  in  a patient  with  a known  primary 
neoplasm  should  alert  the  clinician  to  the 
possibility  of  metastatic  esophageal  obstruc- 
tion and  provide  the  emphasis  for  prompt 
evaluation  and  treatment.  If  treatment  with 
external  irradiation  is  started  in  a timely 
fashion,  relief  of  dysphagia  would  be  ex- 
pected and  significant  or  permanent  control 
of  the  causative  neoplasm  may  result.  As  with 
all  manifestations  of  neoplastic  disease,  early 
therapeutic  intervention  would  result  in  the 
most  beneficial  palliative  results  to  maintain 
such  patients'  quality  of  survival  at  a high 
level  for  the  remainder  of  their  lives. 
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CLINICAL  HISTORY: 


A 69-year  old  woman  with  no  pre- 
vious history  of  sinus  disease 
^ presented  in  1986  with  a one 
year  history  of  intermittent  bifrontal  head- 
ache, nasal  stuffiness,  and  epistaxis.  Neuro- 
logical examination  revealed  an  exophthal- 
mous  on  the  left  side.  Craves  disease  was 
suspected.  Thyroid  studies  were  within  nor- 
mal limits.  Complete  sinus  x-ray  series  dem- 
onstrated opacification  of  all  paranasal  si- 
nuses indicating  pansinusitis.  Maxillofacial 
computed  tomography  revealed  a mass 
measuring  5 x 5 x 5 cm  in  greatest  dimension 
involving  the  maxillary,  ethmoid,  sphenoid, 
and  frontal  sinuses  with  extension  through 
the  cribriform  plate  into  the  anterior  cranial 
fossa  and  posteriorly  into  the  sella  turcica 


FIGURE  1 

Axial  CT  scan  of  the  sinus  and  orbits  shows  a large 
mass  in  the  upper  nasal  cavity  (arrows)  extending 
into  both  orbits  and  sphenoid-ethmoid  sinuses. 


with  bony  destruction  (Fig.  1).  Differential 
consideration  included  a chronic  granuloma- 
tous process,  carcinoma,  lymphoma, 
Wegner's  granulomatosis,  and  ethesioneu- 
roblastoma.  Neurosurgery  consultation  was 
obtained  and  she  underwent  an  external  left 
ethmoidectomy  and  frontal  sinus  trephina- 
tion. Histopathology  confirmed  the  diagnosis 
of  esthesioneuroblastoma  (olfactory  neuro- 
blastoma) (Fig.  2).  Immunoperoxidase  stains 
showed  positive  neuron  specific  enolase, 
negative  keratin,  and  negative  leukocyte 
common  antigen.  Radiation  therapy  consul- 
tation was  obtained  and  she  received  6000 
rads  with  reduction  in  tumor  mass.  In  March, 
1989,  a permanent  implant  with  1-125  was 
placed.  In  June,  1989,  she  presented  with  a 
one  week  history  of  bilateral  blindness.  MRI 
of  the  head  displayed  a large  nasoethmoid 
soft  tissue  mass  with  intracranial  extension 
(Fig.  3).  The  neoplasm  expanded  into  orbits 
bilaterally  displacing  optic  nerves  (Fig.  4). 

DISCUSSION: 

Esthesioneuroblastoma  is  an  uncommon, 
malignant,  slow-growing  tumor  originating 
from  stem  cells  of  neural  crest  origin.  The 
neoplasm  arises  from  the  olfactory  epithe- 
lium of  the  nasal  vault  proximal  to  the  cribri- 
form plate  of  the  ethmoid  bone.  Symptom  of 
nasal  obstruction  with  recurrent  epistaxis  are 
frequently  described.  Local  extension  to 
adjacent  paranasal  sinuses,  orbit,  or  anterior 
cranial  fossa  may  be  present  at  initial  presen- 
tation. FHeadache  occurs  with  central  nerv- 
ous system  involvement.  Proptosis  is  a sign  of 
orbital  involvement. 

Sinus  x-ray  studies  of  esthesioneuroblas- 
toma reveal  a mass  witn  or  without  focal 

"‘Reprint  requests  and  correspondence  to:  Francis  J tiahn, 
M.D.  Department  of  Radiology,  (jniversity  of  Nebraska  Medical 
Center,  42nd  & Dewey  Avenue,  Omaha,  NE  681 05,  (402)  559-4477. 
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calcification  in  the  nasal  cavity.  Paranasal 
sinus  involvement  consists  of  mucosal  thick- 
ening or  sinus  opacification  from  tutnor  in- 
volvement usually  with  bone  lysis.  Bony 


hyperostosis  has  been  previously  reported  in 
the  literature.^  Typical  MRI  features  include 
an  isointense  mass  on  Tl  weighted  images 
and  hyperintense  character  on  proton  den- 


FIGURE2 

Dyschohesive  neoplastic  cells  with  round  or  oval  hyperchromatic  nuclei  (ar- 
row) and  scanty  cytoplasm  consistent  with  esthesioblastoma  (olfactory  neu- 
roblastoma). 


FIGURE  3 

The  Tl  weighted  sagittal  image  shows  a large  tumor  in  the  nasal  cavity  extend- 
ing into  the  anterior  cranial  fossa  and  sphenoid  sinus  (white  arrows). 
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FIGURE  4 

The  proton  density  axial  image  of  the  head  shows  a 
large  tumor  in  the  nasal  cavity  extending  into  both 
orbits  and  compressing  both  optic  nerves  (white 
arrows). 

sity  images.  Contrast  enhancement  with  in- 
travenous Gadolinium  injection  has  been  pub- 
lished."’ MRl  is  the  most  accurate  method  of 
preassessment  prior  to  radiation  therapy  or 
surgical  procedures. 


Esthesioneuroblastoma  must  be  distin- 
guished from  other  malignancies  arising  in 
the  nasal  cavity,  e.g.,  rhabdomyosarcoma, 
lymphoepithelioma,  and  lymphoma.  The 
nature  of  the  lesions  are  established  by  his- 
tological examination,  immunohistochemis- 
try,  and  electron  microscopy.  Epithelial  dif- 
ferentiation is  made  by  studying  biphasic  ep- 
ithelial and  stromal  pattern,  papillae  forma- 
tion, and  antigenic  profile.^ 

Conventional  treatment  consists  of  surgi- 
cal resection  and  irradiation.  The  use  of  che- 
motherapy with  limited  responses  has  been 
reported  using  cyclophosphamine,  thio-TEPA, 
nitrogen  mustard,  vincristine,  doxorubicin, 
and  chlorambucil  as  single  drugs  or  in  com- 
bination.’ 
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Appendicitis  remains  a common 
surgical  problem  in  adults  and 
t children.  In  the  majority  of 
cases,  the  diagnosis  is  made  by  clinical  history, 
physical  examination,  and  laboratory  values. 
However,  in  certain  patient  groups,  the  diagno- 
sis is  not  clear  at  clinical  presentation.  This  is 
often  the  case  in  young  children,  elderly,  and 
women  during  their  reproductive  years.  There  is 
an  increased  incidence  of  delayed  diagnosis 
and  perforation  in  young  children  with  acute 
appendicitis.’  Other  entities  may  produce  clini- 
cal and  laboratory  findings  similar  to  appendici- 
tis. This  frequently  occurs  in  young  women  and 
leads  to  a higher  negative  appendectomy  rate  in 
this  group. ^ Recent  literature  indicates  that  ul- 
trasound and  CT  have  a role  in  diagnosis  of 
acute  appendicitis  and  its  complications.  This 
article  describes  these  techniques  and  also  re- 
views the  conventional  radiographic  methods  of 
diagnosis. 

RADIOGRAPHIC  EXAMINATION 
Radiographs  in  acute  appendicitis  are  most 
often  nonspecific.  Fecaliths  may  be  seen  in  ap- 
proximately ten  percent  of  cases.  Other  specific 
findings  include  a right  lower  quadrant  mass  or 
extra-colonic  air  collection.  Less  specific  find- 
ings include  a mechanical  obstruction  or  ileus, 
air-fluid  level  in  the  cecum  and  loss  of  visualiza- 
tion of  the  psoas  margin  on  the  right  side  from 
contraction  or  edema.  The  properitoneal  fat  line 
on  the  right  side  may  be  broader  and  shorter. 

Barium  enema  may  contribute  to  the  diagno- 
sis of  acute  appendicitis.  A barium  enema  is 
contraindicated  if  there  is  evidence  of  free  air  on 
preliminary  radiographs.  The  examination  is 
performed  on  an  unprepped  colon  with  gravity 
drip.  Compression  spots  and  postevacuation 
films  are  useful  in  filling  the  appendix.  In  order 
to  exclude  appendicitis,  it  is  necessary  to  visu- 
alize a completely  filled,  movable,  non-tender 
appendix.  The  appendix  has  a globular  end  and 
is  variable  in  position,  although  greater  than 
seventy  percent  are  located  anterior  to  the 
cecum.  Ten  to  twenty  percent  of  normal  appen- 
dices are  not  able  to  be  filled  by  this  technique.^ 


Findings  of  cecal  indentation  or  effacement 
and  mucosal  thickening  of  the  terminal  ileum 
are  supportive  in  diagnosis.  These  findings 
strongly  suggest  acute  appendicitis  when  there 
is  non-filling  or  partial  filling  of  the  appendix 
(Figure  1).  Despite  the  usefulness  of  barium 
enema,  the  examination  may  be  equivocal  in  a 
significant  number  of  patients. 

ULTRASOUND 

The  development  of  higher  resolution 
transducers  (5MHz  and  7 MHz)  has  allowed 
visualization  of  smaller  structures  such  as  the 
appendix  with  ultrasound.  PuylaerL’  first  de- 
scribed the  technique  of  graded  compression 
for  evaluation  of  the  appendix.  This  technique 
displaces  shadowing  bowel  loops  and  brings 


FIGURE  1 

Appendiceal  absess.  Barium  enema  shows  efface- 
ment of  terminal  ileum  (arrow),  mild  indentation  of 
cecum,  and  non-filling  of  the  appendix. 
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structures  into  the  focal  zone  of  the  transducer. 
Puylaert  stated  that  visualization  of  the  appen- 
dix was  the  criterion  for  the  diagnosis  of  appen- 
dicitis. Subsequent  authors  have  described  the 
ultrasound  appearance  of  the  normal  and  in- 
flamed appendix.  Abu  Yousef  et  aP  described 
visualization  of  a normal  appendix  as  a com- 
pressible blind  ended  structure  with  a muscular 
wall  of  2 mm.  or  less  in  diameter  (Figure  2a). 
Jeffrey  et  al®  further  suggested  that  the  maximal 
diameter  of  the  normal  appendix  is  6 mm.  The 
appendix  is  visualized  on  a transverse  view  as 
having  a target  appearance. 

Findings  of  appendicitis  include  thickening 
of  muscular  layer  (total  diameter  greater  than  6 


the  technical  difficulty  of  the  examination.  Cases 
of  appendicitis  might  not  be  visualized  in  obese 
patients,  patients  with  multiple  gas-filled  bowel 
loops,  and  in  retrocecal  appendices. 

Currently  high  resolution  ultrasound  is  indi- 
cated in  cases  in  which  there  are  equivocal 
clinical  findings  of  acute  appendicitis.  This  group 
would  include  children,  elderly,  immunocom- 
promised patients  and  young  women.  Ultra- 
sound has  an  advantage  in  this  latter  group 
because  of  its  ability  to  diagnose  various  gyne- 
cological diseases  which  may  mimic  acute  ap- 
pendicitis. 


2a  2b 

FIGURE  2 

Ultrasound  of  the  appendix,  (a)  Normal  appendix  is  compressible  and  measures  less  than  6 mm  in  di- 
ameter. (b)  Pediatric  patient  with  acute  appendicitis.  Appendix  (open  arrows)  measures  greater  than  6 
mm  and  is  noncompressible.  Fecalith  (arrow)  is  demonstrated  at  base  of  the  appendix  and  has  echo 
shadow. 


mm.)®  or  obstructing  appendicolith  (Figure  2b). 
Appendicoliths  are  visualized  in  up  to  thirty 
percent  of  appendicitis  on  CT  and  ultrasound  as 
compared  to  approximately  ten  percent  on  plain 
films.  These  rates  may  be  greater  in  children.^ 
Further  findings  of  perforated  appendix  include 
localized  or  free  fluid,  abscess,  asymmetric  wall 
thickening,  and  the  appendiceal  lumen  may  or 
may  not  be  distended.^ 

The  sensitivity  of  high  resolution  sonography 
has  been  reported  to  be  eighty  to  ninety  per- 
cent®® and  specificity  is  reported  greater  than 
ninety  percent.  The  sensitivity  of  sonography  is 
reported  to  be  lower  in  cases  of  perforated 
appendix.  The  greatest  limitation  appears  to  be 


COMPUTED  TOMOGRAPHY 
The  normal  appendix  is  rarely  visualized  on 
CT  examination.  CT  is  not  routinely  performed 
to  evaluate  for  acute  appendicitis  and  has  not 
been  extensively  studied  in  this  regard.  Balthazar 
et  aP°  described  the  CT  findings  of  appendicitis. 
The  most  common  finding  is  an  area  of  poorly 
defined  density  in  the  pericolic  fat  representing 
pericecal  inflammation.  The  sensitivity  of  CT  for 
appendicoliths  is  similar  to  that  of  ultrasound.’® 

CT  does  allow  noninvasive  evaluation  of  the 
periappendiceal  inflammatory  mass  and  may  be 
superior  to  ultrasound  in  this  evaluation.”  The 
management  of  appendicitis  with  palpable  mass 
differs  from  treatment  of  uncomplicated  appen- 
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FIGURE  3 

Appendiceal  abscess,  14  year  old.  (a)  Ultrasound 
demonstrates  fecalith  (arrow)  and  mass  (open  ar- 
rows) with  mixed  echogenic  features,  (b)  CT  exami- 
nation with  contrast  demonstrates  fecalith  (arrow) 
within  a complex  mass/abscess  (arrow  heads)  which 
measure  greater  than  5 cm  in  diameter.  Patient  was 
treated  surgically  for  ruptured  appendix  with  ab- 
scess and  phlegmon. 


FIGURE  4 

Twelve  year  old  patient  with  Down's  syndrome  pre- 
sented with  five  day  history  of  nonspecific  abdomi- 
nal pain,  (a)  CT  examination  demonstrated  a large 
abdominal  abscess  collection  (arrow  heads).  There 
is  a localized  area  of  thickening  medial  to  the  cecum 
(arrow),  (b)  CT  guided  drainage  procedure  was  per- 
formed. Patient  had  appendectomy  two  months  later 


dicitis  and  there  exists  some  controversy  in  this 
regard.'^  CT  is  helpful  in  differentiating  phlegmon 
from  liquified  pus  and  accurately  evaluates  the 
size  of  the  inflammatory  mass  (Figure  3).  This  in- 
formation is  important  in  determining  patient 
management.  Jeffery  et  al”  divided  patients  into 
three  groups  depending  on  size  and  nature  of 
inflammatory  mass.  Group  one  with  mass  or 
phlegmon  under  3 cm.  were  treated  conserva- 
tively. Group  two  with  large  localized  periap- 
pendiceal abscesses  were  treated  with  percuta- 
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neous  drainage  with  good  success  using  CT 
guidance  (Figure  4).  Group  three  had  extensive 
abscess  and  phlegmon  and  were  treated  surgi- 
cally. 

In  conclusion,  diagnostic  methods  for  evalu- 
ation of  appendicitis  are  evolving  with  the  advent 
of  new  and  improving  technology.  Graded  com- 
pression ultrasound  is  a difficult  examination, 
but  is  useful  in  clinically  difficult  patient  groups. 
Because  of  high  specificity  but  lower  sensitivity, 
graded  compression  ultrasound  is  not  indicated 
as  a screening  test  at  this  time.  Computed  to- 
mography is  a useful  test  in  the  evaluation  of 
complications  of  acute  appendicitis  and  as  a 
guide  for  percutaneous  abscess  drainage. 
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COMMENT: 

Sonography  is  the  latest  entry  into  the  RLQ 
imaging  parade  for  appendicitis  diagnosis.  The 
imaging  list  for  RLQ  pain  is  long  and  includes 
CT,  Nuclear  Medicine  (a  la  Meckel's,  Indium, 
and  bleeding  Scans),  KUB  (with  or  without  IVP), 
Barium  (BE,  UGI,  & enteroclysis),  and  now  ultra- 
sound. Despite  this  litany  of  exams,  appendix 
imaging  remains  relatively  uncommon  compared 
to  the  number  of  laparotomies  for  suspected 
appendicitis. 

The  viscera  often  confound  the  conventional 
abdomen  surface  boundaries.  The  gallbladder 
(especially  in  the  elderly)  and  a sigmoid  colon 
may  rest  in  the  RLQ,  the  cecum  and  appendix 
in  the  RUQ,  the  kidney  in  the  pelvis,  and  a 
Reidel's  liver  lobe  just  to  name  a few  not  so 
uncommon  normal  variants.  U/S  and  CT  scan 
deep  to  the  site  of  pain  are  extremely  revealing 
in  many  circumstances  and  other  causes  for 
right-sided  abdominal  pain  are  discovered.'' 
Percutaneous  abscess  drainage  can  be  performed 
in  order  to  temporize  a critically-ill  patient. 

Many  surgeons  may  observe  RLQ  for  a time 
in  a confusing  clinical  situation  if  a normal 
appendix  is  documented  by  any  imaging  method. 
I personally  have  a difficult  time  finding  the 
appendix  on  ultrasound,  both  in  the  thin  and 
young  and  the  obese  and  bloated.  A normal 
appearing  appendix  by  U/S  probably  means  a 
noninflamed  appendix.  One  pitall  may  be  thus: 
Is  one  portion  of  a normal  imaged  appendix 
representative  of  the  entire  appendix  length? 

Without  question,  sonography  is  the  kingpin 
in  the  RUQ  but  remains  a seasoned  bridesmaid 
in  the  RLQ  (exiuding  the  female  pelvis),  and 
should  not  be  used  solely  as  a screening  proce- 
dure for  appendicitis  without  clinical  input. ^ 
The  accrued  individual  experience  of  a sonolo- 
gist may  allow  the  bouquet  to  be  caught  in  the 
future. 
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I am  writing  this  page  from  my  hospital 
room,  having  undergone  a right  total  hip 
replacement.  It  is  always  interesting  to  note 
the  other  side  of  the  medical  practice,  that  of 
being  the  patient;  but  at  the  same  time,  in 
reference  to  May's  president's  page,  there  are 
certainly  "caring  physicians"  still  present.  But, 
enough  about  that.  . .several  articles  have 
been  written  by  physicians  and  the  experi- 
ences they  have  had  while  as  a patient  and  I 
will  not  dwell  upon  that. 

I would  like  to  bring  you  up  to  date  on  what 
is  happening  with  reference  to  the  action  of 
the  House  where  they  reaffirmed  the  single 
tier  reimbursement  for  the  state  of  Nebraska.  I 
have  spoken  to  Senator  Exon's  office  on 
numerous  occasions  and  have  personally 
visited  Washington  on  my  own  on  two 
separate  occasions  and  have  discussed  this 
with  Robyn  Henderson,  Senator  Exon's  health 
aide.  I received  information  just  yesterday  that 
Dr.  Gail  R.  Wilensky,  head  of  Health  Care 
Financing  Administration  (HCFA),  does  indeed 
favor  the  implementation  of  the  single  tier 
reimbursement  system  for  the  state  of  Nebr- 
aska, to  be  implemented  in  1992.  This  is 
exciting  news,  in  that  if  Dr.  Wilensky  will 
endorse  this  approach,  then  administrative 
rules  and  regulation  changes  can  be  made 
easily  and  effectively.  Dr.  Wilensky  stated  that 
there  are  several  other  states  that  are  also 
interested  in  single  tier  reimbursement,  and 
so  far  as  she  is  concerned,  they  wish  to  do  this 
all  at  the  same  time.  HCFA,  as  I mentioned  in 
the  House  of  Delegates  session  in  April, 
believes  that  this  can  best  be  achieved  with 
the  implementation  of  the  RBRVS  and  geo- 
graphic practice  cost  containers  which  will  be 
started  in  January  1 992,  to  make  the  Medicare 
reimbursement  system  more  equitable  for  the 
entire  United  States. 

Senator  Exon  remains  committed  to  the 
Nebraska  Association  if  legislative  changes 
will  be  necessary.  We  will  certainly  know 
when  we  receive  a letter  of  commitment  from 
Dr.  Wilensky  within  the  next  month  stating 


Paul  E.  Collicott,  M.D. 


that  HCFA  would  endorse  single  tier  reim- 
bursement through  administrative  changes.  If 
this  communique  can  be  achieved  within  the 
next  three  to  six  months,  I believe  that  no 
legislative  effort  will  be  necessary  on  the  part 
of  Senator  Exon  and  the  Senate  Finance 
Committee. 

It  has  been  interesting  to  note,  reading  the 
Washington  Post,  some  of  the  current  problems 
associated  with  today's  health  care  and  its 
appropriate  delivery,  by  the  East  Coast  news- 
papers. Of  particular  interest,  I believe,  is  the 
editorial  written  by  Professor  George  A.  Silver, 
"Health  Care's  Answer  Lies  Beyond  the  Beltway". 
It  is  reproduced  on  the  following  page. 

I am  sure  that  Nebraska  would  be  more 
than  willing  to  be  one  of  the  trial  states  in 
developing  a comprehensive  health  service 
providing  universal  eligibility.  In  fact,  we  are  at 
present  trying  to  establish  the  coalition  as 
previously  mentioned  in  last  month's  article  in 
order  to  assure  adequate  health  care  access.  I 
agree  with  Professor  Silver  in  that  a great  many 
of  the  health  care  delivery  issues  can  be 
settled  at  the  state  level  and  not  through 
federally  instituted  programs.  I would  hope 
that  the  American  Medical  Association  as  well 
as  our  congressional  delegation  reads  this 
editorial  with  the  same  conviction,  i.e.  let  the 
state  handle  it  with  some  federal  support. 
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WASHINGTON  POST  EDITORIAL 

Monday,  JuiNE  11, 1990 

Health  Care's  Answer  Lies  Beyond  the  Beltway 

GEORGE  A.  SILVER 


If  we  want  a national  health  pro- 
gram— and  it  is  clear  from  polls 
over  the  years  that  most  Americans 
do — we're  going  about  it  the  wrong 
way.  It  is  not  only  Congress  to 
which  demands  should  be  addressed, 
but  state  legislatures  as  well. 

Those  who  call  for  a national 
health  program  have  for  nearly  a 
century  stubbornly  concentrated 
on  getting  Congress  to  initiate  it. 
In  doing  so,  they  have  ignored  200 
years  of  American  history.  You’d 
think  they  would  have  caught  on  by 
now  to  the  futility  of  this  approach. 

Agitation  for  a national  health 
program  began  in  1907,  and  bills 
have  been  introduced  nearly  every 
year  since  1916.  Not  one  of  them 
has  ever  gotten  out  of  committee. 
One  administration  after  another 
has  recommended  national  health 
insurance  legislation,  and  Congress 
has  received  dozens  of  reports  pro- 
posing such  action  over  the  years. 
The  latest  such  episode  is  the  re- 
port issued  by  the  “Pepper”  Com- 
mittee, which  was  pronounced 
“dead  on  arrival”  by  members  of 
the  committee  itself.  It  follows  on 
the  Report  of  the  National  Leader- 
ship Commission  on  Health  Care 
this  past  year  and  will  join  it  in  the 
collection  of  forgotten  proposals 
gathering  dust  on  library  shelves. 

On  the  heels  of  this  congressional 
report  proposing  a national  health 
program.  President  Bush  asked  the 
secretary  of  health  and  human  ser- 
vices, Louis  Sullivan,  to  undertake 
another  “study”  and  come  up  with  a 
recommendation  for  a national 
health  program.  Dr.  Sullivan  will 
probably  devote  a year  or  so  and 
several  million  dollars  to  producing 
another  Congress-focused  proposal 
to  join  in  the  archives  the  Wagner- 
Murray-Dingell  bills,  the  Truman 
Report,  the  Eisenhower  administra- 
tion’s ‘Goals  for  Americans,”  the 
Johnson  administration’s  “Health 
Manpower  Report,”  Walter  Reu- 
ther’s  “Health  Security  bill,”  the 
Kennedy-Mills  bill,  and  the  Rocke- 
feller Committee  Report. 

It  has  become  increasingly  clear 


that  the  present  system  is  inequita- 
ble and  irrational,  denies  access  to 
millions  of  poor  and  minority  citi- 
zens and  suffers  from  uncontrolla- 
ble costs  and  quality  constraints.  A 
program  that  will  benefit  all  Amer- 
icans— which  means  a national  pro- 
gram— is  unquestionably  neces- 
sary. However,  historically, 
national  health  and  welfare  legisla- 
tion does  not  begin  with  congres- 
sional action,  it  endsihexe. 

Welfare  and  health  services 
were  intended  to  be  initiated  in  the 
states,  as  ordered  in  the  10th 
Amendment  to  the  Constitution; 
"The  powers  not  delegated  to  the 
United  States  by  the  Constitution, 
nor  prohibited  by  it  to  the  states, 
are  reserved  to  the  states”;  and 
health  and  welfare  were  not  men- 
tioned as  federal  objectives  in  the 
Constitution. 

When  welfare  and  health  legisla- 
tion begin  in  the  states,  the  effects 
of  the  laws  are  tested  and  the  laws 
amended,  refined  and  polished 
there.  After  their  utility  and  value 
are  demonstrated,  the  state  bene- 
fits are  extended,  by  congressional 
action,  to  the  entire  nation.  For 
example,  the  elements  of  Social  Se- 
curity law  existed  in  24  states  be- 
fore the  national  Social  Security  Act 
was  passed  in  1935.  The  U.S.  Con- 
gress didn’t  pass  child  labor  legisla- 
tion until  1912,  yet  by  1897  28 
states  already  had  child  labor  laws. 

The  innovative  American  idea  of 
trying  a social  policy  at  a lesser  level 
before  making  it  national  policy  was 
considered  a stroke  of  genius  by 
19th  century  observers.  The  British 
scholar.  Lord  Bryce,  commented,  “A 
comparatively  small  commonwealth 
like  an  American  state  easily  makes 
and  unmakes  its  laws;  mistakes  are 
not  serious,  for  they  are  soon  cor- 
rected; other  states  profit  by  the 
experience  of  a law  or  a method 
which  has  worked  well  or  ill  in  the 
state  that  has  tried  it.” 

Justice  Brandeis  implied  that  state 
initiatives  might  actually  be  require- 
ments for  eventual  national  action. 
“It  is  one  of  the  happy  incidents  of 


the  federal  system  that  a single 
courageous  state  may,  if  its  citizens 
so  choose,  serve  as  a laboratory  and 
try  novel  social  and  economic  exper- 
iments without  risk  to  the  rest  of 
the  country.” 

Alice  Rivlin,  political  and  eco- 
nomic scholar,  recommends 
strongly  that  social  “innovation 
should  be  tried  in  enough  places  to 
establish  its  capacity  to  make  a 
difference  and  the  conditions  under 
which  it  works  best.” 

Where  Congress  has  taken  the 
initiative  without  previous  state 
laws  as  guides — as  in  the  Medicare 
law,  which  had  no  state  model — 
the  law  is  constantly  being  amend- 
ed and  is  mired  in  controversy. 

The  failure  of  states  to  undertake 
a first  step  in  these  times  of  enor- 
mous medical-care  costs  may  be  the 
result  of  lack  of  federal  support. 
There  are  so  many  bits  and  pieces 
of  health-services  responsibility,  all 
with  separate  funding  and  adminis- 
tration, that  a new  law  would  only 
be  an  added  financial  burden.  If  this 
factor  were  taken  into  consider- 
ation, an  effort  to  fashion  a national 
health  program  could  be  undertaken 
by  Congress  and  some  state  legisla- 
tures, jointly. 

Dr.  Sullivan  can,  if  he  chooses, 
take  account  of  legislative  history 
and  recommend  the  traditional  ap- 
proach by  encouraging  initiation  of 
trial  programs  in  one  or  more 
states.  His  report  could  propose 
substantial  financial  support  for  a 
state  or  states  that  wish  to  under- 
take pilot  programs  of  state  com- 
prehensive health  services,  provid- 
ing universal  eligibility.  The 
experience  gained  from  the  state 
programs  in  delivering  a satisfacto- 
ry level  of  medical  care,  in  efficient 
and  economical  payment  mecha- 
nisms and  in  quality  would  be  used 
as  the  framework  for  the  national 
health  program  everyone  desper- 
ately wants.  In  this  way  we  might 
indeed  have  a national  health  pro- 
gram in  the  21st  century. 

The  writer,  l■merltus  profes.sor  of  public  health  at  Yale,  is 
writing  a huslnry  of  health  policy  in  the  ignited  States 
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THE  AUXILIARY 


Auxilian-of-the-Year  & "Merit  Award"  Winner 


JEANETTE  SCHLICHTEMEIER 
NMAA  President 


AUXILIAN  OF  THE  YEAR 


Linda  French  (Mrs.  Richard)  of  Hastings, 
Nebraska  has  been  named  "Auxilian  of  the 
Year". 

The  Auxilian-of-the-Year  award  is  given  to 
honor  an  individual  who  has  been  an  active 
auxiliary  member  and  who  has  also  made 
contributions  of  service  to  her  community. 

This  year's  recipient  does  more  than  meet 
these  criteria  — as  one  of  her  nominators  tells 
us  "a  simple  list  of  activities  does  not  begin  to 
describe  what  she  has  meant  to  our  auxiliary 
and  our  community." 

She  was  born  in  Hastings,  attended  Franklin 
High  School,  Wesleyan  University  and  the 
University  of  Nebraska  where  she  received  a 
B.S.  and  a masters  in  psychology,  respectively. 
Married  in  1974,  she  worked  in  Omaha  while 
her  husband  attended  medical  school.  Since 
that  time,  while  her  husband  is  busy  as  an 
internal  medicine  specialist  in  Hastings,  she  is 
a full-time  mom  to  their  two  children  and  a 
world-class  volunteer. 

Her  Adams  County  Medical  credits  include 
AMA-ERF  chairman  1981;  progressive  dinner 
chairman  1981-82,  1989  to  benefit  AMA-ERF; 
secretary-treasurer  1982-83;  vice-president 
1983-84;  president  1984-85;  "So  You're 
Crowing  Up"  co-chairman  1987-90;  courtesy 
chairman  1988-90;  Community  Outreach 
Committee  (helping  to  remodel  several  rooms 
of  a local  shelter  for  children)  1988-90  and 
has  coordinated  many  programs  and  seminars. 

State  auxiliary  involvement  has  included 
two  years  of  service  as  a district  councilor. 

Her  community  involvement  is  extensive 
(mentally  underline  that)  and  diverse: 

— First  United  Methodist  Church  sees  a 
whole  lot  of  her  as  a teacher  & youth  leader, 
member  of  the  Board  of  Trustees  and  5 
commissions  (at  various  times);  and  is 


active  in  her  womens  group  in  all  areas  from 
the  kitchen  to  the  podium. 

— Salvation  Army  board  member  and  volunteer 

— Various  projects  at  the  YWCA 

— Red  Cross  Blood  Mobile  volunteer 

— Symphony  Guild 

— Meals  on  Wheels  driver  for  several  years 

— A project  leader  for  4-H' 

— PEO  chapter  work 

— Active  involvement  in  Christian  Women's 
Club 

— Has  carpools  running  out  of  her  ears 

And  what  does  she  do  for  fun?  She  plays 
golf,  tennis,  bridge,  belongs  to  book  clubs  and 
Bible  study  groups,  cooks  and  entertains. 

With  all  of  this,  her  nominator  says  she  is 
one  whose  greatest  contributions  have  been 
"quiet,  unheralded  acts  of  kindness,  one  who 
never  misses  a chance  to  show  that  she  cares." 


"MERIT  AWARD" 

Desta  Osborne  (Mrs.  Robert)  of  Lincoln, 
Nebraska  has  received  the  Merit  Award. 

The  MERIT  AWARD  is  given  each  year  to 
honor  a member  who  has  given  time  and 
service  to  the  Auxiliary. 

That  brief  description  translates  into  end- 
less hours  of  seemingly  tireless  efforts  to 
promote,  represent,  always  participate  in,  to 
know  all  the  ins  and  outs  of,  recruit  for,  to 
question  and  challenge  and  always  to  be 
looking  for  ways  to  make  this  a better 
organization. 

This  years  winner,  without  a doubt,  does  all 
of  these  things  and  more. 

A native  Nebraskan,  she  was  born  in 
Madison,  attended  the  local  public  schools 
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and  majored  in  business  at  Norfolk  Junior 
College.  Her  earlier  career  days  were  spent  as 
secretary  to  the  director  of  the  Norfolk 
Regional  Center  — a facility  for  care  of 
psychiatric  patients.  It  was  there  she  met  her 
husband  whom,  I hasten  to  add,  was  a staff 
psychiatrist. 

A move  to  Lincoln  in  the  late  sixties 
eventually  led  to  her  involvement  in  Lancaster 
County  Medical  Auxiliary  activities.  . .and  she 
literally  hasn't  stopped  running  since. 

She  has  served  as  chairman  of  most  of  the 
committees  in  her  county  auxiliary,  was 
treasurer  in  1980-81,  president-elect  in  1983- 
84  and  President  in  1984-85.  As  an  active 
member  of  Nebraska  Medical  Association 
Auxiliary  she  served  as  corresponding  secretary 
in  1981,  2nd  vice-president  in  1985-86,  1st 
vice-president  in  1986-87,  president  elect  in 
1987-88  and  president  in  1988-89.  In  1989- 
90  she  has  served  as  a member  of  the 
American  Medical  Association  Auxiliary  nom- 
inating committee.  She  has  rested  on  no 
laurels,  but  has  continued  to  see  action  as  a 
board  member  of  her  county  and  state 
auxiliaries,  and  as  a working  member  of  Gavel 
Club,  nominating,  by-laws  amd  many  other 
committees.  She  has  also  served  as  a delegate 
on  several  occasions  to  represent  Nebraska  at 
the  AMAA  conventions. 

Community  activities  have  also  benefited 
from  her  interest  and  expertise.  As  a member 


of  her  county  organization  she  has  been  a 
longtime  volunteer  with  the  Community  Blood 
Bank  mobile  units  and  a participant  in  the 
LCMA  Health  Fair  and  other  outreach  projects. 
She  has  served  as  past  chairman  of  the 
program  committee  of  the  Nebraska  Psy- 
chiatric Association  and  is  involved  as  a Life 
member  of  the  Lincoln  General  Hospital 
Auxiliary,  working  on  the  Telecare  service  and 
at  the  Information  Desk.  This  year  she  is 
serving  as  vice-chairman  of  a major  hospital 
auxiliary  fund-raiser,  the  "Arts-in-Ceneral"  show. 

What  does  she  do  to  relax?  She  likes  to  read, 
sew  and  knit  and  belongs  to  book  and  bird 
clubs  to  further  these  interests.  She  also  has 
developed  long-standing  friendships  in  a 
sewing  club  that  has  no  auxiliary  ties  (give  her 
a break!) 

Her  years  of  service  have  made  her  ex- 
tremely knowledgable  about  the  auxiliary  and 
a friend  and  guide  to  those  who  are  still 
finding  their  way.  She  has  often  told  me  that 
her  auxiliary  friends  are  like  family  she  would 
miss  if  she  lost  touch. 

Submitted  by  Donna  Stone 
NMAA  President-Elect 

Awards  Committee: 

Donna  Stone 
Harriette  Francis 
Bev  Karrer 
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NEW  MEMBERS 


IN  MEMORIAM 


Gerald  Siedband,  M.D.  (reinstated) 
1 600  South  48th  St. 

Lincoln,  NE  68506 

Martin  L.  Rothberg,  M.D. 

601  N.  30th  St.,  #3740 
Omaha,  N E 68131 

Stanislaw  Sojka,  M.D. 

6801  N.  72nd  St. 

Omaha,  NE  68122 

Robert  J.  Stratta,  M.D. 

Dept,  of  Surgery 
600  South  42nd  St. 

Omaha,  NE  68198 

Allen  M.  Morris,  M.D. 

81 1 1 Dodge  St.,  #220 
Omaha,  NE  68114 

Stephen  V.  Wendt,  M.D. 

835  E.  5th 
Fremont,  NE  68025 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

RICHARD  L.  TOLLEFSON,  M.D.  — (Born 
December  30,  1927  — died  May  7,  1990) 
Medical  Specialty  — family  practice.  Doctor 
Tollefson  was  a graduate  of  the  University 
of  Nebraska  College  of  Medicine  in  1953 
and  practiced  in  Wausa.  He  was  a member 
of  the  Nebraska  Medical  Association  and 
the  American  Medical  Association.  Doctor 
Tollefson  is  survived  by  his  wife,  Carol; 
daughters,  Maureen  Tollefson  and  Cretchen 
Ayres,  both  of  Omaha,  and  Mrs.  Douglas 
(Christine)  Johnson  of  Wausa;  son,  Richard 
of  Tucson,  Ariz.;  six  grandchildren;  sisters, 
Pat  Snyder  of  Tucson  and  Joan  Batcheller  of 
Worthington,  Minn. 

CHARLES  W.  McLAUCHLIN,  JR.,  M.D.  — 
(Born  February  3,  1906  — died  May  20, 
1 990)  Medical  Specialty  — General  Surgery. 
Doctor  McLaughlin  was  a graduate  of  the 
Washington  University  School  of  Medicine 
in  St.  Louis,  Missouri  in  1929  and  practiced 
in  Omaha.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association.  Doctor 
McLaughlin  is  survived  by  his  wife,  Beatrice; 
and  a son,  Charles  W.  McLaughlin  III  of 
Arlington  Heights,  III. 
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COMING  MEETINGS 


EMERGENCY  MEDICAL  SERVICES 
COURSE  SCHEDULE 

JULY  11-12,  1990  — Pediatric  Advanced  Life 
Support  (PALS). 

JULY  17,  1990  — Advanced  Cardiac  Life 
Support  Provider  (ACLS). 

JULY  25,  1990  — Basic  EKG. 

AUGUST  20-21,  1990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

SEPTEMBER  17,  1990  — Advanced  Cardiac 
Life  Support  Recert  (ACLS). 

SEPTEMBER  1 8-1 9,  1 990  — Pediatric  Advanced 
Life  Support  (PALS). 

SEPTEMBER  20-21 ,1990  — Advanced  Trauma 
Life  Support  (ATLS). 

OCTOBER  8-9,  1990  — Advanced  T rauma  Life 
Support  (ATLS). 

OCTOBER  1 0-1 1 , 1 990  — Pediatric  Advanced 
Life  Support  (PALS). 

OCTOBER  1 2,  1 990  — Advanced  Cardiac  Life 
Support  Instructor  (ACLS). 

OCTOBER  16-17,  1990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

OCTOBER  23,  1990  — Basic  EKG. 

NOVEMBER  5-6,  1990  — Advanced  Trauma 
Life  Support  (ATLS). 

NOVEMBER  13-14,  1 990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

NOVEMBER  27-28, 1 990  — Pediatric  Advanced 
Life  Support  (PALS). 

NOVEMBER  29  & 30  - DECEMBER  1,  1990  — 
Advanced  Trauma  Life  Support,  Ogallala 
(ATLS). 

DECEMBER  3-4,  1990  — Trauma  Nurse  Core 
Course  (TNCC). 


DECEMBER  1 1,  1990  — Advanced  Cardiac 
Life  Support  Recert  (ACLS). 

DECEMBER  12,  1990  — Advanced  Cardiac 
Life  Support  Instructor  (ACLS). 

If  no  location  has  been  specified  — the 
programs  will  be  held  at  the  Center  for 
Continuing  Education,  University  of  Nebraska 
Medical  Center  campus. 

For  further  information,  contact  Cindy  Fianssen,  Univer- 
sity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  600  South  42nd  Street,  Omaha,  Nebraska 
68798-6700.  Telephone  (402)  559-5979  or  our  toll-free 
MED  CONSULT  numbers  and  ask  for  Continuing  Education. 
In  Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CENTER  FOR  CONTINUING  EDUCATION 

(General  CME  Programs) 

JULY  25-29,  1990  — Advances  In  Medicine, 
College  of  Medicine  Alumni  CME  Program 
Snowmass,  Colorado. 

AUGUST  30,  1990  — Incontinence  in  the 
Elderly. 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

NOVEMBER  1,  1990  — Untie  the  Elderly, 
Holiday  Inn  Central,  Omaha. 

NOVEMBER  29  - DECEMBER  1,  1990  — 
Nebraska  OB-GYN  Society  Scientific  Session, 
Bally's  (Las  Vegas,  Nevada). 
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FEBRUARY  9-1  2,  1991  — 9th  Annual  Park  City 
Eye  & Facial  Plastic  Surgery  Conference, 
Olympic  Hotel,  Park  City,  Utah. 

MARCH  1 1-22,  1991  — Family  Practice 

Review. 

MARCH  28-29,  1991  — 40th  Annual  Program 
on  Obstetrics  and  Gynecology,  Holiday  Inn 
Central,  Omaha. 

APRIL  8-19,  1991  — Family  Practice  Review. 

If  no  location  has  been  specified  - the 
programs  will  be  held  at  the  Center  for 
Continuing  Education,  University  of  Nebraska 
Medical  Center  campus. 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  — A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSH I PS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff. 
Dates  and  length  of  time  are  scheduled  at 
the  mutual  convenience  of  registrant  and 
faculty. 

FELLOWSHIPS  — Provide  in-depth  under- 
standing of  an  area  of  medicine,  but  does 
not  lead  to  certification.  These  programs  are 
usually  scheduled  for  three  to  six  months  in 
length.  Registrations  are  accepted  on  an 
individual  basis  and  scheduled  at  the  mutual 
convenience  of  the  registrant  and  the 
department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH 
TECHNIQUES  — Brief  programs  are  offered 
by  the  Regional  Medical  Library  to  teach 
physicians  how  to  access  information  from 
their  own  PC's  and  can  be  scheduled  upon 
request. 

For  further  irrformation,  contact  Marge  Adey,  Coordin- 
ator of  Continuing  Medical  Education,  University  of 
Nebraska  Medical  Center,  Center  for  Continuing  Educa- 
tion, 600  South  42nd  Street,  Omaha,  Nebraska  68198- 
6100.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


OPHTHALMIC  DIAGNOSTIC  SERVICES 

AUGUST  17-18,  1990  — The  Third  Annual 
Ophthalmology  Update  for  Ophthalmic 


Medical  Assistants,  Technicians,  Contact 
Lens  Technicians,  and  Opticians.  Methodist 
Continuing  Studies  Division,  8501  West 
Dodge  Road,  Omaha,  NE  68114.  Applied 
for  12.5  JCAHPO  credits  and  12  NCLE 
credits. 

For  information,  contact:  Susan  Knight,  R.N.,  Ophthalmic 
Diagnostic  Services,  8111  Dodge  Street,  Suite  138, 
Omaha,  NE  68114.  (402)  399-8111. 


CREIGHTON  UNIVERSITY 

JULY  9-10,  1990  — Laparoscopic  Cholecys- 
tectomy for  surgeons,  Radisson  Redick  and 
Creighton  University,  Omaha,  Nebraska/15 
credit  hours  in  Category  1 AMA. 

AUGUST  1 2-1  7,  1 990  — Anesthesiology  Board 
Review  Seminar,  Hilton  Head  Island,  SC/60 
credit  hours  in  Catagory  1 AMA. 

AUGUST  20-21,  1990  — Laparoscopic  Chol- 
ecystectomy for  Surgeons,  Radisson  Redick 
and  Creighton  University,  Omaha,  Nebraska/ 
15  credit  hours  in  Category  1 AMA. 

AUGUST  23-24,  1990  — Heartland  Con- 
ference/Mini-Fellowship: Geriatrics,  Med- 
icine, Dentistry;  Marriott  Hotel,  Omaha,  NE. 

SEPTEMBER  8,  1990  — 3rd  Annual  Digestive 
Diseases  Symposium,  UNL  Student  Union, 
Lincoln,  N E/Category  1 AMA  credit  will  be 
available. 

SEPTEMBER  14,  1990  — Advances  in  the 
Management  of  GYNECOLOGIC  CANCER, 
Kiewit  Conference  Center,  Omaha,  Nebr- 
aska/Category 1 AMA  credit  will  be  available^ 

OCTOBER  1-6,  1990  — Anesthesiology  Board 
Review  Seminar,  Palm  Desert,  CA/60  credit 
hours  in  Category  1 AMA. 

OCTOBER  6,  1990  — Gastroesophageal  Reflux: 
A Rational  Approach  to  Therapy,  Embassy 
Suites,  Omaha,  Nebraska,  Category  1 AMA 
will  be  available. 

OCTOBER  26-27,  1990  — A Day  With  The 
Perinatologists,  Holiday  Inn/Old  Mill,  Omaha, 
Nebraska/12  credit  hours  in  Category  1 
AMA  will  be  available. 

NOVEMBER  1-4,  1990  — Controversies  & 
Clinical  Management  in  High  Risk  Obstetrics, 
New  Orleans,  LA/Category  1 AMA  credit 
will  be  available. 
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NOVEMBER  10-11,  1990  — Postgraduate 
Symposium  on  Anesthesiology,  Marriott 
Hotel,  Omaha,  Nebraska/Category  1 AMA 
will  be  available. 

JULY  9-1  3, 1 991  — Present  and  Future  Clinical 
Applications  of  Tumor  Markers,  Ritz  Carlton 
Hotel,  Kona,  Hawaii/Category  1 AMA  credit 
will  be  available. 

OCTOBER  25-26,  1991  — Sixth  Annual  A Day 
With  The  Perinatologists,  Omaha,  Nebraska/ 
Category  1 AMA  Credit  and  AAFP  credit. 

For  further  information,  contact  Sally  C.  O'Neill.  Ph.D., 

Creighton  University  CME  Division.  2500  California  Street, 

Omaha.  NE  68178. 

CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  University  offers  mini-fellowships 
on  a variety  of  topics.  They  are  designed  for 
the  physicians  who  can  leave  their  practice 
for  a period  of  intensive  personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  Bio- 
Information  Center  offers  an  individualized 
course  designed  to  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  — 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha,  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  — Inter- 
action with  clinicians/researchers  and  out- 
standing investigators,  Creighton  University, 
Omaha,  Nebraska. 


DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Joseph 
Center  for  Mental  Health,  Omaha,  Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical  Educa- 
tion Division,  Omaha,  Nebraska  681  78-0072,  1-800-548-CMED 
or  1-402-280-1830. 


COMING  MEETINGS 

EIGHTH  ANNUAL  MEDICAL  SEMINAR  AT 
PLUMMER'S  — Great  Slave  Lake  Lodge 
Northwest  Territories,  Saturday,  July  21  st  to 
Saturday,  July  28,  1990,  21 V2  CME  credits. 
Plummets  Lodges,  950  Bradford  St,  Winnipeg, 
Manitoba  R3H  ON5,  phone  (204)  772-8833. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Sept.  6-8, 
1990,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  25-28, 1991,  Cornhusker  Hotel,  Lincoln. 


AMERICAN  ASSOCIATION  OF 
CLINICAL  ANATOMISTS 

EIGHTH  ANNUAL  CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE  — June  16-23, 
1 990  - Wolverine  Lodge,  Lynn  Lake,  Manitoba, 
Canada.  For  information  contact  Sharlene 
Knippelmeyer,  RN,  BS,  Education  and  Staff 
Development,  Lincoln  General  Hospital, 
2300  S.  16th  St.,  Lincoln,  NE  68502 
(402)  473-5638. 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMITTEES 

ANNUAL  SESSION 
April  26-29,  1990 

(These  reports  appear  as  originally  submitted.  For 
the  House  of  Delegates  deliberations,  possible  changes, 
and  the  final  action,  refer  to  the  minutes  which  follow 
these  reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Richard  A.  Raymond.  M.D..  O'Neill  - Chairman;  Paul  E.  Collicott, 
M.D.,  Lincoln:  Herbert  A.  Hartman.  )r.,  M.D..  Omaha:  Robert  F.  Shapiro, 
M.D.,  Lincoln:  Stanley  F.  Nabity,  M.D.,  Grand  Island;  Donald  J.  Pavelka, 
M.D.,  Omaha:  Richard  Meissner,  M.D.,  Omaha;  L Dwight  Cherry,  M.D., 
Lincoln:  David  Little,  M.D.,  Hastings:  Darroll  J.  Loschen,  M.D.,  York: 
Robert  C.  Osborne,  M.D.,  Lincoln. 

The  Board  of  Directors  has  met  on  several  occasions 
since  the  1989  Fall  Session  and  submits  this  report  to 
the  House  of  Delegates. 

1.  During  the  1989  Fall  Session  of  the  House  of 
Delegates,  it  was  directed  that  the  Association  explore 
the  development  of  a constituency  of  young  physicians 
in  Nebraska  One  of  the  major  responsibilities  of  the 
constituency  will  be  recommendations  for  the  mech- 
anism to  be  utilized  in  the  selection  of  a delegate  and 
alternate  delegate  to  the  AMA  Young  Physicians' 
Section  meetings.  These  meetings  are  held  immedi- 
ately prior  to  the  annual  and  interim  sessions  of  the 
AMA  House  of  Delegates.  The  Board  considered  this 
matter  and  directed  that  Association  President,  Doctor 
Richard  Raymond,  send  letters  to  all  physicians  who 
qualify  as  young  physicians,  (either  under  40  years  of 
age  or  in  practice  for  less  than  5 years)  asking  them  to 
volunteer  their  service  on  an  ad-hoc  committee 
dealing  with  young  physicians.  A substantial  response 
was  received  and  an  ad-hoc  committee  of  young 
physicians  was  appointed.  The  committee's  first 
meeting  took  place  on  March  1,  1990.  There  are 
approximately  670  physicians  in  Nebraska  who  are 
under  age  40.  They  comprise  about  30%  of  Nebraska's 
actively  practicing  physicians.  Sixty-eight  percent  are 
NMA  members  as  compared  to  69%  of  all  active 
physicians  being  Association  members. 

2.  The  Board  considered  a resolution  adopted  during 
the  1989  Fall  Session  which  directed  the  Association 
work  with  various  Nebraska  specialty  organizations 
and  societies  to  minimize  future  conflicts  with  scheduled 
meetings  of  the  Association  and  various  specialty 
groups.  The  Board  determined  that  the  majority  of  the 
medical  specialty  societies'  meetings  will  not  conflict 
with  NMA  meetings  through  1994,  the  year  through 
which  NMA  meetings  are  scheduled.  The  Association 
contacts  Nebraska  specialty  societies  annually  for 
purposes  of  maintaining  a list  of  their  current  officers. 
That  letter  will  request  a list  of  future  meetings,  both 
local  and  national,  which  will  then  be  utilized  to  avoid 
conflicts  to  the  extent  possible. 

3.  A 1989  Fall  Session  reference  committee  recom- 
mended that  the  Board  of  Directors  consider  a public 
statement  addressing  the  impact  of  legislation  increasing 
Medicaid  reimbursement  in  Nebraska  as  well  as 
Association  efforts  being  made  to  develop  a single-tier 


Medicare  reimbursement  schedule  in  the  State  of 
Nebraska.  The  Board  did  not  feel  it  would  be 
appropriate  to  issue  a public  statement  at  this  time, 
and  that  the  matter  could  best  be  addressed  in  the 
report  dealing  with  Medicare  reimbursement. 

4.  Medicare  reimbursement  for  ambulance  service 
was  an  issue  considered  at  the  1989  Fall  Session.  The 
reference  committee  considering  this  matter  suggested 
that  the  issue  be  discussed  with  Nebraska's  congress- 
ional delegation  and  the  Rural  Health  Caucus.  The 
Association  requested  that  Senator  J.  James  Exon 
inform  the  Senate's  Rural  Health  Caucus  of  the 
reimbursement  situation,  and  asked  that  Mrs.  Virginia 
Smith  inform  the  House  of  Representatives'  Rural 
Health  Coalition  of  the  situation.  The  Association  was 
informed  that  the  Social  Security  Act  provides  Med- 
icare coverage  for  ambulance  service  where  the  use  of 
other  methods  of  transportation  is  contraindicated  by 
the  individual's  condition,  but  only  to  the  extent 
provided  in  regulations.  The  regulations  specify  that 
the  individual  be  transported  to  the  nearest  hospital 
with  appropriate  facilities  or  to  one  in  the  same 
locality.  The  term  "appropriate  facility"  means  that  the 
institution  is  generally  equipped  to  provide  the 
needed  hospital  or  skilled  nursing  care  for  the  illness 
or  injury  involved.  In  the  case  of  a hospital,  it  also 
means  that  a physician  or  physician  specialist  is 
available  to  provide  the  necessary  care  required  to 
treat  the  patient's  condition.  However,  the  fact  that  a 
more  distant  institution  is  better  equipped,  either 
qualitatively  or  quantitatively,  to  care  for  the  patient 
does  not  warrant  a finding  that  a closer  institution 
does  not  have  "appropriate  facilities."  If  the  patient 
chooses  to  go  to  another  institution  that  is  further 
away.  Medicare  payment  will  be  based  on  transporta- 
tion to  the  closest  facility. 

5.  The  Association  has  continued  to  address  the 
issue  of  Nebraska's  Medicare  reimbursement  system, 
specifically  addressing  the  resolution  adopted  during 
the  1989  Annual  Session  which  resolved  that  Medicare 
and  Medicaid  payments  be  established  on  a one-tier 
system  in  the  State  of  Nebraska  at  a level  that  is  fair  to 
all  Nebraskans.  The  Association's  activity  regarding 
this  matter  has  increased  substantially  over  recent 
months,  culminating  with  the  submission  of  a letter  to 
the  Medicare  carrier  requesting  the  Health  Care 
Financing  Administration  restructure  Nebraska's  phy- 
sician reimbursement  process  into  a "one  locale" 
system.  Representatives  of  the  Association  met  with 
personnel  of  the  carrier  and  of  the  HCFA  on  February 
1,  for  purposes  of  discussing  the  specific  request.  We 
were  informed  that  Section  1842B  of  the  Social 
Security  Act  specifies  that  payments  are  to  be  made  at 
a level  based  on  a prevailing  and  customary  charge 
process  and  to  alter  the  reimbursement  structure  as 
per  our  request  is  not  permissible  under  current 
statutory  wordage.  Current  statistical  data  would  also 
indicate  that  future  Nebraska  reimbursement  could  be 
restricted  as  a result  of  data  being  compiled  as  a 
preliminary  step  to  implementing  the  reimbursement 
system  which  will  utilize  the  Resouce  Based  Relative 
Value  Scale.  An  additional  factor  is  that  the  full 
implementation  of  the  RBRVS  is  still  approximately  7 
years  away.  This  being  the  situation,  the  Association 
decided  to  proceed,  requesting  Senator  J.  James  Exon 
prepare  and  introduce  legislation  to  change  Nebraska's 
Medicare  payment  system  to  a one  locale  structure 
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with  reimbursement  at  the  locale  15  (Douglas  and 
Lancaster  Counties)  level.  The  House  of  Delegates  will 
be  updated  on  the  status  of  this  activity  at  the  Annual 
Session. 

6.  During  the  1 989  Fall  Session,  the  House  adopted  a 
resolution  directing  that  the  Association  commend  the 
American  Medical  Association  for  its  opposition  to 
arbitrary  expenditure  targets  for  Medicare  and  to 
commend  the  AMA  for  its  efforts  to  educate  the  public 
and  the  Congess  about  the  potential  damaging  effect 
this  limitation  would  have.  A letter  was  sent  to  the 
AMA  complying  with  this  request  following  the 
September  session  of  the  House  of  Delegates. 

7.  The  House  of  Delegates  adopted  a resolution 
during  the  1989  Fall  Session  instructing  the  Board  of 
Directors  of  the  NMA  develop  the  position  of  the 
Association  regarding  “mandatory  health  insurance" 
and  report  to  the  House  of  Delegates  at  this  1990 
session.  The  proposed  document  for  consideration  by 
the  House  of  Delegates  is  as  follows: 

COVERING  THE  UNINSURED 

At  the  Fall  '89  House  of  Delegates,  Resolution  #4 
was  adopted,  directing  "the  Board  of  Directors  of  the 
NMA  develop  the  position  of  the  NMA  regarding 
"Mandatory  Health  Insurance."  This  report  expands 
on  Resolution  #4,  by  necessity,  to  include  all  the 
uninsured  in  a broader  examination  of  this  problem. 

The  figure  of  37  million  uninsured  Americans  has 
been  quoted  widely  in  the  last  year.  However,  recent 
figures  released  by  the  Secretary  of  the  Department  of 
Labor  admits  that  figure  was  erroneous,  and  the 
Department  now  estimates  the  number  of  uninsured 
to  be  31  million.  Close  to  half  of  these  are  "Full-time" 
workers,  with  full-time  being  defined  as  working  1 7V2 
hours  per  week.  Close  to  one-third  were  children 
below  the  age  of  1 8.  More  importantly,  1 0.9  million  of 
these  uninsured  individuals  have  an  annual  income 
below  the  federal  poverty  level,  yet  are  not  covered 
under  the  Medicaid  program,  a program  designed  to 
provide  access  to  health  care  for  the  nation's  poor. 

Extending  mandated  health  insurance  to  the  nation's 
uninsured  workers  may  produce  an  increase  of 
approximately  $33  billion  in  insurance  payments,  and 
may  also  produce  an  estimated  loss  of  150,000  jobs. 
60%  of  uninsured  workers  toil  for  an  income  below 
twice  the  poverty  level,  and  48%  of  the  uninsured 
work  force  are  employed  by  small  businesses  with  less 
than  10  employees. 

In  Nebraska,  marketing  experts  estimate  the  number 
of  uninsured  people  to  be  200,000  to  250,000.  They 
also  estimate  that  one-half  of  the  uninsured  in 
Nebraska  make  less  than  185%  of  the  federal  poverty 
level.  In  1 989,  that  was  $1 1 ,063  for  a single  person,  or 
$1  8,61 1 for  a family  of  three.  Currently  in  Nebraska, 
Medicaid  coverage  ceases  when  a recipient  makes 
approximately  60%  of  the  poverty  level,  and  ADC 
coverage  extends  to  43%  of  the  federal  poverty  level. 

A key  element  of  the  AMA's  program  to  address  the 
uninsured  calls  for  Comprehensive  Medicaid  Reform. 
To  expand  Medicaid  eligibility  to  cover  all  persons  at 
or  below  the  federal  poverty  level  would  require  new 
public  spending  ranging  from  $9.1  billion  to  $14.8 
billion  annually.  An  additional  3 million  individuals 


nationally  have  annual  incomes  slightly  above  the 
poverty  level,  but  have  seasonal  variations  dropping 
them  below  the  poverty  level.  If  Medicaid  reform  was 
enacted  on  a national  level,  these  people  may 
decrease  their  work  hours  to  qualify  for  Medicaid, 
adding  an  additional  $6.3  billion  cost  to  the  program. 
If  we  could  add  these  individuals  to  the  Medicaid 
program,  we  would  be  left  with  18  million  uninsured, 
the  majority  of  these  having  ties  to  the  work  force. 

Medicaid  could  also  be  expanded  to  allow  the  near- 
poor to  buy  into  coverage  under  the  program,  with 
some  public  funding  of  their  coverage.  This  would 
remove  the  incentive  to  decrease  income  to  poverty 
level  for  health  insurance  coverage  (ie.  Medicaid)  and 
would  allow  employers  to  continue  hiring  marginal 
help  without  being  faced  with  insurance  costs  dis- 
proportionate to  salary  costs. 

Expansion  of  the  Medicaid  program  would  also 
transfer  some  of  the  costs  of  providing  care  for  the 
poor  from  the  private  sector  to  the  public  sector,  by 
reducing  cost-shifting  necessitated  by  providing  free 
care  for  the  indigent,  therefore  helping  to  hold  down 
increases  in  costs  for  private  insurance,  making  it  less 
expensive  for  business  to  provide  coverage  for  their 
employees. 

However,  in  its  search  to  find  ways  to  decrease  the 
federal  deficit,  government  is  unlikely  to  make  any 
significant  contribution  to  solving  the  problem  of  the 
uninsured  other  than  to  impose  hidden  taxes  upon 
business  - i.e.,  mandated  employer-paid  health  insur- 
ance. 

Mandatory  health  insurance  is  a payroll  tax.  Many 
small  businesses  state  that  they  cannot  afford  this 
extra  expense  and  they  would  be  forced  to  lay-off 
employees.  It  could  have  especially  serious  negative 
economic  implications  for  small  agri-businesses  in 
Nebraska.  Ordinarily,  any  increase  in  cost  of  doing 
business  is  passed  on  to  customers.  In  rural  areas, 
especially  in  agri-business,  this  would  not  be  possible. 
Therefore,  we  would  see  mandated  health  insurance 
provided,  but  at  the  expense  of  decreased  benefits. 
Most  likely  this  would  be  decreased  wages.  With  60% 
of  the  working  uninsured  already  earning  less  than 
twice  the  poverty  level,  this  becomes  a regressive  tax, 
and  could  be  devastating  in  rural  areas  where  job 
opportunities  are  very  limited.  Or,  if  the  consumer 
would  not  tolerate  increased  prices,  and  the  employee 
would  not  accept  decreased  benefits,  the  employer 
may  substitute  labor-saving  equipment,  or  reduce 
labor  and  output.  With  the  bulk  of  the  uninsured 
working  for  firms  of  less  than  10  employees,  we  may 
simply  mandate  some  small  businesses  out  of  operation. 

Small  businesses  are  on  the  rise  in  Nebraska,  and  are 
providing  the  bulk  of  new  jobs  in  the  revitalization  of 
rural  areas.  Many  times  it  is  secondary  employment  for 
a small  firm  that  has  allowed  rural  couples  to  keep 
their  farms.  If  we  transformed  them  from  the  working 
uninsured  to  the  unemployed  uninsured,  we  could 
see  another  string  of  farm  sales  in  the  Midwest  and 
further  exodus  from  rural  areas. 

Any  discussion  of  mandatory  health  insurance  must 
include  proper  funding  and  expansion  of  the  Medicaid 
programs.  It  should  also  include  tax  incentives  to  allow 
the  self-employed  person  to  deduct  the  full  cost  of 
health  insurance,  as  larger  employers  and  corporations 
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now  do.  It  should  also  have  a phased-in  period,  based 
on  business  size.  The  AMA's  recommendations  include 
these  factors  in  detail,  but  two  important  areas  are  not 
fuliy  addressed  in  the  AMA's  Report  Q of  the  Trustees, 
a copy  of  which  is  appended  to  this  report. 

First,  the  AMA's  report  does  not  appear  to  allow 
anyone  to  opt  out,  regardless  of  employer  size. 
Businesses  that  are  very  small  need  to  be  considered 
very  carefully,  in  an  attempt  not  to  disrupt  the  very 
fragile  economic  balance  in  rural  areas.  Perhaps 
allowing  them  to  buy  into  the  Medicaid  program 
should  be  considered  as  an  alternative.  Perhaps 
businesses  employing  fewer  than  10  people  should 
be  allowed  to  purchase  insurance  through  a state- 
wide group  plan  for  no-frills,  basic  coverage,  to  cover 
only  those  small  businesses  that  qualify.  The  AMA 
must  explore  the  political  practicality  of  its  suggestion 
that  refundable  tax  credits  may  be  needed  to  offset 
the  cost  to  some  small  businesses. 

Second,  the  AMA  plan  calls  for  each  health  plan  to, 
at  a minimum,  provide  payment  for  "all  medically 
necessary  services."  This  statement  needs  defining. 
"Necessary"  takes  on  a great  many  different  meanings 
in  the  eyes  of  the  provider,  consumer  and  payor. 
Business  should  not  be  mandated  to  provide  coverage 
for  all  the  frills,  but  must  be  only  required  to  provide 
some  form  of  basic  health  care,  perhaps  focusing  on 
"catastrophic"  coverage. 

The  problem  of  the  uninsured  in  this  country  is  like 
an  abscess  that  needs  to  be  lanced  — as  physicians  we 
might  be  tempted  to  find  a"quick  cure."  However,  the 
problem  is  just  too  complex  to  make  a simple 
statement  at  this  time.  If  we  truly  believe  that  quality 
health  care  for  all  Americans  is  a goal  to  be  reached, 
then  expansion  of  the  Medicaid  program  along  with 
mandated  health  insurance  is  one  possible  solution. 
However,  it  is  a solution  that  the  Federal  government 
is  unlikely  to  endorse  because  of  the  increased  public 
spending  required.  Additionally,  it  has  produced  cries 
from  business  for  national  health  insurance. 

Mandated  health  insurance  alone  is  a regressive, 
pseudo-tax  with  serious  economic  implications  for 
rural  Nebraska.  It  would  appear  to  be  hypocritical  for 
the  NMA  to  defend  and  pursue  a physician's  right  to 
practice  medicine  free  of  government  regulations, 
while  urging  Congress  to  regulate  and  tax  other 
businesses. 

Unfortunately,  the  only  other  alternative  given  any 
credibility  is  national  health  insurance.  This  option 
would  bring  more  regulation  and  bureaucracy  into 
health  care  and  is  unacceptable  to  the  NMA. 

The  NMA  Board  of  Directors  is  committed  to  being  a 
part  of  the  solution  to  this  very  important  and  complex 
problem  facing  Nebraska  and  the  United  States,  a 
problem  that  threatens  the  access  to  quality  care  for 
some  and  threatens  further  intrusions  into  the  practice 
of  medicine  by  government.  An  Ad-Hoc  Committee 
on  the  Uninsured  is  being  formed  to  study  this 
problem  in  depth.  Input  from  many  sectors  of  society 
is  necessary  to  reach  an  equitable,  workable  solution 
to  covering  the  uninsured  and  further  reports  and/or 
recommendations  will  be  presented  to  the  House  of 
Delegates  in  a timely  fashion.  In  the  meantime,  the 
physicians  of  Nebraska  will  continue  to  provide  access 
to  quality  care  in  a charitable  fashion  whenever 
necessary. 


8.  During  consideration  of  the  report  of  the  Com- 
mission on  Legislation  and  Governmental  Affairs  at  the 
1989  Fall  Session,  thp  Board  of  Directors  was  requested 
to  review  the  matter  of  compliance  with  the  require- 
ment in  LB  434  (Nebraska  Hospital/Medical  Liability 
Act)  that  petitions  of  suits  filed  in  the  State  be 
provided  to  the  Department  of  Insurance.  This  matter 
was  referred  to  the  Ad-Hoc  Committee  on  Professional 
Liability  as  it  is  that  NMA  group  that  addresses  matters 
concerned  with  this  statute. 

9.  During  the  1989  Fall  Session  of  the  House,  the 
Board  of  Directors  was  asked  to  investigate  standing 
committee  status  for  the  Ad-Hoc  Committee  on 
Medicaid  Services.  The  Board  considered  this  matter 
and  determined  that  the  function  of  this  committee 
and  the  importance  of  the  subject  it  addresses  are 
such  that  the  group  will  most  likely  be  reappointed 
annually,  consequently,  it  was  not  felt  there  was  a 
need  to  provide  standing  committee  status. 

1 0.  The  Board  recommended  that  the  Ad-Hoc  Com- 
mittee on  Medicare  request  input  from  Association 
members  regarding  problems  with  Medicare.  The 
committee  subsequently,  in  the  NMA  newsletter, 
invited  input  from  Association  members  regarding 
reoccuring  or  consistent  problems  being  experienced 
with  the  program  which  should  be  brought  to  the 
attention  of  the  carrier.  Members  were  encouraged  to 
voice  their  concerns  in  writing  and  forward  them  to 
the  Association  office.  On  March  6,  a meeting  was 
held  with  the  Medical  Director  and  other  representa- 
tives of  Kansas  Blue  Cross/Blue  Shield.  The  Ad-Hoc 
Committee  will  present  a report  to  the  House. 

11.  The  Board  considered  the  matter  of  generic 
substitution  as  referred  in  a resolution  considered  at 
the  1989  Fall  Session.  The  Board  reviewed  the 
resolution  which  addressed  both  the  statutory  allow- 
ance of  drug  substitution  and  the  white  paper  on 
substitution  prepared  by  the  American  Academy  of 
Family  Physicians.  The  Board  also  made  note  of  the 
fact  that  suggestion  had  been  made  to  not  make  the 
restrictions  too  severe  when  developing  a plan  to 
eliminate  the  generic  medication  problem.  The  Board 
also  noted  that  it  is  essentially  the  responsibility  of  the 
physician  to  indicate  "NDPS"  on  prescriptions  if  they 
do  not  wish  a generic  substitution.  The  Board  felt  it 
was  necessary  to  continue  the  established  liaison 
between  the  NMA  and  the  Nebraska  Pharmacists 
Association,  and  a meeting  was  held  with  that  group  in 
January.  The  Board  is  continuing  to  address  this  matter. 

12.  The  Board  approved  the  distribution  of  the 
brochure  entitled  "Why  Are  Nebraska  Seniors  Short- 
changed by  Medicare?"  (copy  attached).  The  Board 
felt  it  important  to  alert  Nebraskans  of  the  disparity  in 
reimbursement  under  the  Medicare  program.  Members 
of  the  Association  were  sent  a supply  of  the  brochures 
and  invited  to  purchase  additional  copies  at  cost. 
Approximately  12,000  additional  brochures  were 
distributed  to  Association  members.  We  have  received 
2,584  of  the  completed  cards  from  Nebraskans  which 
will  be  presented  to  members  of  Nebraska's  congress- 
ional delegation. 

13.  The  Board  considered  and  approved  a proposal 
submitted  to  it  by  the  Ad-Hoc  Committee  on  Tumor 
Registry  which  defined  a process  covering  access  to 
statistical  data  being  compiled  in  the  Nebraska  Cancer 
Registry. 
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14.  The  Board  nominated  Robert  D.  Harry,  M.D.  of 
Lexington  to  serve  on  the  Board  of  Examiners  in 
Medicine  and  Surgery.  Doctor  Harry's  nomination  was 
approved  by  the  State  Board  of  Health.  The  Association 
also  recommended  John  D.  Roehrs,  M.D.  be  reappointed 
to  the  Board  of  Examiners  in  Respiratory  Care  Practice 
and  recommended  that  Mr.  Jack  L Donelson  be 
reappointed  to  the  Board  of  Examiners  in  Medicine 
and  Surgery. 

15.  During  the  1989  Fall  Session,  the  House  of 
Delegates  adopted  a resolution  directing  the  Associa- 
tion encourage  the  health  insurance  industry  to 
develop  health  insurance  contracts  with  lower  pre- 
miums for  nonsmokers.  The  Association  sent  a letter 
containing  the  resolution  to  approximately  80  insur- 
ance companies  who  annually  receive  in  excess  of  $1 
million  premium  income  for  health  insurance  in 
Nebraska.  The  response  from  the  carriers  indicated 
56%  of  those  responding  currently  allow  a discounted 
premium  for  nonsmokers.  Several  more  indicated  they 
have  this  matter  under  study. 

1 6.  During  its  January  meeting,  the  Board  considered 
a statistical  report  of  the  Association's  group  health 
insurance  program  underwritten  by  Nebraska  Blue 
Cross/Blue  Shield.  It  was  evident  that  even  with  the 
substantial  revision  of  the  program  approved  in  early 
1989,  the  experience  at  year  end  indicated  an 
additional  increase  in  premium  rates  was  necessary.  It 
was  noted  that  several  large  claims  had  had  a major 
impact  on  the  program.  There  were  three  patients  who 
compiled  over  $500,000  in  claims  among  them.  The 
proposed  increase  was  34.8%.  This  amount  was 
reduced  to  28.8%,  guaranteed  for  a six-month  period, 
instead  of  the  usual  12-month  guaranteed  rate.  The 
Board  continues  to  assess  the  coverage  available 
through  this  group  program  and  will  make  every  effort 
to  continue  to  provide  Association  members  multiple 
options  of  coverage  at  the  best  premium  rates 
available. 

17.  During  the  1989  Fall  Session  of  the  House  of 
Delegates,  a resolution  was  adopted  which  protested 
"downcoding"  by  Medicare.  The  resolution  and  a 
request  for  assistance  were  sent  Senator  J.  James  Exon. 
In  December,  Senator  Exon  provided  the  Association 
with  a letter  from  the  Health  Care  Financing  Admin- 
istration which  stated:  "The  downcoding  of  intermediate 
hospital  visits  to  which  the  NMA  objected  was  the 
result  of  a local  policy  of  Blue  Cross/Blue  Shield  of 
Kansas,  the  carrier  that  processes  Nebraska  claims. 
Automatic  downcoding  of  all  such  claims  violates 
national  Medicare  policies  and  the  carrier  has  been 
notified  to  stop  this  practice  immediately." 

18.  The  Association  is  undertaking  an  activity  with 
the  Nebraska  Department  of  Aging  which  will  result  in 
Association  members  reviewing  medications  currently 
being  taken  by  patients,  especially  older  patients. 
While  this  activity  is  in  the  formative  stages,  it  will 
result  in  a project  such  as  a medication  awareness 
month  during  which  patients  will  be  encouraged  to 
take  their  medications  to  their  physician  for  the 
purpose  of  having  him/her  review  the  various  medica- 
tions being  taken  by  the  individual.  More  information 
on  this  project  will  be  distributed  to  Association 
members  at  a later  date. 

1 9.  The  Board  was  asked  to  consider  the  program  on 
low  level  radioactive  waste  disposal  being  presented 


at  the  1 990  Annual  Session.  A resolution  was  adopted 
proposing  the  Ad-Hoc  Committee  on  Low  Level  Radio- 
active Waste  Disposal  assist  the  Scientific  Sessions 
Committee  in  the  planning  and  preparation  for  this 
portion  of  the  program.  The  Board  was  asked  to 
discuss  the  matter  of  attendance  at  the  program  and 
determined  that  attendance  should  be  limited  to 
NMA  members  and  Auxilians. 

20.  The  Board  has  continued  to  devote  considerable 
time  to  the  various  member  benefit,  non-dues  income 
activities  of  the  Association.  The  group  insurance 
program  through  Nebraska  Blue  Cross/Blue  Shield 
was  previously  discussed  in  this  report.  The  number  of 
Association  members  utilizing  the  collection  services 
of  Bartling  & Hinkle,  P.C.  is  constantly  increasing. 
Informational  materials  were  developed  and  distri- 
buted to  Association  members  on  several  occasions. 
The  Association's  Visa  card  project  continues  to  grow 
and  the  Board  encourages  all  members  to  take 
advantage  of  this  service.  The  Association  plays  a role 
in  the  promotion  of  these  services  for  which  we 
receive  an  administrative  fee  which  helps  offset  the 
amount  of  dues  necessary  to  operate  our  organization. 

21.  Increasing  membership  in  all  levels  of  organized 
medicine  has  been  a major  activity  area  of  the  Board 
of  Directors  during  this  past  year.  We  finished  1989 
with  a total  membership  count  of  1,780  which  is  the 
largest  membership  the  Association  has  ever  had. 
Total  membership  for  1988  was  1,703.  Several 
members  of  the  House  of  Delegates  accepted  the 
challenge  given  them  by  Association  President  Richard 
Raymond,  M.D.  to  obtain  two  new  members.  The 
Board  greatly  appreciates  the  efforts  of  the  members 
of  the  House  in  this  regard.  Detailed  membership 
statistics  will  be  included  in  the  Board's  report  to  the 
Fall  Session  of  the  House. 

22.  The  1989  Annual  Audit  precedes  this  report  of 
the  Board.  Also,  we  have  attached  a copy  of  the  1990 
Association  buget  as  adopted  by  the  Board.  The 
Association  finished  1 989  with  a deficit  which  necess- 
itated a transfer  of  $38,230  from  Association  reserves. 
Inasmuch  as  there  was  not  a dues  increase  for  1 990  it 
it  anticipated  that  a deficit  in  approximately  that  same 
amount  will  be  incurred  for  this  year's  operation. 
There  is  a real  likelihood  that  the  Board  will  propose  a 
dues  increase  for  1991  to  the  House  of  Delegates  at 
the  Fall  Session. 

Your  Board  of  Directors  requests  approval  of  the 
matters  presented  in  this  report,  and  stands  ready  to 
receive  items  which  may  be  presented  to  the  Board  by 
the  House  of  Delegates  at  this  Annual  Session. 


REPORT  OF  THE  BOARD  OF  TRUSTEES 

Subject:  Covering  the  Uninsured 

Presented  by:  John  J.  Ring,  M.D.,  Chairman 
Referred  to:  Reference  Committee  A 

(Edward  Sattenspiel,  M.D.  Chairman) 

Board  of  Trustees  Report  JJ,  amended  and  adopted 
by  the  House  of  Delegates  at  the  1989  Annual 
Meeting,  reviewed  the  lack  of  health  insurance  by 
many  Americans.  Report  JJ  stated  that  the  AMA 
supports  the  concept  of  a phased-in  requirement  of 
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employer  health  insurance  with  coverage  provided  in 
the  private  sector.  The  report  also  asked  the  AMA  to 
continue  to  study  all  approaches  to  providing  health 
services  for  the  uninsured  and  work  with  business 
groups  to  develop  approaches  that  are  best  suited  to 
the  needs  of  small  business.  Report  JJ  also  asked  that 
the  AMA  begin  the  development  of  a package  of  basic 
health  benefits. 

The  Board  of  Trustees,  in  conjunction  with  the 
Council  on  Medical  Service  and  the  Council  on 
Legislation,  reviewed  AMA  policy  on  the  uninsured. 
This  review  clearly  indicates  that  the  AMA  does  have  a 
coordinated  package  of  proposals  for  assuring  access 
to  health  care  for  all  uninsured  Americans.  This  current 
report:  (1)  summarizes  the  AMA  program  for  the 
uninsured;  (2)  presents  in  the  Appendix  an  example 
developed  by  the  Councils  on  Medical  Service  and 
Legislation  of  one  approach  to  implementing  a 
phased-in  requirement  of  employer  coverage;  and  (3) 
presents  in  the  Appendix  a package  of 
basic  health  benefits,  also  developed  by  the  Councils, 
for  all  employer  health  insurance  coverage. 

Basic  Elements  of  AMA  Program  for  Uninsured 

The  basic  elements  of  the  AMA  program  to  address 
the  uninsured  consist  of: 

1.  Comprehensive  Medicaid  Reform 

2.  State  Risk  Pools 

3.  Phased-in  Required  Employer  Coverage 

4.  Voluntary  Care 


Past  House  Action:  A-89:118-123 

The  AMA  program  can  be  viewed  best  in  the  context 
of  its  impact  on  various  population  segments  of  the 
uninsured,  summarized  as  follows: 

1.  Persons  below  poverty  and  unemployed 

Major  Medicaid  reform  is  essential  to  provide 
uniform  adequate  benefits  to  all  persons  below 
poverty.  The  AMA  believes  strongly  that  federal  and 
state  governments  have  a legitimate  role  in  assuring 
access  to  and  funding  for  medical  care  for  persons 
with  incomes  below  the  poverty  level.  It  is  well 
documented,  however,  that  the  Medicaid  program  is 
fraught  with  problems  and  inequities,  illustrated  by 
the  following:  lack  of  coverage  for  about  60%  of 
individuals  with  incomes  below  the  poverty  level; 
wide  variation  in  eligibility  criteria  and  benefits  from 
state  to  state;  and  inadequate  physician  and  hospital 
reimbursement  levels  which  restrict  access  to  care. 

The  AMA  advocates  basic  Medicaid  reform  to  (1) 
create  a basic  national  standard  of  uniform  eligibility 
for  all  persons  below  the  federal  poverty  level 
(adjusted  by  state  per  capita  income  factors);  (2) 
create  basic  national  standards  of  uniform  minimum 
adequate  benefits;  (3)  eliminate  existing  categorical 
eligibility  requirements;  and  (4)  create  adequate 
physician  and  hospital  reimbursement  levels  to  assure 
broad  access  to  care. 

2.  Persons  above  poverty  and  unemployed  or  self- 
employed 

State-level  insurance  risk  pools  are  needed  to  make 
available  adequate  coverage  for  the  medically  unin- 
sured and  others  for  whom  individual  health  coverage  is 


too  expensive  and  group  coverage  is  not  available. 
Insurance  should  be  through  the  private  sector,  with 
premium  subsidies  for  those  near  the  poverty  level. 
Premiums  should  be  based  on  group  rates.  ERISA 
provisions  need  to  be  addressed  to  achieve  increased 
financial  support  for  such  pools.  Risk  pool  coverage 
should  be  available  to  small  employers. 

In  particular  regard  for  the  self-employed  business- 
man or  professional,  provisions  need  to  be  enacted  to 
allow  such  persons  paying  1 00%  of  premium  for  health 
insurance  to  deduct  the  full  cost  for  premiums.  This 
approach  will  provide  equity  in  relation  to  employer/ 
employee  ability  to  receive  tax  perferences  for  health 
insurance. 

3.  Persons  employed  but  uninsured 

A phased-in  requirement  is  needed  for  employer 
provision  of  health  insurance  within  the  private  sector 
for  all  full-time  employees,  with  a program  of  tax 
incentives  to  avoid  adverse  impact  on  employers, 
particularly  small  employers. 

The  AMA  will  continue  to  work  with  national 
insurance  associations  to  develop  innovative  approaches 
to  making  affordable  health  insurance  available  to 
employed  but  uninsured  persons.  Despite  the  fact 
that  181  million  Americans  have  private  health 
insurance,  with  146  million  of  these  people  having 
employer  coverage,  there  remain,  according  to  the 
most  recent  statistics,  approximately  31  million  Amer- 
icans without  health  insurance  coverage.  About  24 
million  of  these  uninsured  persons  are  the  employed 
uninsured  and  their  dependents.  With  appropriate 
safeguards  to  prevent  undue  impacts  on  small  and 
new  business  and  protections  to  avoid  interference 
with  medical  practice,  a phased-in  requirement  of 
employer-based  coverage,  with  full  coverage  in  the 
private  sector,  continues  to  present  a desirable 
alternative  for  significant  expansion  of  protection  for 
the  presently  uninsured.  This  is  especially  true, 
considering  that  some  proposals  promote  national 
health  insurance  as  the  only  way  to  cover  the 
uninsured. 

One  approach  to  implementing  such  a phased-in 
requirement  for  private  coverage  has  been  developed 
by  the  Councils  on  Medical  Service  and  Legislation 
and  is  contained  in  the  Appendix.  In  developing  this 
approach,  the  Councils  have  attempted  to  be  par- 
ticularly sensitive  to  the  concerns  of  small  business 
regarding  the  costs  and  underwriting  obstacles  faced 
by  them  in  obtaining  health  insurance  policies. 

4.  Voluntary  care 

The  AMA  will  continue  its  long-standing  efforts  to 
encourage  physicians  to  provide  health  care  services 
without  charge  or  at  reduced  rates  for  persons  who  are 
without  insurance  coverage  and  cannot  afford  health 
care  services.  Recent  AMA  surveys  indicate  physicians 
provide  an  average  of  1 50  hours  of  care  annually  free 
of  charge  — coming  close  to  $1 1 billion  of  uncharged 
care.  Such  efforts  will  clearly  need  to  continue  while 
elements  of  the  above  program  are  put  in  place. 

Basic  Health  Benefits 

As  part  of  their  development  of  an  approach  for  a 
phased-in  requirement  of  employer  coverage  in  the 
private  sector,  the  Councils  on  Medical  Service  and 


July  1990  Nebraska  Medical  Journal  195 


Legislation  have  developed  a package  of  basic  health 
benefits,  with  appropriate  provisions  for  employee 
cost-sharing.  The  Board  concurs  with  the  Councils  that 
this  basic  benefit  package  is  one  reasonable  approach 
which  the  AMA  should  endorse. 

Conclusion 

The  Councils  on  Medical  Service  and  Legislation 
have  developed  one  desirable  approach  to  a phased- 
in  requirement  of  employer  health  coverage  in  the 
private  sector  as  well  as  a package  of  basic  health 
insurance  benefits  for  all  employer  coverage.  The 
Board  firmly  believes  that  along  with  AMA's  state  risk 
pool,  Medicaid  reform,  and  voluntary  care  policies, 
the  phased-in  employer  coverage  requirement  com- 
pletes a coordinated  package  to  assure  health  cover- 
age for  all  uninsured  Americans. 

The  Board  and  Councils  intend  to  continue  working 
with  business  groups,  insurance  associations,  and 
government  to  pursue  all  alternatives  for  providing 
coverage  to  the  uninsured.  The  Board  is  pleased  to 
present  this  report  for  the  information  of  the  House. 

APPENDIX 

Set  out  below  is  one  approach  to  a program  for  a 
phased-in  requirement  of  employer  provided  health 
insurance.  Included  in  this  approach  is  one  desirable 
design  of  a basic  health  benefits  package  with 
appropriate  employee  cost  sharing. 

Scope  of  the  Program 

• After  a phase-in  period,  all  business  employers 
(profit  and  non-profit)  would  be  required  to  enroll 
all  full-time  (at  least  1 772  hours  per  week)  employ- 
ees and  their  families  (spouse  and  children)  in  a 
private  health  insurance  plan. 

• Employers  must  provide  coverage  under  the  health 
benefit  plan  within  30  days  after  the  employee 
begins  employment. 

• Employees  could  not,  in  general,  waive  coverage. 

- An  employee  who  works  at  least  17'/2  hours  per 
week  for  each  of  two  or  more  employers  must 
accept  coverage  in  the  health  plan  of  only  one  of 
the  employers. 

- An  employee  could  waive  enrollment  for  himself, 
his  spouse  or  children  if  they  are  covered  under 
the  health  benefit  plan  of  the  spouse.  If  spousal 
coverage  is  terminated,  the  employee  must  enroll 
in  his  or  her  employer's  plan  within  30  days  of 
such  termination. 

- A child  who  is  employed  may  waive  coverage  in  a 
health  plan  if  he  or  she  is  covered  under  a parent's 
plan. 

• The  requirement  to  provide  health  insurance 
coverage  would  be  phased  in  based  on  the  size  of 
the  employer. 

- 1 St  year  - All  employers  with  25  or  more  employ- 

ees must  provide  coverage.  (Would 
cover  about  8.3  million  of  the  uninsured 
at  an  estimated  loss  of  $2.8  billion  in 
federal  revenues.) 

- 2nd  year  -All  employers  with  10  or  more  employ- 

ees must  provide  coverage.  (Would 


cover  about  4.9  million  more  of  the 
uninsured.  The  total  second-year  loss 
in  federal  revenues  is  estimated  at  $4.5 
billion.) 

- 3rd  year  -All  employers  must  provide  coverage. 

This  would  result  in  an  estimated  total 
loss  of  $8.8  billion  in  federal  revenues 
for  the  third  year. 

Benefits 

• Each  health  plan,  at  a minimum,  must  provide 
payment  for  all  medically  necessary  - 

- inpatient  and  outpatient  hospital  services; 

- inpatient  and  outpatient  physician  services; 

- diagnostic  and  screening  tests; 

- prenatal  care  and  well-baby  care;  and 

- periodic  medical  examinations  and  immunizations. 
Employee  Cost-Sharing 

• The  share  of  the  premium  that  must  be  paid  by  the 
employee  should  not  exceed  20%  of  the  cost  of  the 
coverage. 

• The  amount  of  coinsurance  for  which  an  employee 
would  be  responsible  should  be  limited  to  20%  of 
the  cost  of  the  service. 

• Health  plans  would  require  an  annual  deductible  of 
not  more  than  $250  per  individual  and  $350  per 
family. 

• The  health  plan  must  provide  a reasonable  annual 
limit  on  employees'  incurred  expenses  for  pre- 
miums, coinsurance,  and  deductibles. 

- Option  1:  $1,000  per  person  and  $2,000  per 
family  indexed  to  the  medical  care  component  of 
the  CPI  or  1 0%  of  total  wages,  whichever  is  higher. 

- Option  2;  10%  of  total  wages  with  a maximum 
cost  sharing  limit  of  $10,000. 

• For  employees  with  income  under  100%  of  the 
poverty  level,  the  state  would  be  required  to  pay 
the  employee's  share  of  any  premium,  coinsurance, 
and  deductible  costs  under  the  employer  plan. 

Tax  Benefits 

• The  100%  business  expense  tax  deduction  for 
health  insurance  premium  costs,  which  currently 
applies  only  to  incorporated  entities,  would  be 
extended  so  that  it  applies  to  all  corporations  and 
to  all  self-employed  persons.  As  an  alternative  to 
the  tax  deduction,  a refundable  tax  credit  could  be 
elected  by  the  self-employed  person. 

• An  additional  tax  benefit  would  be  provided  to  all 
new  businesses.  During  their  first  year,  businesses 
would  be  entitled  to  a 150%  deduction  for  their 
health  insurance  premium  costs.  During  their 
second  year,  businesses  would  be  allowed  a 125% 
deduction  for  such  costs. 

• A 100%  refundable  tax  credit  would  be  provided 
for  businesses  of  25  or  fewer  employees  for  health 
benefit  costs  in  excess  of  15%  of  payroll  costs. 

• A sliding  scale  refundable  earned  income  tax  credit 
would  be  established  for  employees  with  incomes 
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between  100%  and  150%  of  the  poverty  level  for 
premium,  coinsurance,  and  deductible  costs. 

Financing 

• Funding  for  the  tax  benefits  provided  to  employers 
and  employees  would  be  financed  from  general 
federal  revenues.  As  a means  of  paying  for  the  tax 
benefits,  a cap  should  be  established  that  would 
limit  the  amount  of  employer-provided  health 
insurance  an  employee  could  receive  tax  free. 

Health  Benefit  Insurance  Pool 

• In  order  to  deduct  any  employee  health  benefit 
cost,  an  employer  would  be  required  to  purchase 
health  insurance  from  a company  that  participates 
in  a state  health  benefit  insurance  pool.  If  the 
employer  is  self-insured,  it  would  be  required  to 
participate  in  the  pool  directly.  The  pool  would  be 
a private,  nonprofit  association  within  a state  that 
would  offer  health  benefit  coverage  to  small 
businesses  (25  or  fewer  employees)  and  individuals 
(including  part-time  employees  and  uninsurables), 
either  through  its  members  on  an  assigned  basis  or 
directly.  Pool  members  would  be  assessed  any 
deficit  from  pool  operations  on  an  equitable  basis 
or  deficits  could  be  made  up  through  direct  state 
subsidies.  The  pool  could  charge  premiums  equal 
to  the  expected  actuarial  value  of  the  benefits  plus 
reasonable  administrative  costs,  but  not  to  exceed 
1 00%  of  the  average,  large-group  insurance  premium 
within  the  state. 

Qualification  of  Insurers 

• All  insurers  should  have  demonstrated  financial 
and  administrative  stability  and  health  insurance 
experience. 

• All  insurers  should  have  acceptable  quality  standards. 

• All  managed  care  systems  should  have  quality 
assurance  mechanisms. 

Preemption 

• State  mandated  benefit  laws  would  be  preempted 
for  all  health  benefit  plans  under  the  program. 

Cost 

• The  total  estimated  cost  of  the  proposal  in  the  3rd 
and  subsequent  years  (including  the  cost  to  both 
employers  and  employees)  is  about  $26.5  billion. 
Of  this  amount,  it  is  envisioned  that  employers 
would  pay  about  $21.2  billion.  With  $8.7  billion  in 
tax  benefits  for  businesses,  the  total  cost  to 
employers  would  be  about  $12.5  billion. 

• The  total  estimated  reduction  in  federal  revenues 
in  the  3rd  and  subsequent  years  that  would  occur  if 
this  program  were  enacted  is  $8.8  billion.  It  has 
been  estimated  by  the  Congressional  Budget 
Office  that  mandated  employer  health  coverage 
would  result  in  about  $5  billion  in  savings  in  the 
Medicare,  Medicaid  and  CHAMPUS  programs. 

State  Alternative 

• An  employer  would  be  exempt  from  the  require- 
ments of  this  program  if  the  state  in  which  it  is 
located  had  a program  in  place  that  assured 
comparable  coverage  to  at  least  as  many  people  in 
the  state  as  this  program. 


AMA  HOUSE  OF  DELEGATES  ACTION  ON 
REPORT  Q - DECEMBER  1989 

6.  REPORT  Q OF  BOARD  OF  TRUSTEES  COVERING 
THE  UNINSURED 

Report  Q of  the  Board  of  Trustees  reviewed  one 
approach  to  a phased-in  requirement  of  employer 
health  coverage  in  the  private  sector  as  well  as  a 
package  of  basic  health  insurance  benefits  for  all 
employer  coverage,  and  indicated  that  the  Board 
believes  that,  along  with  AMA's  state  risk-pool, 
Medicaid  reform  and  voluntary  care  policies,  the 
phased-in  employer  coverage  requirement  completes 
a coordinated  package  to  assure  health  coverage  for 
all  uninsured  Americans. 

REPORT  Q OF  BOARD  TRUSTEES  ADOPTED, 
with  the  recommendation  that  the  Board  and 
Councils  continue  their  efforts  to  prioritize 
these  benefits,  and  that  state  risk  pools  and 
phased-in  required  coverage  be  pursued  on 
an  indemnity  basis  as  feasible. 


REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

The  Nebraska  Medical  Foundation  has  provided  41 
years  of  service  in  varied  activity  areas. 

The  Foundation  continues  to  make  available  its 
student  loan  services  providing  loans  to  medical 
students  at  Nebraska's  two  medical  schools.  The 
current  balance  of  outstanding  loans  to  medical 
students  still  in  training  is  $99,800.83.  The  balance  of 
loans  currently  under  repayment  by  individuals  who 
have  completed  medical  school  training  is  $562,446.57. 

During  this  Annual  Session,  the  Foundation  will 
again  provide  two  scholarships.  One  student  from 
Creighton  University  School  of  Medicine  and  one 
from  the  University  of  Nebraska  College  of  Medicine 
will  receive  a check  in  the  amount  of  $1 ,000.  A second 
$1,000  check  will  be  provided  to  each  of  the  two 
students  when  they  have  completed  a written  report 
of  their  activity  and  it  has  been  submitted  to  the 
Foundation  office. 

The  Nebraska  Cancer  Registry  Program  continues  to 
operate  under  the  auspices  of  the  Foundation  through 
an  agreement  with  the  Nebraska  Department  of 
Health  and  the  Howard  Hunt  Tumor  Registry/Methodist 
Hospital.  Doctor  F.  William  Karrer,  who  chairs  the  Ad- 
Hoc  Committee  on  Tumor  Registry,  along  with  this 
committee,  deserve  a great  deal  of  credit  for  carrying 
out  this  important  activity. 

The  Nebraska  Medical  Foundation  will  initiate  the 
C.  A.  McWhorter,  M.D.  Memorial  Scholarship  at  this 
Annual  Session.  This  scholarship  was  established  by 
the  House  of  Delegates  in  a resolution  adopted  in 
September  1 988.  The  scholarship  was  founded  through 
financial  contributions  from  Doctor  McWhorter^s 
colleagues  and  friends.  This  will  be  an  annual 
scholarship  to  a student  enrolled  in  medicine  at  the 
University  of  Nebraska  College  of  Medicine.  The 
amount  of  the  scholarship  for  1990  will  be  $1,000 
payable  from  interest  generated  from  the  fund.  Plans 
are  to  increase  the  amount  of  the  scholarship  as  the 
value  of  the  fund  continues  to  grow. 
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Join  Us  In  Working  for  a Fair  Medicare  Reimbursement  Policy 

YES,  I agree  that  since  senior  citizens  throughout  the  nation  pay  the  same 

monthly  Medicare  premium,  that  they  should  all  receive  the  same  reim- 
bursement. I urge  my  representative  in  the  U.S.  Congress  to  make  reforms 
that  would  correct  the  geographic  disparities  that  exist  in  the  Medicare 
reimibursement  system. 


Name: 

Address: 

City.  State  Zip: 
Congressional  Dist.: 


Please  mail  this  card  to: 

Nebraska  Medical  .Association 
1512  FirsTier  Bank  Building 
Lincoln,  Nebraska  68508.  We  will 
forward  it  to  your  Representative. 
If  you  have  any  questions,  please 
call  402  474-4472. 
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patients. 


The  Foundation  has  also  initiated  the  Frank  H. 
Tanner,  M.D.  Memorial  Scholarship.  This  scholarship 
will  also  be  presented  during  the  1990  Annual  Session. 
Pathology  Medical  Services,  of  which  Doctor  Tanner 
was  a member,  established  the  initial  funding  for  this 
project  following  Doctor  Tanner's  death  in  1976.  This 
SI, 000  scholarship  will  alternate  annually  between 
the  University  of  Nebraska  College  of  Medicine  and 
Creighton  University  School  of  Medicine.  The  1990 
scholarship  will  be  awarded  to  a University  of 
Nebraska  College  of  Medicine  medical  student. 

The  Foundation  is  pleased  to  report  that  physicians 
contributed  $10,420  to  the  Foundation  during  the 
past  year.  In  addition,  S2,340.25  was  contributed  by 
and  through  the  efforts  of  the  Nebraska  Medical 
Association  Auxiliary.  The  Foundation  is  most  appre- 
ciative of  the  contributions  and  support  shown  by 
NMA  members  and  Auxilians. 

Respectfully  submitted, 

Sushil  Lacy,  M.D.,  President 


REPORT  OF  THE  DELEGATE  TO  THE  AMA 

The  1989  Interim  Meeting  of  AMA  House  of 
Delegates  met  in  Honolulu  on  December  3rd  through 
the  6th,  1989.  There  were  187  Resolutions  and  79 
Board  and  Council  Reports  to  consider.  Four  hundred 
thirty-nine  delegates  were  seated.  The  House  com- 
position is  347  delegates  representing  State  Medical 
Associations,  78  delegates  representing  National 
Medical  Specialty  Societies  and  10  delegates  repre- 
senting Medical  Students,  Resident  Physicians,  Hospital 
Medical  Staffs,  Young  Physicians,  Army,  Navy,  Air 
Force  and  USPHS  and  the  Veteran's  Administration. 

ADDRESS  OF  THE  PRESIDENT 

Allan  R.  Nelson,  M.D.,  AMA  President,  cited  an 
impressive  list  of  accomplishments  as  an  answer  to  the 
proverbial  question,  "What  does  the  AMA  do  for  me?" 
He  included, 

1)  The  defeat  of  mandatory  assignment  four  times 
in  the  past  three  Congresses. 

2)  The  fact  that  the  AMA  is  the  world's  largest 
publisher  of  scientific  information. 

3)  The  defeat  of  expenditure  targets  in  the  budget 
bill. 

4)  The  AMA's  commitment  to  NIH  funding  to 
protect  the  stability  and  integrity  of  medical 
research  in  the  United  States. 

5)  The  AMA's  considerable  activities  commun- 
icating medicine's  story  to  the  public. 

STRENGTHENING  THE  AMA  - FISCAL  RESPONS- 
IBILITY AND  OVERSIGHT 

The  House  of  Delegates  approved  Report  QQ  of  the 
Board  of  Trustees  which  was  a comprehensive  report 
of  the  Board  which  responded  to  recent  incidents 
reported  in  a Chicago  newspaper.  The  report  outlined 
the  results  of  the  investigation  conducted  by  in- 
dependent legal  counsel  and  listed  several  actions  by 
the  Board  to  assure  the  continued  exercise  of  its 
fiduciary  responsibilities. 


In  a speech  before  the  House  of  Delegates,  the 
Executive  Vice  President,  James  Sammons,  M.D., 
admitted  his  error  and  accepted  the  responsibility  for 
the  decisions.  He  expressed  his  support  for  the 
changes  recommended  by  the  Board  to  provide  closer 
communication  and  control  and  asked  the  House  to 
consider  that  "on  balance,  my  contributions  outweigh 
my  mistakes". 

At  the  Reference  Committee  hearing,  Doctor  Sammons 
and  Doctor  Ring,  Chairman  of  the  Board,  answered 
detailed  questions  about  Association  finances  and 
operations.  The  Board's  position  received  almost 
unanimous  support  from  the  House  of  Delegates. 

This  report  listed  the  following  actions  by  the  Board: 

1)  Jenner  & Block  (independent  legal  counsel)  will 
continue  its  broad  investigation  and  expand  it  as 
they  recommend  and  the  Board  deems  necessary, 
and  will  report  to  the  Board. 

2)  The  AMA  General  Counsel  has  been  directed  to 
continue  to  take  all  appropriate  action  necessary 
to  recover  any  and  all  funds  due  AMA.  It  is 
unlikely  that  there  will  be  full  recovery  of  funds 
lost  from  the  Noffke  transaction. 

3)  To  strengthen  Board  oversight  of  the  Association 
and  to  define  limitations  of  the  EVP  authority, 
there  will  be  a restructuring  of  the  Board 
committees  to  include: 

a)  A Einance  Committee  with  broad  authority  to 
review  and  monitor  the  fiscal  policies,  pro- 
cedures, and  finances  of  the  Association. 

b)  An  Audit  Committee  to  review  and  monitor 
the  auditing  activities  of  the  Association. 

c)  A Compensation  Committee  to  review  per- 
formance and  authorize  the  compensation  of 
senior  staff. 

4)  The  Board  directed  that  new  outside  auditors  be 
retained  for  1 990. 

5)  The  Board  recognized  the  strong  leadership  of 
and  contributions  to  the  Association  by  Doctor 
James  H.  Sammons  since  he  became  EVP  in 
1974. 

6)  To  improve  the  operation  of  the  AMA,  the  Board 
will  formulate  and  institute  specifically  defined 
limits  upon  the  authority  of  the  EVP  in  respect  to 
monetary,  compensation  and  health  policy 
matters  to  conform  to  the  exercise  of  the 
Board's  fiduciary  responsibilities. 

7)  All  expenditures,  unless  otherwise  budgeted,  in 
excess  of  $100,000,  shall  be  approved  by  the 
Chairman  of  the  Board. 

8)  AMA  policies  on  providing  loans  to  employees 
shall  be  evaluated  and  defined  by  the  Board. 

9)  The  Board  reaffirmed  the  value  of  the  present 
activity  of  Reference  Committee  F,  a special 
reference  committee  of  the  House  of  Delegates 
meeting  quarterly  with  the  Finance  Committee, 
to  maintain  uniform  financial  communication  as 
previously  directed  by  the  House. 

Noting  that  Doctor  Sammons  had  previously  planned 
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to  retire  from  his  position  as  Executive  Vice  President 
and  leave  the  employment  of  the  AMA  on  March  31, 
1991,  when  his  current  contract  expires,  the  Board 
accepted  his  decision.  To  assure  an  orderly  transition 
in  administrative  leadership,  a search  process  will 
immediately  begin  to  identify  a successor  for  the 
position  of  AMA  Executive  Vice  President. 

(Since  the  meeting  in  Honolulu,  Doctor  Sammons 
has  chosen  to  terminate  his  employment  at  the  AMA 
and  Doctor  Todd  had  been  appointed  as  his  temporary 
replacement.) 

AIDS: 

The  House  approved  a major  policy  update  on  the 
medical,  legal  and  social  implications  of  AIDS  and  HIV 
infection.  The  Board  report  addressed  a number  of 
issues  related  to  education,  research,  national  policy, 
financing  media  coverage,  and  the  prevalence  and 
incidence  of  AIDS. 

DRUG  ABUSE  IN  THE  UNITED  STATES; 

The  House  considered  a Board  report  and  several 
resolutions  related  to  drug  abuse.  The  report  states 
that  America's  drug  epidemic  has  evolved  in  recent 
years  from  an  urban  plight  to  a national  crisis.  The 
Board  pledged  its  continuing  involvement  in  programs 
to  alert  physicians  and  the  public  to  the  dimensions  of 
the  problem  and  the  most  promising  solutions. 

PREVENTION  OF  DRUNK  DRIVING: 

The  House  adopted  a resolution  introduced  by  the 
Young  Physicians  Section  that  addressed  the  issue  of 
the  involvement  of  alcohol  as  a leading  cause  of 
morbidity  and  mortality  in  motor  vehicle  accidents. 
The  House  voted  to  encourage  state  medical  societies 
to  urge  their  state  legislators  to  adopt  a blood  alcohol 
level  of  0.05  percent  as  per  se  illegal  for  driving  and 
also  voted  to  work  with  Congress  to  make  federal 
highway  funds  to  states  contingent  upon  state  adoption 
of  a blood  alcohol  level  of  0.05  percent  as  per  se  illegal 
for  driving. 

ABMS  YELLOW  PAGE  LISTING: 

The  House  adopted  a resolution  introduced  by  the 
District  of  Columbia  Delegation  that  called  upon  the 
AMA  to  urge  the  American  Board  of  Medical  Specialties 
(ABMS)  to  abandon  the  entrepreneurial  endeavor  of 
placing  display  advertisements  in  the  major  Yellow 
Pages  telephone  directories  where  board  certified 
specialists  are  located.  It  also  called  upon  the  AMA  to 
insist  that  truth  in  advertising  demands  that  ABMS 
state  to  all  callers  that  their  display  listings  may  not 
represent  a complete  listing  of  all  board  certified 
specialists. 

HEALTH  INSURANCE  COVERAGE  FOR  UNINSURED: 

The  House  adopted  a resolution  that  addressed  the 
problem  of  having  an  estimated  37  million  Americans 
without  health  insurance.  Introduced  by  the  American 
Academy  of  Family  Physicians,  the  resolution  called 
upon  the  AMA  to  reaffirm  its  support  of  ensuring 
access  to  health  care  for  the  uninsured  through  a 
combination  of  employer-sponsored  coverage  and 
other  private  approaches  such  as  risk  pools  and  the 
AMA  proposed  restructuring  of  Medicaid  and  Medicare 
programs. 


The  resolution  also  asked  the  AMA  to  aggressively 
pursue  implementation  of  a program  ensuring  health 
care  access  for  the  uninsured  as  a high  legislative 
priority  beginning  in  the  101st  Congress. 

In  a related  action,  the  House  approved  a resolu- 
tion, introduced  by  the  Hospital  Medical  Staff  Section, 
calling  for  an  AMA  study  of  the  health  insurance 
coverage  for  the  uninsured  "dependent"  population. 

BILLING  FOR  CROSS-COVERAGE: 

A number  of  resolutions  addressed  physician  dis- 
satisfaction with  the  referral  of  Medicare,  Medicaid, 
and  most  private  payors  to  allow  solo  practitioners  to 
bill  for  services  provided  by  covering  physicians. 

The  House  approved  a policy  calling  on  the  AMA  to 
pursue  all  appropriate  legislative,  regulatory,  and 
administrative  means  to  amend,  or  eliminate  the 
inappropriate  enforcement  of  the  Social  Security  Act 
and/or  Medicare  regulations  in  order  to  make  it 
possible  for  physicians  in  solo  or  group  practice  to  bill 
and  receive  payment  for  professional  services  to  their 
Medicare  patients  rendered  by  colleagues  who  pro- 
vide them  with  traditional  short-term  coverage. 

FUNDING  FOR  THE  AMA'S  PHYSICIAN'S 
ASSISTANCE  PROGRAM: 

Several  state  delegations  co-sponsored  a resolution 
asking  the  AMA  to  continue  to  adequately  fund  and 
maintain  an  impaired  physicians  program  or  "Physician's 
Assistance  Program".  The  resolution  which  was  adopted 
as  amended  directed  that  the  charge  of  the  program 
will  include,  but  not  be  limited  to: 

1)  Promoting  state  medical  society  impaired  phy- 
sician programs  and  medical  student  impair- 
ment programs. 

2)  Providing  technical  assistance  to  state  programs. 

3)  Conducting  scientific  and  socioeconomic  research. 

4)  Hosting  an  annual  conference  to  share  research 
and  exchange  ideas  on  the  field  of  physician 
impairment. 

NEBRASKA  RESOLUTIONS: 

Nebraska  Resolution  #9  addressed  the  subject  of 
"decreased  health  insurance  premiums  for  non- 
smokers".  The  resolved  stated: 

"RESOLVED,  that  the  American  Medical  Associa- 
tion encourage  the  health  insurance  industry  to 
develop  health  insurance  contracts  with  lower 
premiums  with  non-smokers  which  would  reflect 
the  non-smokers  decreased  needs  for  medical 
services  and  which  would  act  as  a financial 
incentive  for  smokers  (tobacco  users)  to  discontinue 
this  destructive  habit." 

This  resolution  was  adopted  on  the  consent  calendar. 

Nebraska  Resolution  #10  whose  subject  was  "pro- 
test decreased  reimbursement  for  physician-hospital 
services  by  directive"  read  as  follows: 

"RESOLVED,  that  the  American  Medical  Associa- 
tion protest  the  use  of  regulatory  authority  by  the 
Health  Care  Financing  Administration  to  avoid 
proper  payment  for  legitimate  physician  services 
provided  to  Medicare  recipients." 
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Resolution  #10  from  the  Nebraska  Delegation  was 
amended  by  the  addition  of  the  following  second 
resolved: 

" RESOLVED,  that  the  American  Medical  Association 
vigorously  oppose  arbitrary  downcoding  of  phy- 
sician services." 

Resolution  #10  as  amended  was  adopted. 

Your  Delegation,  Doctors  Coe,  Cornelius,  Cogela, 
and  Roffman,  greatly  appreciate  the  opportunity  to 
represent  the  Association  at  the  American  Medical 
Association.  The  Alternate  Delegates,  Doctors  Shapiro, 
Collicott  and  Raymond  join  us  in  expressing  our 
appreciation  for  allowing  us  the  opportunity  to 
represent  you. 

Respectfully  submitted, 

Blaine  Y.  Roffman,  M.D. 

Delegate  to  the  AMA 


REPORT  OF  THE  DELEGATE  TO  THE 
AMA  YOUNG  PHYSICIANS  SECTION 

The  Young  Physicians  Section  of  the  American 
Medical  Association  met  in  Honolulu  in  December  of 
last  yeai,  prior  to  the  meeting  of  the  House  of 
Delegate^  A multitude  of  resolutions  and  reports 
concerning  the  Young  Physicians  in  practice  were 
entertained  and  discussed  and  six  resolutions  and 
three  reports  were  presented  to  the  1-89  House  of 
Delegates  following  our  meeting. 

The  action  of  the  House  on  these  matters  follows. 

A resolution  asking  for  adoption  of  a .05%  blood 
alcohol  level  being  illegal  for  driving  and  encourage- 
ment for  the  Congress  to  make  highway  funds 
(federal)  contingent  upon  adoption  of  this  level  was 
passed  by  a close  vote  by  the  House  of  Delegates. 

A second  somewhat  related  resolution  calling  for 
support  of  state  legislation  providing  for  adequate 
education  was  also  passed. 

A resolution  asking  for  a study  of  participation  in 
sports  physicals  for  adolescents  was  extracted  from 
the  consent  calendar  and  referred  to  the  Board  of 
Trustees  with  a report  due  back  at  the  Annual  '90 
Session. 

A resolution  to  the  AMA  to  support  the  use  of 
appropriate  restraint  systems  for  all  children  in 
commercial  airline  flights,  and  the  AMA  to  work  with 
the  FAA  to  establish  criteria  for  appropriate  child 
restraints  was  passed. 

A resolution,  apparently  brought  to  light  by  some 
using  of  financial  incentives  to  encourage  physicians 
to  secure  permission  for  autopsies,  was  brought  forth 
and  was  resolved  when  the  AMA  affirmed  the 
importance  of  autopsies  but  opposed  the  use  of  any 
financial  incentives  for  physicians  to  acquire  autopsy 
clearance.  This  passed  and  a report  was  to  be 
generated. 

Probably  the  most  important  resolution  which 
related  strictly  to  the  Young  Physicians  was  that 
concerning  reimbursement  levels  based  on  the  number 


of  years  in  practice.  This  directs  the  AMA  to  continue 
to  register  to  Congress  its  opposition  to  the  disparity  in 
payments  approved  for  new  versus  established  phy- 
sicians as  outlined  in  OBRA  1 987,  and  further  demand 
an  end  to  this  unfair  practice  immediately,  and  also 
that  the  AMA  oppose  any  mechanism  that  would 
continue  to  base  Medicare  reimbursement  levels  for 
physicians  on  the  number  of  years  that  the  physician 
was  in  practice.  This  resolution  was  placed  on  the 
consent  calendar  and  adopted  as  AMA  policy  without 
debate. 

The  Report  of  the  Board  of  Trustees  concerning  the 
AMA-HIV  policy  update  initially  did  not  address  an 
issue  that  was  referred  at  YPS  Annual  '89  to  the 
governing  council.  It  is  my  guess,  at  this  time,  that  it  is 
too  late  to  substitute  recommendations  which  were 
incorporated  into  the  report  and  accepted  as  AMA 
policy  specifying  that  the  AMA  support  development 
of  medical  staff  guidelines  to  allow  HIV  testing  of  a 
patient  at  the  physician's  discretion  without  prior 
consent  in  cases  of  puncture  injury  or  mucosal  contact 
of  health  care  givers  by  potentially  infected  fluids.  This 
also  goes  along  with  the  previous  recommendation 
that  the  AMA  supports  the  standard  that  individuals 
should  knowingly  and  willingly  consent  before  voluntary 
tests  are  conducted  in  the  manner  that  is  least 
burdensome  to  the  individual  and  to  those  admin- 
istering the  tests. 

Concerning  the  Board  of  T rustees  Report-M,  while  it 
has  become  a YPS  policy  to  not  use  our  funds  for  the 
purchase  of  alcohol  during  the  assemblies,  a similar 
attempt  to  establish  this  policy  at  the  full  AMA  level 
was  not  adopted. 

The  Council  Medical  Services  Report-C,  which  was 
generated  from  an  initiative  first  considered  at  the 
Annual  '87  assembly  of  the  YPS  concerns  the  study 
availability  of  financing  of  disability  insurance  for  HIV 
and  HPV  infected  health  care  workers,  including 
medical  students  and  residents. 

All  in  all,  the  meeting  went  quite  well,  everything 
seemed  to  run  much  more  efficiently  in  the  warm 
climate  of  Hawaii. 

Respectfully  submitted, 

Kirk  B.  Muffly,  M.D. 

Young  Physicians  Section  Delegate 


REPORT  OF  THE  CREIGHTON 
UNIVERSITY  SCHOOL  OF  MEDICINE 

Thank  you  for  the  opportunity  to  report  Creighton 
University  School  of  Medicine  progress  to  the  Nebraska 
Medical  Association  at  its  Spring  meeting.  During  the 
past  two  to  three  months  I have  had  occasion,  along 
with  faculty,  staff,  and  students  of  the  School  of 
Medicine,  to  conduct  an  in  depth  study  of  our 
teaching,  research,  and  patient  care  activities  as  well 
as  the  resources  supporting  them.  We  are  very  pleased 
with  what  we  find. 

A school  of  medicine  exists  to  serve  and  to  educate 
others  to  serve.  We  consider  it  our  responsibility  to 
play  a leading  role  in  the  introduction  of  new  medical 
knowledge  and  technology  into  our  community  and 
region,  in  part  because  it  is  part  of  our  service  to  the 
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community  and  in  part  because  it  behooves  us  to 
educate  the  physicians  of  the  future  — physicians  who 
will  spend  the  large  majority  of  their  professional  lives 
in  the  twenty-first  century. 

We  are  particularly  pleased  with  what  we  have 
found  regarding  our  students  and  our  teaching 
program.  There  continue  to  be  large  numbers  of 
applicants  for  the  110  places  in  our  freshman  class.  By 
March  1 of  this  year  we  had  received  more  than  3,000 
applications  for  our  freshman  class  entering  in  August, 
1990.  This  assures  us  of  high  quality  students.  The 
students  in  the  four  classes  we  now  have  in  medical 
school  appear  to  me  to  be  the  finest  collection  of 
medical  students  I have  seen  in  my  twenty-four  years 
as  a medical  educator.  Not  only  do  they  perform 
academically  above  average;  they  also  show  a very 
high  level  of  altruism  and  commitment  to  dedicate 
their  lives  to  the  service  of  others.  In  spite  of  the  busy 
schedule  our  students  maintain,  they  are  pleasant  and 
friendly  and  they  give  themselves  extensively  to 
volunteer  activities  in  the  service  of  those  in  need. 
This  group  of  students  makes  the  future  of  our 
profession  look  very  bright. 

In  my  last  report  I commented  on  our  institutional 
concern  about  the  supply  of  physicians  for  rural 
Nebraska.  Because  of  this  concern  we  are  revising 
aspects  of  our  Family  Practice  residency  program  with 
the  intent  that  these  residents  will  have  more 
opportunities  to  experience  life  and  practice  in  the 
rural  areas  during  their  training  programs. 

Our  record  in  preparing  primary  care  physicians  for 
Nebraska  and  rural  practice  is  good.  More  than  one 
third  of  our  Family  Practice  residency  graduates  are 
now  practicing  in  Nebraska  and  more  than  one  half  of 
that  one  third  is  practicing  in  rural  areas.  In  addition, 
many  are  practicing  in  rural  areas  of  other  states 
including  our  neighbor,  Iowa.  Thus  we  are  confident  of 
our  ability  to  educate  people  qualified  for  and 
committed  to  primary  care  in  rural  communities. 
Unfortunately,  because  of  a decline  in  the  support  of 
primary  care  education  programs  by  the  federal 
government,  this  has  become  a significant  financial 
burden  for  the  School  of  Medicine.  Because  the 
School  is  financially  sound,  we  have  been  able  to  bear 
that  burden  but  we  are  now  in  the  process  of  seeking 
other  sources  of  support  for  our  Family  Practice 
program,  including  support  from  the  State  of  Nebraska. 

Many  Association  members  are  aware  of  the  fact 
that  during  the  past  two  years  Creighton  has  been 
developing  a Positron  Emission  Tomography  (meta- 
bolic imaging)  Center.  The  equipment  is  installed,  the 
staff  has  been  recruited,  and  the  Center  is  now 
operating.  In  the  first  three  months  of  its  operation  the 
center  served  approximately  100  patients,  a number 
that  continues  to  increase.  It  has  proved  to  be  of 
significant  benefit  in  the  management  of  patients 
with  ischemic  heart  disease,  brain  tumors,  seizure 
disorders,  dementias,  and  promises  to  be  valuable  in 
the  management  of  other  malignant  diseases.  This  is 
one  of  the  several  areas  in  which  we  are  pleased  to 
provide  technologic  leadership  for  our  community. 

Our  Center  for  Health  Policy  and  Ethics  is  also 
becoming  recognized  locally,  regionally,  and  nation- 
ally for  its  contributions  as  a research,  teaching,  and 
community  consultative  service.  We  are  living  in  an 


era  in  which  we  are  challenged  daily  by  ethical 
concerns  in  medical  practice  and  in  reference  to  the 
allocation  and  utilization  of  health  care  resources.  The 
frequency  with  which  the  Center  and  its  staff  are 
called  upon  to  provide  consultation  about  the  problems 
we  encounter  is  strong  evidence  of  its  quality  and  the 
valuable  role  it  plays. 

The  Center  also  plays  a very  important  role  in 
teaching  our  medical  students.  At  68  hours  of 
instruction  during  the  first  and  second  years  of 
medical  school,  it  is  probably  one  of  the  most 
extensive  courses  in  medical  ethics  in  the  United 
States.  We  are  particularly  proud  of  this.  The  Center 
also  has  been  the  recent  recipient  of  a Public  Health 
Service/Health  and  Human  Services  grant  in  support 
of  research  on  newborns  and  mothers  with  HIV 
infection  and  AIDS.  This  is  clear  recognition  of  the 
Center's  high  level  of  scholarship  and  research 
productivity. 

Our  review  of  the  School  of  Medicine  in  general  has 
demonstrated  a number  of  other  factors  that  we  find 
particularly  gratifying.  Over  the  past  five  years  our 
extramural  research  grant  funding  has  more  than 
quadrupled.  We  have  instituted  a number  of  strong 
new  programs,  including  those  cited  above.  We  have 
undertaken  constructive  changes  in  our  curriculum 
and  our  students  continue  to  obtain  excellent  resi- 
dencies in  highly  regarded  graduate  medical  educa- 
tion programs  throughout  the  country. 

We  are  pleased  to  continue  to  provide  our  resources 
and  our  support  to  serving  our  community  and  region 
and  to  play  an  important  role  in  educating  medical 
professionals,  teachers  and  scholars  for  the  future. 

Respectfully  submitted, 

Richard  L.  O'Brien,  M.D. 

Vice  President,  Health  Services 
Dean,  School  of  Medicine 

REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION-MEDICAL  STUDENT 
CHAPTER,  UNMC 

The  Nebraska  Medical  Association-Medical  Student 
Chapter's  main  objectives  are  to  implement  programs 
which  expose  its  members  and  other  medical  students 
to  various  aspects  of  organized  medicine,  and  to 
organize  projects  which  serve  our  community. 

The  past  year  has  been  one  of  growth,  participation, 
and  development  for  the  chapter.  Following  a success- 
ful recruiting  summer  and  fall,  member  attendance  at 
our  monthly  meetings  was  very  encouraging.  NMA- 
MSC  secured  funding  from  the  NMA  and  various 
departments  at  the  University  of  NE  Medical  Center 
and  sent  two  delegates  and  five  members  to  the 
AMA's  interim  convention  in  December.  The  Nebraska 
participants  provided  testimony  and  held  positions  on 
the  AMA-MSS  reference  committees  and  attended  the 
states  leadership  conference.  Serving  on  the  NMA 
state  commissions  provides  medical  students  with  the 
ability  to  appreciate  the  value  of  our  state  medical 
society.  In  addition,  students  attended  the  Metro 
Omaha  Medical  Society  monthly  board  meetings. 
Attending  these  national,  state  and  local  meetings  has 
given  the  members  of  the  NMA-MSC  unique  insights 
into  the  policies  of  the  AMA. 
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The  NMA-MSC  sponsored  four  exciting  community 
service  projects  in  the  recent  academic  school  year. 
The  Bellevue  Public  Schools-UNMC  Outreach  Pro- 
gram allows  medical  students  to  visit  sixth  grade 
classes  and  teach  basic  principles  of  anatomy.  This 
program  was  well  received  by  the  sixth  graders  and  we 
received  many  letters  for  return  engagements.  The 
NMA-MSC  received  a grant  from  the  AMA-MSS  to 
begin  the  UNMC  AIDS  Outreach  Program  in  high 
schools  throughout  the  metro  area.  The  implementa- 
tion of  this  project  will  include  medical  students  from 
UNMC  as  well  as  Creighton  Medical  School.  In  April 
1990  the  fourth  annual  relay  run  from  Lincoln  to 
Omaha  will  be  held.  Our  goal  is  to  raise  $2500  for  The 
Make  A Wish  Foundation  of  Nebraska  who  will 
provide  a wish  for  a terminally  ill  child  from  our  state. 
Finally,  in  response  to  the  recent  decline  in  medical 
school  applications,  the  NMA-MSC  and  the  Dean's 
office  at  UNMC  organized  a new  Outreach  program  to 
enhance  interest  in  medicine  as  a career.  The  program 
is  designed  to  target  high  school  students  in  Nebraska 
and  to  encourage  them  to  consider  medicine  as  a 
profession  of  choice. 

On  behalf  of  myself  and  the  student  chapter, 
would  like  to  thank  the  Nebraska  Medical  Association 
for  their  continued  support  and  guidance. 

Respectfully  submitted, 

Michael  J.  Lane 

President,  NMA-MSC  (UNMC) 

REPORT  OF  THE  NEBRASKA 
DEPARTMENT  OF  HEALTH 

HEALTH  PROMOTION  AND  DISEASE  PREVENTION 

STOP  SMOKING  INITIATIVE 

We  are  working  on  a grant  application  for  ASSIST 
(American  Stop  Smoking  Intervention  Study  for  Cancer 
Prevention),  a collaborative  research  demonstration 
project  involving  the  National  Cancer  Institute  and 
the  American  Cancer  Society.  The  goal  is  to  reduce  the 
national  prevalence  of  cigarette  smoking  by  43%,  from 
the  1985  level  of  29.5%  to  1 5%  by  the  year  2000.  This 
goal  will  be  accomplished  through  the  formation  of 
tobacco  control  coalitions.  The  current  smoking  rate  in 
Nebraska  is  24%. 

ASSIST  will  support  up  to  20  demonstration  sites  in 
states  and/or  major  demonstration  areas.  The  National 
Cancer  Institute  and  the  American  Cancer  Society  will 
contribute  approximately  $140  million  to  this  project 
nationwide  for  the  seven  year  period. 

A briefing  workshop  was  held  in  Atlanta  on  January 
30  and  31  for  health  department  staff  and  for  staff  and 
volunteers  from  the  American  Cancer  Society  offices. 
Discussions  held  since  the  briefing  workshop  have  led 
to  a decision  by  both  the  Nebraska  Health  Depart- 
ment and  the  Nebraska  Division  of  the  American 
Cancer  Society  to  cooperate  in  the  development  of  a 
grant  application. 

Whether  or  not  the  project  is  approved  for  funding, 
the  development  of  the  grant  application  will  provide 
the  impetus  for  a strong  tobacco  coalition  and 
development  of  a tobacco  control  plan  for  the  state. 


CANCER  CONTROL  PROJECT 

A panel  of  radiologists  and  radiological  technologists 
has  developed  an  Annual  Mammography  Reporting 
Eorm  to  be  used  voluntarily  by  mammography  units 
from  across  the  state. 

A videotape  containing  culturally  sensitive  informa- 
tion for  Native  American  women  about  cervical  cancer 
will  be  developed  in  May. 

PROJECT  LEAN 

Nebraska  is  one  of  the  ten  states  selected  by  the 
Kaiser  Eamily  Foundation  to  be  funded  for  implement- 
ing the  Lowfat  Eating  for  America  Now  (LEAN)  project. 
Statewide  coalitions  will  be  developed  to  work  toward 
objectives  aimed  at  reducing  fat  consumption  and 
increasing  availability  and  accessibility  of  low-fat 
foods.  Mini-grants  will  be  available  for  communities  to 
plan,  implement  and  evaluate  activities  aimed  to 
improve  the  nutritional  status  of  Nebraskans. 

DISEASE  CONTROL 

SECOND  DOSE  MEASLES 

The  Advisory  committee  on  Immunization  Practices 
(ACIP)  and  the  American  Academy  of  Pediatrics  are 
recommending  a routine  second  dose  of  measles- 
mumps-rubella  vaccines.  Unlike  the  American  Acad- 
emy of  Pediatrics  that  recommends  that  the  second 
dose  be  given  at  seventh  grade,  the  ACIP  recomends 
the  second  dose  at  kindergarten  entrance.  The  NDOH 
met  with  the  NMA's  Ad  Hoc  Committee  on  Maternal 
Child  Health  to  discuss  the  issue  and  agreed  that 
because  Nebraska  has  a law  that  requires  a physical 
prior  to  entrance  into  the  seventh  grade  and,  epidemio- 
iogically,  the  vast  majority  of  cases  are  occurring  in  the 
junior  and  senior  high  and  college  age  groups,  the 
second  dose  at  seventh  grade  will  be  recommended. 

EMS 

Since  last  November,  Nebraska  has  reported  seven 
cases  of  Eosinophilia-Myalgia  Syndrome  (EMS),  a 
severe  illness  associated  with  the  ingestion  of  L- 
tryptophan.  Fortunately,  no  deaths  have  been  reported. 
Douglas  County  has  reported  three  cases;  Lancaster 
County  has  reported  one  and  the  remaining  cases 
have  been  reported  in  three  eastern  Nebraska  counties. 
Nationally,  as  of  February  23,  1321  cases  and  15 
deaths  had  been  reported. 

LEGIONNAIRE'S  DISEASE 

In  December  1989,  the  Douglas  Gounty  Health 
Department  reported  five  cases  of  Legionnaire's 
Disease.  Extensive  epidemiological  investigation  re- 
vealed no  common  association  among  the  cases. 
Eurther  laboratory  investigation  by  the  Genters  for 
Disease  Gontrol  showed  that  these  cases  were  caused 
by  different  sub-types,  and  therefore  not  linked. 

AIDS  PROGRAM  UPDATE 

In  the  January  Surveillance  Report  for  AIDS,  1 1 new 
cases  were  added.  Three  cases  were  reported  last 
December  and  a total  of  35  in  1 989.  Due  to  the  nature 
of  the  surveillance,  these  changes  are  to  be  expected. 
The  January  number  of  cases  in  the  heterosexual 
transmission  category  decreased  from  10  to  3.  This 
change  is  due  to  the  more  stringent  definition  for 
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heterosexual  transmission  used  by  the  Centers  for 
Disease  Control  since  January  1 990,  which  limits  cases 
included  in  this  category  to  those  situations  where 
very  specific  information  is  known  about  the  patient's 
partner(s),  such  as  a known  HIV-seropositive  person,  a 
person  with  AIDS,  an  IV  drug  user,  a bisexual  person,  a 
person  with  hemophilia  or  coagulation  disorder,  or  a 
person  born  in  a Pattern  II  country.  (Including  Africa 
and  Haiti  whose  HIV  occurs  mainly  in  the  heterosexual 
population  and  through  contaminated  blood.) 

FAMILY  HEALTH  SERVICES 

WIC 

The  Nebraska  WIC  (Women,  Infants,  Children)  Program 
intends  to  expand  the  number  of  women,  infants  and 
children  served.  Current  funding  levels  and  rebate 
dollars  received  from  infant  formula  manufacturers 
allow  the  program  to  serve  4000  more  participants.  It 
is  estimated  that  only  40%  of  the  potentially  eligible 
participants,  approximately  21,000,  are  now  being 
served  in  Nebraska  It  is  important  that  other  potentially 
eligible  persons  receive  information  about  WIC.  WIC 
offers  nutritious  foods,  education  and  referrals  to 
eligible  women,  infants  and  children.  The  program  has 
proven  to  successfully  improve  the  health  status  of 
participants. 

State  and  local  agency  staff  will  conduct  an 
extensive  campaign  to  reach  the  unserved.  This 
outreach  campaign  includes  press  releases,  distribu- 
tion of  posters,  letters  to  physicians  and  referral 
agencies,  television  ads,  and  information  to  current 
participants  to  encourage  word-of-mouth  referrals. 

DENTAL  FORENSIC  IDENTIFICATION 

The  Nebraska  Department  of  Health  and  the 
Nebraska  Dental  Association  cosponsored  a "Forensic 
Dental  Identification  Course"  on  March  3 in  Crand 
Island.  Twelve  dentists  and  their  staffs  were  selected 
by  their  district  dental  societies  to  participate.  The  all- 
day course  trained  participants  to  provide  victim 
identification  in  mass  disasters  or  upon  request  by  law 
enforcement  officials.  This  trained  group  will  be  able 
to  fit  into  any  state  or  local  mass  disaster  program. 

BUREAU  OF  EXAMING  BOARDS 

DISCIPLINARY  ACTION  LECISLAvTION 

LB1068,  the  bill  that  was  introduced  to  implement 
changes  in  the  disciplinary  process  for  the  Bureau  of 
Examining  Boards,  was  killed  by  the  Eiealth  and 
Human  Services  Committee  in  late  February. 

Although  the  bill  proposed  many  of  the  changes 
recommended  by  the  Disciplinary  Action  Task  Force, 
and  received  favorable  support  at  the  public  hearing, 
the  Committee  apparently  did  not  advance  the  bill  for 
two  reasons:  it  did  not  contain  any  provision  for 
dealing  with  chemical  impairment  and  the  bill  appeared 
too  complex. 

The  Department  will  work  closely  with  each  senator 
of  the  Committee  during  the  interim  to  seek  their 
support  and  improve  their  understanding  of  the 
disciplinary  system  and  will  review  the  bill  to  clarify  its 
provisions.  Additionally,  we  will  appoint  another 
group  to  explore  the  issue  of  chemical  impairment. 

We  will  seek  introduction  of  another  bill  next 


session  which  incorporates  the  provisions  proposed 
by  LB1068.  We  believe  these  proposed  changes  will 
provide  for  implementation  of  a better  disciplinary 
system  than  that  which  is  currently  in  place. 

ENVIRONMENTAL  HEALTH 

NEBRASKA  STATEWIDE  RADON  SURVEY 

The  Nebraska  Department  of  Health  Division  of 
Radiological  Health  is  conducting  a statewide  radon 
survey  in  cooperation  with  the  Environmental  Pro- 
tection Agency.  The  purpose  of  this  survey  is  to 
determine  the  extent  of  radon  concentrations  in 
residential  structures  throughout  the  state. 

During  the  survey  period,  2,000  homes  will  receive 
charcoal  canisters  and  alpha  track  detectors.  A tele- 
phone survey  was  conducted  to  determine  in  which 
homes  the  charcoal  canisters  and/or  alpha  track 
detectors  will  be  placed.  A list  of  randomly  selected 
phone  numbers  was  used  to  determine  which  homes 
were  called. 

HEALTH  PLANNING 

RURAL  HEALTH 

Governor  Orr  convened  a conference  in  North 
Platte  on  September  20-21,  1989,  to  address  rural 
health  issues.  The  200  participants  had  an  opportunity 
to  review  current  and  planned  developments  in  rural 
health  care  and  to  discuss  strategies  needed  in  the 
1990s.  Following  a recommendation  from  the  state 
conference,  seven  regional  conferences  are  being 
held  across  the  state  to  present  ideas  and  proposals 
developed  at  the  state  conference.  During  January 
through  March,  these  conferences  were/are  to  be  held 
in  Wayne,  Columbus,  Beatrice,  Holdrege,  Broken  Bow, 
Alliance,  and  Ogallala. 

NEBRASKA  MEDICAL  STUDENT  LOAN  PROGRAM 

The  Nebraska  Medical  Student  Loan  Program  was 
created  by  the  1978  Legislature  and  the  first  loans 
were  awarded  by  the  Department  of  Health  and  Rural 
Health  Manpower  Commission  in  1979.  Since  then, 
92  Nebraska  medical  students  have  been  awarded 
low-interest  loans  and  have  incurred  the  shortage  area 
practice  obligation  associated  with  tP.e  loans. 

At  the  present  time,  28  loan  recipients  are  in 
practice  in  areas  designated  as  physician  shortage 
areas  in  Nebraska.  Of  the  total,  25  are  family  practice, 
two  are  internists  and  one  is  pediatrician.  Fifteen  are 
located  in  towns  under  2,000  population,  nine  in 
towns  between  2,000  and  5,000,  and  four  in  towns 
over  5,000.  It  is  estimated  that  in  the  next  three  years, 
another  18  loan  recipient  physicians  will  become 
available. 

ASBESTOS  CONTROL  PROGRAM 

The  Asbestos  Control  Act  was  passed  by  the 
Nebraska  Unicameral  during  the  1988  legislative 
session.  To  implement  this  law,  the  Unicameral 
required  a two  step  phase-in  of  regulations,  which 
occurred  in  July  1988  and  April  1989. 

Since  July  1 988  the  Department  of  Health  issued  94 
licenses  to  asbestos  contractors  and  3,071  certificates 
to  individuals  in  asbestos  occupations  (1,838  workers, 
815  supervisors,  174  project  designers,  196  manage- 
ment planners  and  49  inspectors). 
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The  Department  has  reviewed  and  overseen  1,712 
asbestos  abatement  projects  performed  in  the  state. 
Nine  training  course  providers  have  been  approved  to 
instruct  28  asbestos  occupation  training  courses. 

Respectfully  submitted, 

Gregg  F.  Wright,  M.D.,  M.Ed. 
Director  of  Health 


REPORT  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 

Although  there  are  many  items  of  activity  at  the 
University  of  Nebraska  which  would  be  appropriate 
for  discussing  in  this  report,  I shall  concentrate  mainly 
on  some  of  our  initiatives  in  rural  health. 

We  have  established  as  our  major  goal,  addressing 
the  issue  of  the  maldistribution  of  graduating  phy- 
sicians. There  are,  as  you  well  know,  two  aspects  of  the 
maldistribution  problem:  specialty  and  practice  site. 
Our  aim  is  to  train  primary  care  physicians  for 
underserved  areas  of  Nebraska. 

As  mentioned  at  a previous  meeting,  we  have  been 
planning  an  experimental  program  with  Chadron  State 
College  (called  the  Rural  Health  Opportunities  Pro- 
gram). RHOP  has  as  its  goal  the  increased  provision  of 
doctors  and  other  health  professionals  for  rural  areas 
by  increasing  the  applicant  pool  from  rural  areas,  this 
applicant  pool  having  been  declining  in  recent  years. 
The  program  addresses  its  goal  by  decreasing  the  cost 
of  medical  education  for  rural  applicants,  by  decreas- 
ing the  time  from  high  school  graduation  to  entry  into 
practice,  by  eliminating  many  obstacles  to  entering 
medical  school,  and  by  encouraging  more  rural  high 
school  students  to  seriously  consider  careers  in 
medicine. 

Our  first  year  results  of  this  program  have  been  quite 
encouraging.  We  had  over  thirty  applicants  for  the  five 
positions;  because  so  many  of  these  applicants  were 
so  outstanding,  the  selection  committee,  made  up  of 
faculty  from  Chadron  State  and  UNCM,  selected 
thirteen  high  school  students.  They  were  all  from  rural 
Nebraska,  most  from  very  small  communities,  and 
many  would  not  have  considered  medicine  without 
this  program. 

Because  of  our  early  success,  we  look  forward  to 
expanding  the  program  to  involve  other  of  the  state's 
institutions  of  higher  learning.  Our  only  requirements 
are  that  we  would  work  together  to  recruit  applicants 
from  underserved  backgrounds,  and  that  we  would 
jointly  develop  the  pre-medical  curriculum. 

A second  initiative  we  are  taking  to  encourage 
primary  care  career  decisions  is  to  expose  medical 
students  earlier  and  more  consistently  to  ambulatory 
care.  We  want  to  have  these  types  of  experiences 
begin  in  the  first  year  of  medical  school,  and  continue 
throughout  the  four  years.  It  is  clear  to  us  that  we  shall 
need  to  involve  private  practitioners'  offices  in  order 
to  provide  enough  outpatient  sites. 

A third  initiative  is  the  exploration  of  the  possibility 
of  one  or  more  satellite  training  sites  located  in  non- 
metropolitan Nebraska.  Education  at  such  sites  would 
involve  both  preclinical  and  clinical  subjects.  The 
philosophy  behind  this  possible  change  is  that  the 


more  training  which  takes  place  in  a rural  area,  the 
greater  the  chance  that  a trainee  will  end  up  practicing 
in  a rural  area.  Our  initial  ideas  involve  the  use  of  the 
"hub-spoke"  delivery  model  and  interdisciplinary 
education  of  health  professionals. 

With  respect  to  the  funding  of  these  initiatives,  we 
have  applied  for  a planning  grant  to  the  Robert  Wood 
Johnson  Eoundation.  If  we  are  unsuccessful  obtaining 
funding  from  that  source,  we  shall  not  stop  planning, 
but  shall  apply  to  other  sources  of  funding. 

The  final  area  I should  like  to  touch  on  is  the  change 
in  leadership  of  various  departments  in  the  College  of 
Medicine.  I am  pleased  that  Dr.  Michael  Sitorius  has 
accepted  the  Chairmanship  of  the  Department  of 
Family  Practice.  Our  searches  for  Chairmen  of  the 
Departments  of  Ophthalmology  and  Orthopaedic 
Surgery  seem  to  be  nearing  completion.  I am  sad  to 
announce  that  Dr.  Michael  Sorrell  has  expressed  his 
wish  to  step  down  as  Chairman  of  Internal  Medicine.  A 
national  search  is  under  way.  No  one  has  played  a 
bigger  role  in  the  progress  the  College  of  Medicine  has 
made  in  the  last  ten  years  than  Dr.  Sorrell.  Fortunately, 
he  will  be  staying  on  the  faculty  and  will  have  more 
time  to  devote  to  his  important  research  on  the  effects 
of  alcohol  on  the  liver. 

Thank  you  for  your  continued  support. 

Respectfully  submitted, 

Robert  H.  Waldman,  M.D. 

Dean,  University  of  Nebraska 
College  of  Medicine 


REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman,  M.D.,  Columbus  - Chairman;  Benjamin  R.  Celber, 
M.D.,  Lincoln:  Dennis  Beavers,  M.D.,  Omaha;  Judith  A.  Butler,  M.D., 
Superior:  Melvin  A.  Churchill,  M.D.,  Lincoln;  James  H.  Dunlap,  M.D., 
Norfolk;  Donald  E.  Fischer,  M.D.,  Scottsbiuff;  Vernon  F.  Garwood,  M.D., 
Lincoln:  Michael  J.  Cermer,  M.D.,  Lincoln:  Susan  L.  Greenwald,  M.D., 
Kearney:  Charles  Gregorius,  M.D.,  Lincoln;  Dennis  G.  O'Leary,  M.D., 
Omaha:  George  W.  Orr,  M.D.,  Omaha;  Robert  G.  Osborne,  M.D., 
Lincoln:  Dwaine  I.  Peetz.  M.D.,  Neligh:  Herbert  E.  Reese.  M.D., 
Lincoln;  G.  Lee  Retelsdorf,  M.D.,  Omaha;  Blaine  Y.  Roffman,  M.D., 
Omaha;  James  N.  Shreck,  M.D.,  North  Platte:  Richard  B.  Svehia,  M.D., 
Omaha;  Steven  R.  Thomas,  M,D„  York;  Eileen  C.  Vautravers,  M.D., 
Lincoln;  Timothy  O.  Wahl,  M.D.,  Omaha;  Peter  J.  Whitted,  M.D., 
Omaha;  Susan  M.  Williams,  M.D.,  Omaha;  L.  Jay  McIntyre,  M.D., 
Omaha:  Dave  Hoeft,  Omaha;  Michael  Lane,  Omaha;  Paul  Spence, 
Omaha. 

The  Commission  on  Legislation  and  Governmental 
Affairs  has  been  quite  busy  addressing  issues  of 
interest  in  the  Nebraska  Legislature.  The  first  session 
of  the  91  St  Legislature  met  in  1 989  and  808  legislative 
bills  were  introduced.  There  were  approximately  70  of 
the  1989  legislative  bills  which  were  selected  by  the 
Commission  to  either  be  directly  addressed  or 
monitored  by  the  Association.  The  second  session  of 
the  91st  Legislature  convened  in  January  1990  and 
over  400  additional  bills  were  introduced.  The  Com- 
mission selected  83  bills  for  Association  interest 
including  several  legislative  proposals  from  the  1989 
session. 

Bills  of  interest  to  the  Association  are  generally  given 
public  hearing  by  the  Health  and  Human  Services 
Committee,  although  other  related  unicameral  com- 
mittees considered  bills  in  which  we  had  an  interest. 
This  year  some  50  physicians  testified  at  the  hearings 


206  Nebraska  Medical  Journal  July  1990 


on  various  legislative  bills.  The  input  and  interest  of 
the  physicians  who  gave  of  their  time  to  testify  is 
greatly  appreciated  by  the  Commission. 

We  wish  to  commend  the  Auxiliary  for  its  efforts  in 
the  production  of  Legislative  Day  on  January  31,1  990. 
This  was  a greatly  expanded  activity  which  included 
various  medical  testing  activities  in  the  Capitol  rotunda, 
and  the  presence  of  physicians  to  discuss  the  testing 
and  various  health  matters.  The  day  culminated  with  a 
luncheon  for  senators  and  their  spouses.  The  Auxiliary 
also  carried  out  a luncheon  for  spouses  of  the 
legislators  with  a physician  present  to  discuss  an 
appropriate  health  subject.  We  greatly  appreciate  the 
Auxiliary's  efforts  in  these  activities. 

Communication  with  legislators  by  contact  phy- 
sicians, Auxiliary  members,  and  the  general  member- 
ship of  the  Association,  has  been  most  beneficial.  The 
contact  took  place  both  while  the  members  of  the 
Legislature  were  in  Lincoln  and  when  in  their  home 
districts.  While  we  appreciate  the  contacts  made 
during  this  recent  legislative  session,  we  encourage 
physicians  and  spouses  to  maintain  communication 
with  their  legislators  when  they  are  in  their  home 
district  during  the  summer  and  fall. 

The  following  is  a list  of  several  legislative  bills  in 
which  the  Association  has  had  a direct  interest  during 
the  1 990  session. 


LB  757  - license  naturopaths.  This  bill  was  killed 
in  committee. 

LB  348  - expands  chiropractic  scope  of  practice 
to  permit  x-ray  beyond  the  axial  skele- 
ton. An  amendment  was  placed  on  this 
bill  which  specified  that  the  use  of  x- 
rays  beyond  the  axial  skeleton  will  be 
solely  for  diagnostic  purposes  and  will 
not  expand  the  practice  of  chiropractic 
to  include  the  treatment  of  other 
human  ailments,  disorders,  and  disease 
not  permitted  when  the  use  of  x-rays 
was  limited  to  the  axial  skeleton.  This 
bill  passed. 

LB  551  - provides  lab  regulation  without  man- 
datory personnel  standards  for  physi- 
cian offices.  This  bill  is  a Nebraska 
approach  to  meeting  the  requirements 
which  will  soon  be  implemented  by 
the  Federal  Clinical  Laboratory  Im- 
provement Act.  This  bill  was  passed. 

LB  925  - would  allow  optometrists  to  treat 
glaucoma,  remove  foreign  bodies  and 
use  oral  drugs.  This  bill  was  killed  in 
committee. 

LB  673  - this  bill  would  repeal  the  Hospital/ 
Medical  Liability  Act  (LB  434).  This  bill 
remained  in  the  Judiciary  Committee. 

LB  958  - this  bill  amended  the  child  restraint  law 
when  they  are  passengers  in  vehicles. 
The  Association  supported  this  bill 
which  passed. 

LB  690  - this  bill  would  have  amended  the 
motorcycle  helmet  law  requiring  only 
those  under  age  19  to  wear  helmets. 
This  bill  remained  on  general  file. 


LB  1112  - this  bill  would  have  established  a brain 
injury  registry.  The  Association  supported 
the  concept  of  the  bill,  however,  the 
bill  was  killed  in  committee. 

There  were  several  bills  relating  to  mandating 
insurance  benefits.  The  Association's  position  is  to  not 
support  mandated  benefits,  consequently,  we  mon- 
itored several  of  the  proposals  and  opposed  the  bill 
which  would  have  mandated  payment  of  chiropractic 
benefits.  All  mandated  benefits  bills  were  killed  in  the 
committee. 

This  has  been  a relatively  good  year  for  the 
Association's  legislative  activities  and  we  sincerely 
thank  all  those  individuals  who  have  been  involved. 


REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Lincoln  - Chairman;  H.  jeoffrey  Deeths, 
M.D.,  Omaha:  Herbert  D.  Feidler,  M.D.,  Norfolk;  Donald  T.  Glow,  M.D., 
Omaha:  )ohn  ).  Hoesing,  M.D.,  Omaha;  Roger  P.  Massie,  M.D, 
Plainview;  Donald  E.  Matthews,  M.D.,  Lincoln;  Harlan  C.  Shriner,  |r., 
M.D.,  Lincoln:  F.  Thomas  Waring,  M.D.,  Fremont;  David  Minnick, 
Omaha. 

The  Commission  on  PubMc  Affairs  continues  to  seek 
out  input  from  the  general  NMA  membership  on 
issues  which  they  feel  should  be  brought  to  the 
attention  of  the  public.  With  more  information  from 
the  membership,  the  Commission  can  assume  an 
expanded  role  in  its  efforts  to  further  enhance  the 
positive  image  of  medicine  among  all  segments  of  the 
population. 

The  commission  has  continued  its  regular  responsi- 
bilities including  providing  for  the  state-wide  press  an 
annotated  pre-release  copy  of  the  Nebraska  Medical 
journal,  and  producing  "Health  Tips"  for  the  Nebraska 
radio  stations  and  newspapers.  These  short  press 
releases,  discussing  areas  of  general  health  interest, 
are  provided  monthly  and  can  be  heard  on  many 
stations  and  read  in  many  newspapers.  The  Com- 
mission also  distributes  the  taped  health  messages 
from  the  NMA  President.  The  overview  of  the 
Commission  is  the  advancement  of  the  concept  of  the 
physician  as  patient  advocate,  including  the  support  of 
fitness,  good  health  habits  and  attitudes  of  wellness. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION  AND  ATHLETICMEDICINE 

Warren  C.  Bosley,  M.D.,  Grand  Island  - Chairman;  Patrick  E.  Clare, 
M.D.,  Lincoln;  Gordon  D.  Bainbridge,  M.D.,  Grand  Island;  )oseph  R. 
Ellison,  M,D„  Omaha:  Richard  W.  Hammer,  M.D.,  Lincoln;  Richard  E. 
Jackson,  M.D.,  Pawnee  City:  Mark  R.  Jones,  M.D.,  Lexington;  Stephen  J. 
Lanspa,  M.D.,  Omaha;  Morris  B.  Mellion,  M.D.,  Omaha;  Paul  H.  Phillips, 
M.D.,  Scottsbluff;  Wesley  G.  Wilhelm,  M.D.,  Omaha;  Curtis  Reimer, 
LaVista;  Mike  Wadman,  Omaha. 

The  Committee  met  on  Thursday,  March  29,  1990, 
at  the  Headquarters  Office,  Lincoln,  Nebraska. 

As  reported  previously,  the  Committee  has  partici- 
pated on  a task  force  of  the  Department  of  Education 
in  the  writing  of  a curriculum  on  health  education  to 
be  made  available  to  schools  in  Nebraska.  This 
curriculum  has  been  completed  and  will  be  published 
by  the  Department  in  the  near  future.  Samples  of 
sections  of  this  curriculum  were  available  for  the 
Committee's  examination  at  this  meeting.  The  Com- 
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mittee  recommends  that  the  NMA  continue  to 
support  this  project  and  will  recommend  to  the 
Department  of  Education  that  the  Auxiliary  will  be  able 
to  assist  in  promoting  the  curriculum  in  schools  in  our 
state.  The  Committee  recommends  further  that  mem- 
bers of  the  NMA  be  available  to  their  local  school 
districts  in  helping  to  implement  this  program  and 
participate  where  appropriate. 

The  Committee  is  aware  of  studies  conducted  by 
Dr.  Ian  Newman  of  the  University  of  Nebraska  that 
indicate  that  although  many  students  are  aware  of  the 
facts  of  health  maintenance  and  risk-taking  behavior, 
most  do  not  apply  this  knowledge.  It  is  apparent  that 
efforts  in  health  education  must  focus  on  this 
problem.  One  might  hope  that  a health  education 
curriculum  that  begins  in  the  earliest  grades  in  school 
may  go  far  in  correcting  this. 

Medical  student  members  of  the  Committee  de- 
scribed a program  in  which  students  visit  schools  to 
discuss  health-related  matters,  especially  risk-taking 
behaviors.  It  is  possible  that  relating  to  individuals 
more  likely  to  be  seen  as  peers  will  have  a favorable 
effect  on  vulnerable  young  people.  The  Committee 
has  suggested  to  the  medical  students  that  they  might 
consider  expanding  their  program  to  include  more 
schools,  and  the  Committee  recommends  that  the 
NMA  might  assist  in  making  this  possible.  The 
Committee  will  be  able  to  work  with  the  medical 
schools  in  implementing  this  expanded  program. 

The  Committee  proposes  that  meetings  be  arranged 
with  representatives  of  the  coaches'  and  trainers' 
organizations  to  develop  conferences  on  matters  of 
athletic  medicine  and  to  coordinate  our  concerns  with 
theirs.  The  time  to  hold  these  conferences  is  one 
concern,  as  well  as  identifying  subjects  for  study  and 
discussion.  These  meetings  will  be  arranged  as  soon  as 
possible  after  the  annual  meeting  of  the  NMA. 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Omaha  - Chairman;  Prentiss  M.  Dettman, 
M.D.,  Lincoln;  Allen  D.  Dvorak,  M.D.,  Omaha;  Rodrigo  Comez-Cordero, 
M.D.,  Spencer;  Dennis  D.  Hatch,  M.D.,  Superior;  David  j.  Hoelting, 
M.D.,  Pender;  Ernest  O.  )ones,  Ph.D.,  Omaha;  Martin  R.  Lohff,  M.D., 
Omaha;  W.  E.  Lundak,  M.D.,  Lincoln;  David  C.  McMaster,  M.D., 
Auburn;  William  H.  Northwall,  M.D.,  Kearney;  Renee  West,  Omaha. 

The  committee  has  continued  to  monitor  the 
evolution  of  the  site  selection  activity  within  the  State 
of  Nebraska  as  the  host  state  in  the  Central  Interstate 
Compact.  Under  federal  and  state  legislative  mandate 
the  progress  has  met  the  required  milestones  accruing 
the  benefit  fiscal  support  specified  and  avoiding 
prescribed  penalties  to  date.  The  emotional  aspects  of 
the  specific  site  selection  and  characterization 
augmented  by  strident  rhetoric  have  created  an 
environment  of  fear  and  distrust.  Issues  of  health  and 
safety  are  often  central  to  the  concerns  of  the  public, 
thus  the  role  of  organized  medicine  as  well  as  the 
individual  practitioner  in  providing  rational  and  ob- 
jective assessment  of  risks  balanced  with  benefits 
continues  to  be  an  important  responsibility.  Participa- 
tion in  the  educational  process  of  patients  and  the 
public  in  general  with  respect  to  health  related  issues 
continues  to  present  a challenge  requiring  our  attention. 

As  a part  of  the  committee's  activity  last  year,  in 


conjunction  with  reaffirmation  of  the  NMA's  policy 
resolution  on  low  level  radioactive  waste  disposal,  we 
recommended  the  inclusion  of  this  subject  as  a 
portion  of  the  Scientific  Sessions  program  for  the  NMA 
Annual  meeting  by  1990.  This  proposal  was  approved 
by  the  House  of  Delegates  along  with  reaffirmation  of 
the  NMA  resolution  on  Low  Level  Radioactive  Waste 
Disposal.  In  conjunction  with  the  Scientific  Sessions 
Committee  a half  day  program  has  been  developed 
with  nationally  recognized  guest  speakers  representa- 
tive of  physicians  and  scientists  active  in  organized 
medicine  as  well  as  providing  a depth  of  experience 
and  knowledge  in  the  application  of  radiation  and 
radioactive  materials  in  the  healing  arts. 

The  committee  believes  that  as  we  continue  our 
educational  role  in  conjunction  with  the  construction 
and  licensing  of  the  mandated  facility,  we  must  direct 
our  attention  to  the  operational  elements  of  this 
facility.  Health  and  safety  issues  will  revolve  primarily 
around  the  design  and  conduct  of  operational  pro- 
cedures used  to  receive,  handle,  and  store  low  level 
radioactive  materials.  While  the  licensing  process  will 
detail  requirements  for  safe  and  effective  operation, 
quality  assurance  of  the  process  will  be  key  to  assuring 
an  optimal  outcome  of  the  utilization  of  the  facility. 
We  believe  that  the  oversight  activities  of  the  NMA 
should  be  directed  toward  the  operational  conduct  of 
this  activity  with  respect  to  health  and  safety  issues. 
We  should  also  begin  to  consider  the  longer  term 
aspects  of  facility  operation  and  its  ultimate  closure. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MATERNAL  & CHILD  HEALTH 

Kenton  L.  Shaffer,  M.D.,  Kearney  - Chairman 

SECTION  OF  MATERNAL  MORTALITY  REVIEW 

George  M.  Adam,  M.D.,  Hastings;  Ernest  K.  Bussinger,  M.D., 
Scottsbiuff;  lames  H.  Elston,  M.D.,  Omaha;  L Palmer  johnson,  M.D., 
Lincoln;  Charles  W.  Marlowe,  M.D.,  Omaha;  Gary  D.  Milius,  M.D., 
Lincoln;  James  M.  Plate,  M.D.,  Kimball;  William  L.  Rumbolz,  M.D., 
Omaha;  Carl  V.  Smith,  M.D.,  Omaha;  Daniel  Maixner,  Omaha, 

SECTION  ON  PERINATAL  MORTALITY  REVIEW 

Lawrence  C.  Bausch,  M.D.,  Lincoln;  Kenneth  Johnson,  M.D., 
McCook;  Robert  M.  Nelson,  M.D.,  Omaha;  Tom  F.  Tonniges,  M.D., 
Hastings;  Gregg  F.  Wright,  M.D.,  Lincoln. 

The  Ad-Hoc  Committee  on  Maternal  & Child  Health 
dealt  with  several  issues  in  1988  and  1989. 

The  Committee  continued  to  review  maternal 
mortalities  in  the  State.  Dr.  Rumbolz  provided  a 
written  report.  In  1988,  there  were  23,904  recorded 
births.  There  were  six  deaths  of  pregnant  patients.  Five 
of  these  would  be  considered  pregnancy  related 
death  and  the  sixth  would  be  a pregnancy  associated 
death.  Using  the  previous  classification,  we  would 
have  classifield  three  direct  obstetrical  deaths  and 
three  as  indirect  obstetrical  deaths.  In  1989,  from  the 
records  we  have  to  date,  there  were  four  maternal 
deaths.  Two  of  these  were  pregnancy  related  deaths 
and  two  were  pregnancy  associated  deaths. 

The  State  Health  Department  has  hired  Dr.  Mukunda 
Mukherjee,  M.D.,  F.A.A.P.,  F.A.A.F.P.,  as  director  of  the 
Maternal  and  Child  Health  Division.  Dr  Mukherjee 
was  introduced  at  our  February  1990  meeting.  The 
Committee  discussed  with  Dr.  Mukherjee  and  Dr. 
Wright  the  importance  of  reviewing  perinatal  data  in 
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the  State  as  well  as  formalizing  ways  to  review  the 
statistics  from  the  new  birth  certificate  and  formalizing 
review  of  perinatal  and  maternal  mortality.  Dr.  Wright 
and  Dr.  Mukherjee  will  bring  to  our  Committee  legal 
restraints  of  the  State  Health  Department  and  how  we 
can  interact  with  them  to  obtain  needed  data,  review 
it  and  subsequently  make  recommendations  and 
publish  it  where  warranted. 

The  Committee  has  heard  the  report  of  Dr.  Robert 
Nelson,  who  is  our  representative  on  the  March  of 
Dimes  Coalition  for  Healthy  Mothers/Healthy  Babies. 
Dr.  Nelson  brought  us  up  to  date  on  their  current 
position  in  the  State  of  Nebraska  and  their  concern 
about  finding  access  to  care  for  pregnant  women.  The 
Committee  gave  several  suggestions  to  Dr.  Nelson  and 
he  will  keep  us  informed  of  the  progress  of  this 
Coalition. 

The  Committee  has  also  discussed  the  current 
immunization  program  in  the  State  with  the  State 
Department  of  Health.  LB-1046  was  proposed  legisla- 
tion to  provide  vaccine  for  immunizations  of  all 
children  in  the  State  and  it  was  killed  in  Committee. 
This  bill  would  have  provided  individual  physician's 
offices  with  immunizations  at  no  cost.  The  Nebraska 
Medical  Association,  the  Academy  of  Pediatrics  and 
the  Academy  of  Family  Practice  all  supported  this,  and 
hopefully  this  legislation  will  be  re-introduced  in  the 
1 991  session.  The  Committee  pointed  out  to  the  State 
Health  Department  representatives  that  physicians 
feel  comprehensive  care  is  needed  for  children  and 
immunizations  are  only  one  component  of  this  care. 
The  State  Health  Department  also  presented  to  the 
Committee  recommendations  from  the  Advisory 
Committee  on  Immunization  Practices  (A.C.I.P.)  and 
of  the  American  Academy  of  Pediatrics,  in  recom- 
mending a second  dose  of  MMR.  A.C.I.P.  recom- 
mended that  this  dose  occur  at  four  to  six  years  of  age. 
The  A.A.P.  recommended  that  this  occur  prior  to 
entering  Middle  School,  or  seventh  grade.  The  Com- 
mittee discussed  that  since  the  Nebraska  statutes 
require  that  students  have  a physical  at  the  time  of 
entering  seventh  grade  and  because  of  the  "booster 
effect"  of  a repeat  vaccine  being  given  prior  to  the 
teenage  years,  the  Committee  would  support  the 
State  Health  Department  in  recommending  a second 
dose  of  MMR  be  given  to  the  student  entering  Middle 
School  or  Junior  High  in  the  State  of  Nebraska. 
Eventually,  the  school  immunization  regulations  in  the 
State  would  be  changed  to  require  that  all  students 
have  a second  dose  of  MMR  prior  to  entering  into  the 
seventh  grade.  This  would  allow  physicians  to  follow 
either  recommendation  and  not  penalize  students 
who  are  transferring  from  another  State  and  had  their 
booster  at  four  to  six  years  of  age. 

Various  Committee  members  have  also  served  on  a 
number  of  task  forces  for  the  State  Health  Depart- 
ment this  year.  The  Perinatal  Guidelines  were  adopted 
by  the  State  Health  Department  and  a new  standard 
birth  certificate  was  implemented  in  the  State  of 
Nebraska.  The  Chairman  of  the  Ad-Hoc  Committee 
on  Maternal  & Child  Health  also  has  been  appointed 
to  the  Governor's  Committee  on  Medically  Handi- 
capped Children  (formerly  Services  for  Crippled 
Children).  Our  State  is  now  being  asked  to  address 
how  all  children  with  special  health  care  needs  receive 
needed  services  in  our  State,  whether  they  be 
medical,  educational,  psychological,  social,  etc. 


AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

C hris  C.  Caudill,  M.D.,  Lincoln  - Chairman;  Judith  A.  Hutler,  M.D., 
Superior:  Dale  W.  Ebers,  M.U.,  Lincoln:  Vernon  E.  Garwood,  M.D., 
Lincoln:  Russell  L.  Gorthey,  M.D.,  Lincoln:  Roger  A.  Jacobs,  M.D., 
Seward:  Ronald  Klutman,  M.D.,  Columbus;  Paul  F.  Meyer,  M.D.,  Aurora; 
Dale  E.  Michels,  M.D.,  Lincoln;  Harold  M.  Nordlund,  M.D.,  York; 
Samuel  H.  Perry,  II,  M.D.,  No.  Platte:  Richard  B.  Svehia,  M.D.,  Omaha; 
Tom  F.  Tonniges,  M.D.,  Hastings;  Wayne  K.  Weston,  M.D.,  Lexington; 
Chung  Shin,  Omaha. 

Since  the  last  meeting  of  the  House  of  Delegates, 
the  Ad-Hoc  Committee  on  Medicaid  Services  has  not 
convened.  There  has  been,  however,  ongoing  dialogue 
with  the  Department  of  Social  Services  as  the  new 
Medicaid  billing  and  reimbursement  plan  has  been 
implemented. 

It  is  rather  early  to  draw  any  major  conclusions,  but 
the  overall  process  appears  to  be  simpler,  and 
certainly  the  dollar  reimbursement  per  service  rendered 
has  improved,  particularly  in  the  area  of  obstetrics. 

There  continues  to  be  a bit  of  difficulty  in  assuring 
that  Medicaid  patients  do  have  access  to  medical  care 
despite  the  innovations  in  the  billing  and  reimburse- 
ment part  of  the  program.  I suspect  that  a significant 
amount  of  this  is  due  to  a lack  of  awareness  of  the 
specific  changes  which  have  occured,  and  I would 
recommend  a continued  effort  on  the  part  of  the 
Nebraska  Medical  Association  to  remind  its  members 
of  the  necessity,  if  not  obligation,  of  caring  for  this 
particular  patient  population,  but  also  of  educating 
them  as  to  the  present  process,  and  informing  them  of 
the  improved  reimbursement.  As  of  this  point  in  time, 
no  adverse  publicity  or  problems  in  patient  care  have 
occurred,  but  the  possibility  continues,  unfortunately, 
to  exist. 

Finally,  I believe  that  final  plans  are  being  drawn  for 
a Medicaid  Advisory  Committee  composed  of  phy- 
sicians representing  various  areas  of  practice  to  provide 
input  as  to  how  the  program  is  working,  and 
suggestions  with  respect  to  how  it  might  improve.  This 
Committee  will  have  no  formal  ties  to  the  Nebraska 
Medical  Association  in  order  to  avoid  any  appearance 
or  suggestion  of  federal  trade  commission  problems. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap,  M.D.,  Norfolk  - Chairman;  David  L.  Bacon,  M.D., 
Kearney;  Warren  C.  Bosley,  M.D.,  Grand  Island:  F.M.  Gawecki,  M.D., 
Papillion;  Dwaine  J.  Peetz,  M.D.,  Neligh;  Richard  M.  Pitsch,  Jr.,  M.D., 
Lincoln:  Herbert  E.  Reese,  M.D.,  Lincoln;  Blaine  Y.  Rotfman,  M.D., 
Omaha:  Larry  E.  Roffman,  M.D.,  Omaha;  Jeff  Parks,  Omaha. 

Formal  meetings  of  this  committee  were  held 
December  12,1 989,  and  January  1 6,  1 990.  The  first  of 
these  meetings  was  held  to  receive  the  routine 
presentation  made  by  the  St.  Paul  Insurance  Company 
as  it  is  annually  given  to  us;  the  second,  to  map 
strategy  in  response  to  Legislative  Bill  673  dealing  with 
the  repeal  of  the  Hospital  Medical  Liability  Act 
(previously  LB  434). 

Appended  to  this  report  will  be  copies  of  frequency 
and  severity  charts  attesting  to  the  malpractice  climate 
through  1988.  This  was  the  last  full  year  of  statistics 
available  to  us  at  the  time  of  the  December  1989 
meeting  with  St.  Paul.  The  professional  liability  climate 
since  that  time  has  continued  with  the  same  trends. 
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namely  an  increasing  severity  of  judgments  and 
settlements  but  a decreasing  frequency  of  claims. 

The  St.  Paul  Insurance  Company  has  indicated  they 
will  file  for  an  aggregate  1 2%  reduction  in  premiums  in 
the  near  future.  There  will  be  some  classification 
alteration  which  will  cause  fluctuation  in  the  12% 
figure. 

Our  several  meetings  with  the  Judiciary  Committee 
and  with  Senator  Chizek  dealing  with  LB  673,  which 
had  as  its  intent  the  repeal  of  the  Nebraska  Hospital 
Medical  Liability  Act,  offered  both  positive  and 
negative  aspects.  Specifically,  the  climate  for  repeal  of 
the  act  seems  to  have  abated.  That  of  course  is 
pleasing.  On  the  other  hand,  our  efforts  concerning 
medical  discipline  were  not  as  satisfactorily  con- 
cluded. Specifically,  LB  1068,  which  was  an  effort  to 
clarify  certain  medical  disciplinary  issues  through  the 
Board  of  Examiners,  was  defeated  in  the  Health  and 
Human  Services  Committee  and  will  return  and  needs 
to  be  addressed  during  the  next  legislative  session. 

Our  relationship  with  the  Insurance  Commissioners 
office  and  with  Mr.  Bill  McCartney  has  been  very 
satisfactory.  The  excess  liability  fund  continues  to 
grow  and  is  well  managed.  That  office  has  seen  fit  to 
once  again  decrease  the  surcharge  against  our  pro- 
fessional liability  premiums,  this  time  from  45  to  40% 
of  the  amount  of  those  premiums.  The  commissioner's 
office  has  increased  its  reporting  to  the  Department  of 
Health  and  hence  to  the  Board  of  Examiners  and  in  the 
future  will  include  reports  of  settlements  and  judg- 
ments dealing  with  individual  malpractice  claims. 

Your  Association  office  now  has  in  its  possession 
certain  educational  video-tapes  dealing  with  various 
aspects  of  malpractice  actions  and  in  the  near  future 
these  tapes  will  be  available  to  you  upon  your  request 
from  the  NMA  office.  These  will  be  suitable  for  either 
group  or  individual  viewing. 

Plans  had  been  made  in  accord  with  the  direction  of 
the  House  of  Delegates  to  form  a psychologic  medical 
support  group  and  to  meet  in  the  preliminary  planning 
for  such  a group.  These  plans  were  held  in  abeyance 
because  of  the  inordinate  amount  of  time  required  in 
dealing  with  the  legislature  with  regard  to  the  threat  of 
the  legislative  activities  as  outlined  above.  Nonethe- 
less, this  expressed  desire  on  the  part  of  the  House  of 
Delegates  for  the  formation  of  such  a group  will  be 
followed  through  within  the  near  future. 

As  a result  of  several  requests,  Mr.  Schellpeper  was 
asked  to  communicate  with  the  three  primary  profess- 
ional liability  insurers  of  Nebraska  physicians  for 
details  regarding  "tail  coverage".  Letters  have  been 
received  regarding  these  details  both  from  the  Med- 
ical Protective  Company  of  Indiana  and  the  St.  Paul 
Company.  The  specifics  of  this  type  of  coverage  may 
be  obtained  from  Mr.  Schellpeper. 

Your  Chairman  regrets  his  inability  to  attend  this 
meeting  of  the  House  of  Delegates  but  once  again 
finds  an  overlapping  meeting  conflict  and  accordingly 
will  not  be  present 


AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kirk  Muffly,  M.D.,  Omaha  - Chairman;  J.D.  Akerson,  M.D.,  Sidney; 
Krynn  K.  Buckley,  M.D.,  Lincoln;  Jim  Fosnaugh,  M.D.,  Lincoln;  L.D. 
Helmick,  M.D.,  Kearney;  David  ).  Hilger,  M.D.,  Lincoln;  Jeffery  Itkin, 


M.D.,  Omaha;  Verlin  K.  Janzen,  M.D.,  Nebraska  City;  Tamara  R. 
Johnson,  M.D.,  Cambridge;  Robert  Langdon,  Jr.,  M.D.,  Omaha;  Kevin 
Nohner,  M.D.,  Omaha;  Timothy  O'Holleran,  M.D.,  No.  Platte;  Roselyn 
Remington,  M.D.,  Schuyler;  Glenn  A,  Ridder,  M.D.,  Randolph;  Kay  M. 
Shilling,  M.D.,  Omaha;  Richard  J.  Stitcher,  M.D.,  Lincoln;  Mike  Sullivan, 
M.D.,  Aurora;  Jeff  Susman,  M.D.,  Omaha;  Keith  Vrbicky,  M.D.,  Norfolk; 
Mohammed  K.  Zahra,  M.D.,  Norfolk. 

There  was  a meeting  of  the  Ad-Hoc  Committee  on 
Young  Physicians  held  on  March  1,  1990  at  the  NMA 
Headquarters.  Copies  of  the  minutes  of  this  meeting 
will  be  made  available. 

The  committee  had  a rather  lengthy  discussion 
concerning  the  purposes  of  this  committee  and  what 
direction  we  should  take  in  the  future  concerning  the 
young  physicians  in  the  State  of  Nebraska.  Many 
present  did  not  have  a good  feeling  for  current 
problems  of  young  physicians  nor  exactly  what  our 
committee  should  and  could  do  in  this  regard. 

I expressed  my  concern  or  desire  that  this  committee 
at  least  serve  the  purpose  of  being  an  information 
gathering  source  of  problems  of  young  physicians  that 
could  be  relayed  on  to  the  delegate  and  alternate 
delegate  to  the  AMA  Young  Physicians  Section 
Meeting,  as  in  the  past,  there  has  been  little  input 
available  to  these  two  representatives. 

We  also  discussed  whether  there  should  be  a 
continuity  of  this  committee,  and  at  this  point,  no  one 
was  willing  to  commit  themselves  to  suggestion  of 
making  this  a standing  committee.  They  seemed  to 
desire  more  time  to  gather  more  information  to  see 
what  all  is  involved  in  this  committee  process,  etc. 
before  making  that  judgment.  To  that  end,  we  have  set 
up  an  informal  meeting  during  the  Nebraska  Medical 
Association  Annual  Session  in  April  to  gather  informa- 
tion from  young  physicians,  and  have  tentatively 
decided  to  reschedule  this  ad-hoc  committee  for  a 
meeting  this  summer  of  1990. 

Other  business  we  conducted  basically  entailed 
establishing  a method  to  select  a delegate  and 
alternate  delegate  to  the  meeting  in  Chicago  this  year, 
and  as  outlined,  having  an  out-state  representative 
and  a representative  from  Lincoln  nominated  by  the 
constituents  and  submitted  by  the  committee  for 
approval  of  the  Board. 

All  in  all,  I am  hopeful  that  this  committee  can 
continue  and  function  to  be  helpful  not  only  to  the 
young  physicians  but  to  the  Nebraska  Medical 
Association  and  physicians  in  the  State  of  Nebraska  on 
a long-term  basis. 

REPORT  OF  THE  SCIENTIFIC 
SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Lincoln  - Chairman;  David  L.  Bacon,  M.D., 
Kearney;  Lawrence  C,  Bausch,  M.D.,  Lincoln;  Robert  A.  Beer,  M.D., 
Omaha;  Stacey  Goodrich,  M.D.,  Tecumseh;  Charles  Gregorius,  M.D., 
Lincoln;  Richard  M.  Tempero,  M.D.,  Omaha;  Donald  E.  Waltemath, 
M.D.,  Lincoln;  Anthony  J.  Yonkers,  M.D.,  Omaha. 

Several  items  have  been  addressed  by  the  Com- 
mittee since  our  last  report  to  the  House  of  Delegates. 
Foremost  has  been  the  planning  of  the  1990  Annual 
Session. 

During  the  planning  of  the  Session,  an  effort  was 
made  to  schedule  programs  of  general  interest  apart 
from  programs  of  a more  specialized,  scientific  nature. 
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Although  this  has  led  to  a slightly  longer  Session  than 
in  the  recent  past,  we  hope  to  increase  attendance  by 
allowing  registrants  to  participate  in  both  scientific 
and  socio-economic  programming. 

The  Committee  believes  this  year's  program  to  be  of 
great  interest  to  every  member  of  the  Nebraska 
Medical  Association  and  encourages  members  of  the 
House  to  attend  as  many  sessions  as  possible.  We 
would  also  like  to  thank  the  several  specialty  societies, 
voluntary  organizations  and  NMA  Commissions  and 
Committees  who  have  cooperated  in  the  develop- 
ment of  the  1990  Annual  Session. 

The  Committee  has  also  undertaken  the  task  of 
changing  the  format  of  the  printed  Annual  Session 
program.  In  this  manner,  we  hope  to  stimulate  addi- 
tional interest  in  the  Session,  as  well  as  provide  a more 
effective  means  of  having  registrants  evaluate  the 
individual  CME  programs.  To  facilitate  this  process, 
evaluation  forms  are  included  within  the  program 
itself  for  the  first  time. 

A serious  effort  has  also  been  made  to  more 
effectively  incorporate  the  needs  of  Association 
members  into  the  planning  process.  As  a starting  point, 
the  Committee  mailed  a survey  to  the  membership 
and  received  445  responses.  The  responses  were 
conclusive  on  some  points,  but  far  from  conclusive  on 
others.  The  respondents  ratified  the  decision  of  the 
House  regarding  the  length  of  the  Annual  Session,  with 
many  preferring  an  even  more  compact  meeting.  The 
results  also  showed  strong  interest  in  socioeconomic 
programming  and  medical  topics  of  specific  interest  in 
Nebraska.  The  committee  would  like  to  thank  those 
members  who  responded  to  the  survey  and  indicate 
to  the  House  a likelihood  of  follow-up  surveys  in  the 
future.  The  Committee  would  also  like  to  thank 
Doctor  Douglass  Decker  for  his  assistance  in  develop- 
ing a computer  analysis  of  the  data  received. 

Finally,  in  order  to  strengthen  our  sense  of  purpose 
in  providing  continuing  medical  education  program- 
ming to  Association  members,  the  Committee  has 
developed  the  following  mission  statement  and 
presents  it  to  the  House  of  Delegates  for  approval. 

NMA  SCIENTIFIC  SESSIONS  COMMITTEE 
CONTINUING  MEDICAL  EDUCATION 
MISSION  STATEMENT 

The  Scientific  Sessions  Committee  (SSC),  function- 
ing under  the  auspices  of  the  Commission  on 
Association  Affairs,  will  strive  to  accomplish  the 
purposes  of  the  Nebraska  Medical  Association  (NMA), 
with  respect  to  continuing  medical  education.  In 
pursuit  of  these  purposes,  the  SSC  sets  forth  the 
following  goals. 

1.  To  advance  the  science  and  art  of  medicine. 

2.  To  elevate  the  standard  of  medical  education. 

3.  To  disseminate  to  NMA  members  and  others, 
facts  and  opinions  relating  to  medical  know- 
ledge, treatment  and  procedures. 

In  working  to  achieve  these  goals,  the  SSC  will 
utilize  a specific  overall  educational  objective(s)  for 
each  of  its  accredited  programs.  These  will  include 
providing  the  physician  with  current,  specific  know- 


ledge allowing  for  the  provision  of  optimum  treatment 
to  patients;  providing  programs  which  inspire  the 
physician  to  seek  further  information  on  the  treatment 
methods  discussed;  providing  programs  that  reflect 
new  knowledge  and/or  new  treatments  to  keep  the 
physician  up-to-date;  providing  "hands-on"  training 
through  the  use  of  new  equipment  or  systems;  and 
other  objectives  the  SSC  may  deem  appropriate. 

The  target  audience  for  SSC  CME  programs  is  the 
membership  of  the  NMA,  and  as  such,  consists  of  a 
wide  variety  of  specialties  located  throughout  the 
state.  In  developing  programming  for  this  group, 
several  strategies  will  be  utilized  to  meet  the  needs  of 
as  many  members  as  possible.  These  will  include 
developing  programs  directed  at  the  primary  care 
physicians  of  Nebraska,  developing  programs  directed 
at  physicians  of  any  specialty,  and  jointly  sponsoring 
programs  with  other  groups,  as  appropriate,  to  provide 
for  increased  access  to  accredited  CME  programming 
across  the  state. 

For  the  most  part,  continuing  medical  education 
programs  accredited  by  the  SSC  will  be  presented 
during  the  Annual  Session  of  the  Nebraska  Medical 
Association.  The  Annual  Sessions  consist  of  a series  of 
programs  with  a duration  of  one  to  eight  hours,  and  a 
varying  number  of  presentations  per  program.  In  most 
cases,  the  faculty  will  utilize  slides  and  allow  time  for 
participant  discussion  and  questions.  Upon  conclusion, 
each  participant  will  be  asked  to  evaluate  the  program 
presented. 

REPORT  OF  THE  COMMISSION 
ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Omaha  - Chairman;  Ronald  L.  Asher, 
M.D.,  North  Platte;  Robert  L.  Bass,  M.D.,  Omaha;  Warren  C.  Bosley, 
M.D.,  Grand  Island;  Patrick  E.  Brookhouser,  M.D.,  Omaha;  Charles  F. 
Damico,  M.D.,  Hastings;  Charles  A.  Dobry,  M.D.,  Omaha;  Stacey 
Goodrich,  M.D.,  Tecumseh;  Richard  A.  Hranac,  M.D.,  Kearney;  Steffan 
R.  Lacey,  M.D.,  Norfolk;  William  E.  Lundak,  M.D.,  Lincoln;  Richard  L 
O'Brien,  M.D.,  Omaha;  William  R.  Schlichtemeier,  M.D.,  Omaha; 
Joseph  C.  Scott,  M.D.,  Omaha;  Michael  J.  Sullivan,  M.D.,  Aurora;  Jeffrey 
L Susman,  M.D.,  Omaha;  Richard  L Tollefson,  M.D.,  Wausa;  Robert  H. 
Waldman,  M.D.,  Omaha;  Allen  Gee.  Omaha. 

The  Commission  on  Medical  Education  met  October 
5,  1989  and  February  8,  1990. 

ACCREDITATION  SPONSORS  OF  CONTINUING 
MEDICAL  EDUCATION; 

Six  interim  reports  were  reviewed  and  accepted. 
One  reaccreditation  application  was  processed  and 
received  full  accreditation. 

The  total  number  of  sponsors  accredited  by  the 
CME/NMA  is  15.  In  an  effort  to  increase  the  number 
of  accredited  sponsors  of  continuing  medical  educa- 
tion within  the  State  of  Nebraska  the  Commission 
charged  a subcommittee,  chaired  by  Dr.  Robert  Bass, 
with  developing  and  presenting  a program  for  current 
and  potential  sponsors  at  the  spring  meeting  of  the 
NMA.  An  excellent  program,  with  the  principal 
provocative  speaker  and  leader,  Charles  E.  Osborne, 
Ed.D.  of  Washington,  DC,  will  be  presented  Saturday 
morning,  April  28,  1990,  from  9:00  a.m.  - 12  noon. 
Promotional  letters  for  the  program  in  2 separate 
mailings  were  sent  to  the  C.E.O.  and  President  of  the 
Medical  Staff  of  each  Nebraska  hospital  with  25  or 
more  beds  and  to  the  President  of  each  county 
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medical  society.  It  is  the  concern  of  the  Commission 
that  continuing  education  programming  must  be 
increased  so  as  to  maintain  and  advance  the  clinical 
competency  of  the  State's  physicians  and  to  educate 
them  regarding  the  rapidly  developing  practice  par- 
ameters under  which  medical  care  must  be  delivered. 

PHYSICIAN  HEALTH  MANPOWER 

At  the  direction  of  the  House  of  Delegates  of  the 
Nebraska  Medical  Association,  the  commission  es- 
tablished two  subcommittees; 

1 . Maldistribution  of  Physicians  Within  the  State  of 
Nebraska  - Warren  Bosley,  M.D.,  Chairman. 

Studies  concerning  the  reasons  why  physicians 
select  their  practice  locations  have  been  con- 
ducted by  the  American  Medical  Association, 
the  American  Association  of  Medical  Colleges 
and  various  federal  and  state  agencies.  No  such 
survey  has  been  conducted  in  Nebraska  sub- 
sequent to  the  imposition  of  mandated  remun- 
eration rates  and  practice  parameters  and 
subsequent  to  the  impact  effected  by  hospital 
closures  and  significant  population  shifts  and 
local  economic  alterations. 

The  subcommittee  proposes  that  a survey 
instrument  be  developed  which  will  assess  the 
effect  of  the  above  cited  practice-influencing 
factors  together  with  other  reasons  why  physi- 
cians choose  or  change  practice  locations.  The 
results  of  the  study  should  be  beneficial  to 
government,  both  state  and  local,  especially  as 
regards  the  influence  of  legislation,  policies  and 
regulations;  communities  as  regards  conditions 
which  will  attract  and  retain  physicians;  and 
medical  schools  as  related  to  the  importance  of 
student  demographics,  curriculum  and  faculty 
influence. 

The  cost  of  the  study  will  very  likely  have  to  be 
born,  in  part,  by  the  Nebraska  Medical  Associa- 
tion. A project  proposal  together  with  budget  is 
planned  for  presentation  at  the  fall  meeting  of 
the  House  of  Delegates. 

2.  Medical  School  Student  Applicant  Pool  En- 
hancement- Charles  F.  Damico,  M.D.,  Chairman. 

The  need  for  enhancement  of  the  medical 
school  student  applicant  pool  in  the  State  of 
Nebraska  is  based  on  an  overall  34%  decline  in 
applicants  from  1984-1988  and  a greater  than 
50%  decline  in  applications  from  students  who 
were  raised  in  rural  counties.  Both  percentages 
indicate  a significant  potential  for  an  insufficient 
number  of  physicians  to  provide  medical  ser- 
vices, especially  in  rural  areas  in  10-15  years. 

The  Subcommittee  applauds  the  new,  vigorous 
efforts  of  the  state's  2 medical  schools  to  reverse 
this  trend.  There  is,  however,  great  need  for  the 
NMA  to  enter  into  partnership  with  the  medical 
schools  to  further  increase  the  influence  upon 
qualified  students  to  apply  for  a medical  school 
education. 

It  is  recommended  the  NMA  develop  an 
organizational  approach  to  accomplish  the 
following  activities. 


1.  Nurture  and  influence  high  school  and  un- 
dergraduate college  students,  who  are  qualified, 
to  apply  for  entrance  into  medical  school 
through: 

1.1  Direct  student  contact. 

1.2  Contact  with  parents  of  students. 

1.3  Reorientation  of  guidance  or  career 
counselors  as  to  the  excellent  career 
opportunities  available  in  the  medical 
profession. 

2.  Establish  a Nebraska  Medical  Association- 
sponsored  "Careers  in  Medicine"  speaker 
and  guidance  service  mediated  through  county 
medical  societies,  the  reactivated  Young 
Physicians  Section  and  suggested  Retired 
Physicians  Activist  group.  The  functions  of 
such  a service  would  be  to: 

2.1  Participate  in  local  community  College 
Day  activities. 

2.2  Participate  in  the  state  meetings  of 
guidance/career  counselors. 

2.3  Promote  medical  careers  concurrent  with 
meetings  in  high  schools  and  colleges 
concerning  public  health  problems. 

2.4  Provide  speakers  for  high  school  and 
college  career  choice  convocations  and 
high  school  PTA  meetings. 

2.5  Provide  support  for  medical  student 
speakers  travel  to  career  choice  meetings 
in  high  schools  and  colleges. 

3.  Influence  development  of  legislation  enacting 
forgiveness  and  discounted  medical  education 
loans. 

4.  Develop  a "Careers  in  Medicine"  mail  solici- 
tation program  aimed  at  selected  students 
with  individual  follow-up  to  favorable  re- 
sponses from  the  guidance  service. 

The  organization  system  necessary  for  the  above 
activities  and  related  budget  will  be  planned  and 
presented  at  the  Fall  meeting  of  the  NMA  House  of 
Delegates. 

REPORT  OF  THE  AD-HOC 
COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Lincoln  - Chairman:  Dwaine  J.  Peetz,  M.D., 
Neligh;  Alvin  A.  Armstrong,  M.D.,  Scottsbluff;  Richard  A.  Blatny,  M.D., 
Fairbury;  L.  Dwight  Cherry,  M.D.,  Lincoln;  Thomas  M.  Connors,  M.D., 
Omaha:  Loren  H.  Jacobsen,  M.D.,  Broken  Bow:  Alan  W.  Langvardt, 
M.D.,  Beatrice:  Thomas  O.  Martin,  M.D.,  Ord:  Roger  P.  Massie,  M.D., 
Plainview:  Donald  J.  Pavelka,  M.D.,  Omaha;  Rudolf  Strnot,  Jr„  M.D., 
Lincoln:  Richard  B.  Svehia,  M.D.,  Omaha:  Hiram  R.  Walker,  M.D., 
Kearney:  Todd  Bush,  Omaha. 

The  full  Ad  Hoc  Committee  has  met  on  three 
separate  occasions,  including  a fourth  occasion  with  a 
subcommittee.  A considerable  amount  of  effort  and 
time  has  been  expended  on  the  Association  member- 
ships' behalf  in  seeking  implementation  of  a single-tier 
reimbursement  system  for  the  state  of  Nebraska.  The 
initial  study  was  based  on  utilization  of  the  maximum- 
allowable  prevailing  charge  (MAPC)  since  the  Health 
Care  Financing  Administration  (HCFA)  mandated  that 
MAPCs  be  utilized  rather  than  only  adjusted  data.  It 
was  stated  by  the  Medicare  carrier  that  the  usage  of 
MAPC  is  required  by  federal  law  as  a basis  for 
determining  reimbursement  levels.  The  first  study  was 
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done  identifying  the  top  10  procedure  codes  per 
physician  specialty  and  then  identifying  the  top  200 
procedure  codes  overall  based  upon  frequencies  that 
were  determined  in  the  1989  Reasonable  Charge 
Profile  bill.  The  result  of  the  first  study  was  compatible 
with  the  first  study  done  by  the  previous  Medicare 
carrier  and  it  appeared  that  the  rate  of  the  reimburse- 
ment in  the  state  would  be  between  25  and  30%  lower 
than  at  the  present  time. 

As  can  be  assumed,  this  study  was  not  acceptable  to 
the  Ad  Hoc  Committee  and  the  carrier  was  gracious 
enough  to  design  a second  study  based  upon 
maximum-allowable  area  charges  (MAAC),  utilizing  a 
state-wide  weighted  average  by  specialty.  The  top  50 
procedures  by  specialty  would  be  reviewed.  This 
study  was  to  be  returned  at  the  next  scheduled 
meeting. 

This  study  was  then  returned  to  the  Committee  at 
the  following  meeting  and  was  accepted  by  the 
Committee  and  reported  to  the  House  at  its  Fall 
session.  The  result  and  action  of  the  House  was  to 
adopt  the  second  study  and  proceed  with  appropriate 
steps  to  petition  HCFA  to  institute  a single-tier 
reimbursement  system  for  the  State  of  Nebraska. 

The  Executive  Committee  of  the  Board  met  with 
representatives  of  the  regional  office  of  HCFA.  At  this 
meeting,  the  "case"  for  a single-tier  reimbursement 
system  for  the  State  of  Nebraska  was  presented.  Part 
of  the  supporting  evidence  for  this  was  the  geographic 
practice  cost  index  figures,  a copy  of  which  is  attached 
to  this  report,  and  the  rate  of  reimbursement  for  the 
three  localities  in  Nebraska.  It  was  noted  that  the  cost- 
of-practice  index  is  not  that  much  different  in  the 
State  of  Nebraska  to  account  for  its  being  the  second 
lowest  in  the  nation  for  reimbursement.  -After  a great 
deal  of  discussion,  the  Executive  Committee  was 
informed  that  no  specific  action  could  be  taken  by  the 
Kansas  City  regional  office  even  though  the  carrier. 
Blue  Cross/Blue  Shield  of  Kansas-Nebraska,  supported 
the  concept  of  single-tier  reimbursement.  It  was 
determined  at  the  completion  of  this  meeting  that  a 
meeting  would  have  to  be  held  with  the  congressional 
delegation  of  the  State  of  Nebraska  to  request 
legislative  changes  to  bring  about  changes  in  the  rules 
and  regulations  of  HCFA.  It  was  further  emphasized  to 
them  that  all  the  insurance  reimbursement  to  the 
physicians  in  the  State  of  Nebraska,  other  than 
Medicare,  is  through  a single-tier  reimbursement 
which  includes  Medicaid,  Workmens'  Compensation, 
and  non-Medicare  Blue  Cross/Blue  Shield. 

The  president,  president-elect,  and  executive  sec- 
retary then  met  with  representatives  of  the  Nebraska 
congressional  delegation  on  April  18,  1990.  An  oral 
report  is  to  be  given  to  the  House  regarding  this 
meeting. 

Other  matters  were  discussed  at  these  several 
meetings  including  the  use  of  inappropriate  language 
to  the  Medicare  recipients,  insofar  as  the  verbage  on 
"medical  necessity"  letters  and  the  use  of  "reasonable 
charges"  rather  than  "allowed  charges."  The  Medicare 
carrier,  Blue  Cross/Blue  Shield  of  Kansas-Nebraska, 
was  sympathetic  regarding  the  wording  of  the  letters, 
however,  since  the  language  of  the  letters  is  mandated 
by  HCFA,  no  changes  can  be  made.  They  continued  to 
reiterate  that  HCFA  mandates  are  not  "negotiable". 


Other  mandated  issues  that  were  discussed  included 
current  policies  related  to  HCFA's  medical  review 
screens,  information  that  is  necessary  to  support  the 
level  of  care  provided  and  that  at  the  present  time  the 
Medicare  carriers  are  obligated  to  use  the  criteria 
described  within  the  CRT  nomenclature.  Information 
that  may  be  supplied  to  support  the  level  of  care 
provided  can  be  obtained  from  the  following  sug- 
gested sources  of  documentation:  hospital  notes, 
progress  notes,  discharge  summaries,  admission  notes 
including  H&P,  consultation  notes,  office  notes  from 
the  patients'  charts,  a letter  summarizing  the  patient's 
current  condition  and  other  information,  and  lab/x-ray 
results  (any  diagnostic  test  results). 

In  addition,  the  Committee  has  met  with  Joseph 
Martinak,  M.D.,  who  is  Blue  Cross/Blue  Shield's 
medical  director  for  the  Part  B Medicare  program. 
Doctor  Martinak  did  point  out  that  some  of  the 
carrier's  directives  that  come  from  HCFA  do  allow 
some  amount  of  discretion.  It  is  in  these  areas  that  the 
medical  community  can  have  input  as  to  local  carrier 
directives  that  are  communicated  in  the  Medicare 
communique.  In  fact,  since  March  1989,  carrier 
medical  directors  have  been  required  by  HCFA  to 
notify  state  medical  societies  and  consider  their 
comments  on  all  proposed  changes  to  medical  review 
policies.  The  Nebraska  Medical  Association,  however, 
has  only  recently  been  asked  to  become  involved  by 
developing  a protocol  in  which  the  Association  may 
provide  input  on  the  guideliness  that  are  grey-area  in 
nature  rather  than  those  that  are  strictly  mandated. 
The  Ad  Hoc  Committee  passed  a motion  to  provide 
official  NMA  input  into  medical  policies  which  are 
being  proposed  by  the  Medicare  fiscal  intermediary 
(Kansas-Nebraska  Blue  Cross/Blue  Shield),  providing 
that  appropriate  procedures  and  disclaimers  can  be 
developed  which  will  effectively  protect  the  Associa- 
tion. The  grey  areas  in  which  the  Association  was 
invited  to  provide  comment  included:  1)  The  percent- 
age of  what  the  global  fee  allowed  should  be  with 
"outreach  surgery";  2)  Proposed  chronic  renal  disease 
policy;  and  3)  Proposed  rehabilitation  and  physical 
medicine  policy.  The  Association  provided  positive 
comments  on  the  chronic  renal  disease  policy,  and  the 
proposed  rehabilitation  and  physical  medicine  policy, 
however,  based  upon  the  sub-committee's  decision  of 
the  Ad-Hoc  Committee  on  Medicare,  the  Nebraska 
Medical  Association  could  not  support  or  provide  any 
favorable  comment  on  the  use  of  global  surgical  fees 
for  "outreach  surgery"  and  would  not  offer  comments 
on  the  90-10  split.  The  Committee  took  the  position 
that  it  was  inappropriate  for  physicians  to  set  rates  for 
ree  splitting  amongst  themselves  and  that  this  reduc- 
tion in  reimbursement  will  have  a negative  impact  on 
access  to  rural  health  care. 

It  is  hoped  that  in  these  areas  of  "grey",  the 
Association  can  effectively  provide  input  that  may 
affect  the  guidelines  that  are  used  by  the  carrier  that 
are  not  HCFA  mandated. 

The  Committee  has  worked  many  arduous  hours 
over  the  past  several  months  for  the  membership,  and 
the  Chairman  wishes  to  thank  all  members  of  the 
Committee  for  their  time  and  effort. 

Following  is  a list  of  the  baseline  CPCIs  for  all  the 
localities  in  this  region. 
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Carrier  Locality 

Baseline 

IBS  locality  01 

.9053 

02 

.8869 

03 

.8848 

04 

.8514 

05 

.9610 

06 

.8710 

07 

.8680 

08 

.8810 

KBS  - Statewide 

.8437 

KCBS  locality  01 

.8481 

02 

.9484 

03 

.9484 

04 

.9484 

05 

.9484 

06 

.8548 

General  American 

locality  01 

.9809 

02 

.9217 

03 

.8419 

KBS/Nebraska 

locality  1 5 

.8769 

16 

.8052 

1 7 

.8186 

MINUTES,  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  April  27,  1990  at 
the  Omaha  Marriott  Hotel,  Omaha,  Nebraska. 

Members  present  were:  Doctors  Richard  B.  Svehia, 
Sushil  S.  Lacy,  C.T.  Frerichs,  Kenneth  C.  Bagby,  Richard 
M.  Pitsch,  R.A.  Blatny,  Stanley  F.  Nabity,  Charles  F. 
Damico,  Ronald  Asher,  and  Donald  Wilkinson. 

The  meeting  was  called  to  order  by  the  Chairman, 
Doctor  Stanley  F.  Nabity.  Doctor  Nabity  called  for 
approval  of  the  minutes  of  the  Fall  Session  as  printed 
in  the  December  issue  of  the  Nebraska  Medical 
Journal.  These  were  approved  as  printed. 

The  Councilors  discussed  the  reports  and  resolu- 
tions contained  in  the  handbook. 

Doctor  Collicott  informed  the  Board  of  the  activities 
of  the  Ad-Hoc  Committee  Re:  Medicare  since  the  Fall 
Session.  The  impressions  of  the  recent  Washington, 
D.C.  trip  were  made  by  Doctor  Collicott,  Doctor 
Raymond  and  Mr.  Schellpeper.  The  purpose  of  the  trip 
was  to  discuss  the  feasibility  and  possibility  of  the 
establishment  of  a single  reimbursement  level  for 
Nebraska. 

Doctor  Svehia  suggested  that  the  NMA  provide 
recognition  for  two  Omaha  groups  that  have  established 
scholarship  funds  for  medical  students  at  the  two 
medical  schools.  It  was  noted  by  the  Board  that  a 
variety  of  medical  scholarship  funds  are  available 
across  the  state.  It  was  recommended  that  a list  of 
available  scholarships  be  obtained  from  the  financial 
aid  offices  of  the  two  medical  schools  and  be 
presented  to  the  Board  at  the  Fall  Session.  The  Board 
will  then  make  a decision  regarding  publication  of 
these  lists. 

The  requests  for  Life  and  Associate  Memberships 
were  reviewed  and  approved  by  the  Councilors. 


Doctor  Lacy  noted  that  the  Scientific  Sessions 
Committee  is  continually  trying  to  implement  formats 
and  programs  which  will  generate  interest  and  increase 
attendance.  He  felt  this  year's  program  is  the  best  that 
has  been  arranged  in  many  years. 

Doctor  Damico  addressed  the  Medical  School 
Applicant  Pool  section  of  the  Continuing  Medical 
Education  report.  He  noted  that  a big  problem 
affecting  recruitment  may  well  be  local  physician 
attitude.  He  noted  that  Doctor  Waldman  has  been 
very  helpful  in  dealing  with  this  problem. 

Resolution  #6  which  was  introduced  by  the  Metro 
Omaha  Medical  Society  regarding  the  proposed  move 
of  the  Center  for  Continuing  Education  was  discussed. 
The  consensus  of  the  Board  was  that  the  Center  for 
Continuing  Education  should  be  maintained  on  the 
UNCM  campus. 

Doctor  Raymond  directed  the  Councilors'  attention 
to  their  non-member  and  delinquent  lists.  He  appealed 
to  each  Councilor  to  make  a concerted  effort  to 
personally  contact  all  of  the  delinquent  members  and 
non-members  in  their  respective  districts. 

Following  review  of  cases  received,  the  meeting  was 
adjourned. 


MINUTES,  HOUSE  OF  DELEGATES, 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was  held 
April  27,  1990  at  the  Marriott  Hotel,  Omaha,  Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker, 
Doctor  Richard  Meissner.  A call  for  a quorum  was 
made.  88  delegates  were  present  and  the  meeting  was 
declared  in  session.  Seating  of  Alternate  Delegates  for 
Delegates  took  place. 

The  Speaker  called  for  approval  of  the  minutes  of 
the  Fall  Session,  and  these  were  approved  as  printed 
in  the  December,  1989  issue  of  the  Nebraska  Medical 
journal. 

The  following  50-Year  practitioners  were  recognized 
by  the  House: 

John  E.  Earner,  M.D.,  Las  Vegas,  Nevada 
Robert  A.  Hillyer,  M.D.,  Lincoln 
William  T.  Kemp,  M.D.,  Omaha 
Robert  S.  Long,  M.D.,  Omaha 
C.  Prentiss  McArdle,  M.D.,  Omaha 
Warren  E.  Richard,  M.D.,  Hastings 
Clarence  N.  Sorensen,  M.D.,  Scottsbiuff 

The  following  50-Year  Practitioners  were  not  in 
attendance: 

Robert  M.  Cochran,  M.D.,  Omaha 

Thomas  W.  Deakin,  M.D.,  Valentine 

Robert  J.  Morgan,  M.D.,  Rapid  City,  South  Dakota 

Tatsumi  Nakamura,  M.D.,  Sacramento,  California 

Dan  A.  Nye,  M.D.,  Kearney 

Alfred  H.  Shamberg,  M.D.,  Prescott,  Arizona 

Arthur  L.  Smith,  Jr.,  M.D.,  Lincoln 

Frank  A.  Stewart,  M.D.,  Lincoln 

The  House  stood  while  Doctor  Pavelka  read  the 
Necrology. 
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The  following  oral  reports  were  presented: 

Richard  A.  Raymond,  M.D.,  President,  NMA 

The  Speaker,  Doctor  Meissner,  commended  Doctor 
Raymond  for  his  untiring  work  on  behalf  of  the  NMA 
during  his  tenure  as  President.  The  House  responded 
with  a standing  ovation. 

Richard  L.  O'Brein,  M.D.,  Dean,  Creighton  Univer- 
sity School  of  Medicine 

Robert  Waldman,  M.D.,  Dean,  University  of  Nebraska 
College  of  Medicine 

Michael  J.  Lane,  President,  NMA-MSC,  UNMC 

Mr.  Lane  introduced  the  new  President  of  the 
Student  Chapter,  Julie  Brahmer,  to  the  House. 

Gregg  Wright,  M.D.,  Director,  State  Department  of 
Health 

F.  Wm.  Karrer,  M.D.,  Chairman,  Ad-Hoc  Committee 
on  Tumor  Registry 

Following  an  Executive  Session,  the  House  took  a 
brief  recess  to  meet  in  Councilor  Districts  in  order  to 
select  Nominating  Committee  members.  The  follow- 
ing delegates  were  chosen  to  represent  their  district 
on  the  Nominating  Committee: 

1st  District:  Richard  B.  Svehia,  M.D. 

2nd  District:  R.C.  Weldon,  M.D. 

3rd  District:  Donald  C.  Weldon,  M.D. 

4th  District:  Cordon  Adams,  M.D. 

5th  District:  Peter  Diedrichsen,  M.D. 

6th  District:  Richard  Pitsch,  Sr.,  M.D. 

7th  District:  C.F.  Ashby,  M.D. 

9th  District:  Richard  A.  Hranac,  M.D. 

10th  District:  Elvin  Brown,  M.D. 

11th  District:  Berl  Spencer,  M.D. 

12th  District:  Jim  Massey,  M.D. 

Reference  Committee  Assignments  are  made  as 
follows: 

REFERENCE  COMMITTEE  #1 
Report,  Board  of  Directors,  Item  #7,  Covering  the 
Uninsured 

Report  of  NMA-Medical  Student  Section,  UNMC 
Resolution  #1  - Metro  Omaha  - Independent 

Laboratory  Regulations  - 1990 
Resolution  #2  - Metro  Omaha  - Health  Access 
America 

Resolution  #7  - Cheyenne-Kimball-Deuel  - Protest 
Proposed  Rules  for  Physician  Office  Laboratory 
Certification 

Resolution  #5  - Metro  Omaha  - Dept,  of  Health  & 
Human  Services  Federal  Regulations  Revision  of 
Laboratory  Regulations  for  Medicare  and  Med- 
icaid of  the  Clinical  Laboratory  Improvement  Act 
of  1967 

Minutes,  Board  of  Councilors 

REFERENCE  COMMITTEE  #2 
Report,  Board  of  Directors,  Item  #1  3,  Tumor  Registry 
Proposal 

Report,  Board  of  Directors,  Item  #14,  Board  of 
Examiner  Appointments 

Report  of  Creighton  University  School  of  Medicine 
Report  of  University  of  Nebraska  College  of  Medicine 
Report  of  the  Ad-Hoc  Committee  on  Health  Educa- 
tion and  Athletic  Medicine 
Report  of  the  Ad-Hoc  Committee  on  Maternal  & 
Child  Health 
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Report  of  the  Commission  on  Medical  Education 
Resolution  #6  - Metro  Omaha  - The  Center  for 
Continuing  Education 

Resolution  #8  - Blaine  Y.  Roffman,  M.D.  - Autopsy 
Resolution  #9  - Metro  Omaha  - The  High  Incidence 
of  Infant  Mortality  in  the  United  States 

REFERENCE  COMMITTEE  #3 
Report,  Board  of  Directors,  Item  #4,  Medicare 
Reimbursement  for  Ambulance  Service 
Report,  Board  of  Directors,  Item  #5,  Establishment 
of  One-Tier  System  for  Payment  of  Medicare 
Report,  Board  of  Directors,  Item  #6,  AMA  Expendi- 
ture Targets 

Report,  Board  of  Directors,  Item  #10,  Medicare 
Problems 

Report,  Board  of  Directors,  Item  #12,  Medicare 
Brochure  Update 

Report,  Board  of  Directors,  Item  #17,  Downcoding 
of  Medicare  Claims 
Report  of  the  Delegate  to  the  AMA 
Report  of  the  Ad-Hoc  Committee  on  Medicare 
Resolution  #1  0 - Carl  J.  Cornelius,  Jr.,  M.D.  - Cost  of 
Filing  Medicare  Claims 

REFERENCE  COMMITTEE  #4 
Annual  Audit 

Report,  Board  of  Directors,  Item  #1,  Ad-Hoc  Com- 
mittee of  Young  Physicians 
Report,  Board  of  Directors,  Item  #16,  Croup  Health 
Insurance  Program 

Report,  Board  of  Directors,  Item  #20,  Non-Dues 
Income  Activities 

Report,  Board  of  Directors,  Item  #21,  Membership 
Update 

Report,  Board  of  Directors,  Item  #22,  1990  Budget 
Report  of  the  Delegate,  Young  Physicians  Section, 
AMA 

Report  of  the  Ad-Hoc  Committee  on  Young  Physicians 
Life  & Associate  Membership  Requests 
Report  of  the  Scientific  Sessions  Committee 

REFERENCE  COMMITTEE  #5 

Report,  Board  of  Directors,  Item  #8,  Compliance 
with  LB  434 

Report,  Board  of  Directors,  Item  #9,  Standing 
Committee  Status  for  Ad-Hoc  Committee  on 
Medicaid  Services 

Report  of  the  Nebraska  Medical  Foundation,  Inc. 
Report  of  the  State  Department  of  Health 
Report  of  the  Commission  on  Legislation  and 
Governmental  Affairs 

Report  of  the  Ad-Hoc  Committee  on  Medicaid 
Services 

Report  of  the  Ad-Hoc  Committee  on  Professional 
Liability 

Resolution  #3  - Metro  Omaha  - Insurance  & Legal 
Reporting 

Resolution  #4  - Metro  Omaha  - Confidentiality  of 
Information  Released  to  the  National  Practitioner 
Data  Bank 

REFERENCE  COMMITTEE  #6 
Report,  Board  of  Directors,  Item  #11,  Generic 
Substitution 

Report,  Board  of  Directors,  Item  #18,  NE  Depart- 
ment of  Aging  Medication  Review  Project 
Report,  Board  of  Directors,  Item  #19,  Low  Level 
Radioactive  Waste  Disposal  Program  Attendance 
Restriction 
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Report,  Board  of  Directors,  Item  /jl3.  Public  State- 
ment Re;  Medicaid/Medicare  Reimbursement 

Report,  Board  of  Directors,  Item  Lower  Health 
Insurance  Premiums  for  Non-Smokers 

Report,  Board  of  Directors,  Item  §2,  Meeting 
Conflicts 

Report  of  the  Commission  on  Public  Affairs 

Report  of  the  Ad-Hoc  Committee  on  Low  Level 
Radioactive  Waste  Disposal 

Doctor  Meissner  reminded  the  House  that  the  CME 
evaluation  forms  were  inside  the  program  and  should 
be  filled  out  in  order  to  guarantee  CME  credit.  He  also 
urged  participation  of  the  House  in  two  non-dues 
income  projects  of  the  NMA:  The  Visa  Card  and  the 
Bartling  & Hinkle  Collection  Agency. 

Doctor  Meissner  stated  that  Reference  Committees 
3,  4,  & 5 would  meet  immediately  following  recess  of 
the  House  and  Reference  Committees  1,  2 and  6 
would  meet  at  approximately  4:15  p.m. 

There  being  no  further  business,  the  House  was 
recessed  until  Sunday  morning  at  8:00  a.m. 


HOUSE  OF  DELEGATES 

2ND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was 
held  April  29,  1990.  The  meeting  was  called  to  order 
by  the  Vice  Speaker,  Dr.  Little.  73  delegates  were 
present  and  the  meeting  was  declared  in  session. 
Seating  of  Alternate  Delegates  for  Delegates  took 
place. 

Dr.  Little  called  for  approval  of  the  minutes  of  the 
First  Session,  and  these  were  approved  as  printed. 

The  AMA-ERF  checks  were  presented  by  Mrs. 
Walter  O'Donohue,  Chairman  of  the  Auxiliary's  AMA- 
ERF  Committee,  to  Dr.  Richard  L.  O'Brien,  Dean  of  the 
Creighton  University  School  of  Medicine  and  to  Dr. 
Robert  Waldman,  Dean  of  the  University  of  Nebraska 
College  of  Medicine. 

Mrs.  William  Becker  presented  a report  of  the  NMA 
Auxiliary's  activities  during  the  past  year.  Dr.  Little 
expressed  appreciation  to  the  Auxiliary  for  all  their 
endeavors  which  serve  to  enhance  the  image  of  the 
Nebraska  Medical  Association. 

The  -first  Nebraska  Medical  Foundation  C.A. 
McWhorter,  M.D.  Memorial  Scholarship  was  presented 
by  Mrs.  C.A.  McWhorter  to  George  Emodi,  a Senior  at 
the  University  of  Nebraska  College  of  Medicine. 

Mrs.  Frank  H.  Tanner  presented  the  first  Nebraska 
Medical  Foundation  Frank  H.  Tanner,  M.D.  Memorial 
Scholarship  to  Lorraine  Edwards,  a student  at  the 
University  of  Nebraska  College  of  Medicine. 

The  Nebraska  Medical  Foundation  Student  Research 
Scholarship  Program  checks  were  presented  by  Dr. 
Sushil  Lacy  to  Mr.  Paul  Grossman  of  the  University  of 
Nebraska  College  of  Medicine  and  to  Mr.  Jonathan 
Leong  of  the  Creighton  University  School  of  Medicine. 


Dr.  Lacy  also  thanked  the  Auxiliary  for  raising  more 
than  $4000  for  the  Nebraska  Medical  Foundation  in 
the  past  year. 

Dr.  Richard  Raymond  presented  a plaque,  on  behalf 
of  the  Nebraska  Medical  Association,  to  Dr.  Robert 
Shapiro  for  his  dedication  and  untiring  work  during  his 
six  years  as  Secretary-Treasurer. 

The  Lancaster  County  Medical  Society's  Distinguished 
Service  Award  was  presented  by  Dr.  Robert  Osborne 
to  Dr.  Paul  Collicott. 

Reports  of  the  Reference  Committees  were  pre- 
sented as  follows: 

Reference  Committee 

Reference  Committee  #1  considered  three  reports 
and  four  resolutions.  The  Reference  Committee 
submits  the  following  report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #7, 
COVERING  THE  UNINSURED  RESOLUTION  §2  - 
METRO  OMAHA  MEDICAL  SOCIETY  - HEALTH 
ACCESS  AMERICA 

Resolution  j^2  read  as  follows: 

WHEREAS,  the  American  Medical  Association 
has  developed  a broad  proposal  to  assure  access 
to  health  care  for  all  Americans; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  urge  the  American  Medical 
Association  be  sensitive  to  the  needs  of  small 
business,  the  self-employed,  and  rural  citizens  as 
they  develop  more  specific  proposals  in  the 
Health  Access  America  plan. 

These  items  were  considered  together. 

Vigorous  discussion  was  received  providing  positions 
both  pro  and  con  to  the  position  developed  by  the 
Board  of  Directors  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association's  "Health 
Access  America."  Critical  points  focused  on  the 
requirement  for  mandatory  health  insurance  by  em- 
ployers and  the  avoidance  of  implementation  of  a 
national  health  insurance  plan  or  a program  similar  to 
the  Canadian  National  Health  Service  Program. 

Inasmuch  as  there  are  ongoing  revisions  of  the  AMA, 
"Health  Access  America,"  plan  which  will  incorporate 
incentives  for  small  business  and  self-employers,  your 
Reference  Committee  makes  the  following  recom- 
mendations: 

1.  The  report  of  the  NMA  Board  of  Directors,  Item 
#7  be  accepted  for  information. 

2.  Resolution  #2  be  accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(2)  REPORT  OF  NMA  MEDICAL  STUDENT  SECTION, 
UNMC 

There  were  no  comments  specifically  directed  at 
the  Medical  Student  Section  report. 

Commentary  was  received  relating  to  the  major 
problem  facing  future  medical  students  concerning 
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the  indebtedness  derived  from  the  cost  of  medical 
education,  the  initiation  of  practice,  and  the  establish- 
ment of  a reasonable  living  standard.  There  was  strong 
support  for  a revision  of  the  tax  laws  which  would 
permit  full  deduction  of  interest  on  medical  education 
related  debts. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  accept- 
ance of  the  report  of  the  NMA  Medical  Student 
Section  from  UNMC. 

2.  It  is  recommended  that  the  NMA  Board  of 
Directors  inform  the  Nebraska  Congressional 
delegation  of  the  need  for  revision  of  tax  laws 
which  will  permit  full  deduction  of  interest  on 
education-related  debts. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  RESOULTION  #1  - METRO  OMAHA  MEDICAL 
SOCIETY  - INDEPENDENT  LABORATORY  REG- 
ULATIONS - 1990 

RESOLUTION  §7  - CH EYEN N E-KIM BALL-DEU EL 
- PROTEST  PROPOSED  RULES  FOR  PHYSICIAN 
OFFICE  LABORATORY  CERTIFICATION 

These  resolutions  read  as  follows: 

Resolution  #1 

WHEREAS,  access  to  quality  laboratory  services 
is  essential  to  patient  care,  especially  in  a rural 
state  such  as  Nebraska; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  request  that  the  American 
Medical  Association  continue  to  work  with  the 
Congress,  Health  Care  Financing  Administration, 
Commission  on  Laboratory  Assessment  and  other 
medical  and  laboratory  groups  for  the  purpose  of 
making  the  regulations  for  physicians  office 
laboratories  reasonable,  based  on  scientific  data 
and  responsive  to  the  goals  of  imiproving  services 
to  patients. 

Resolution  #7 

WHEREAS,  the  Clinical  Laboratory  Improvement 
Act  of  1988  provides  for  the  certification  or 
licensure  of  physician  office  laboratories,  and 

WHEREAS,  the  proposed  regulations  appear  to 
be  so  expensive  and  so  restrictive  that  most 
office  laboratories,  particularly  those  in  small  rural 
practices,  will  be  unable  to  afford  and  comply, 
and 

WHEREAS,  this  will  result  in  delays  in  diagnosis, 
inconvenience,  and  time  lost  to  both  physicians 
and  patients,  increased  costs,  and  in  some 
instances  will  require  patients  to  travel  to  another 
town  or  city  for  same  day  service,  and 

WHEREAS,  the  danger  to  patients  posed  by 
current  POLS  has  been  greatly  exaggerated,  and 

WHEREAS,  even  the  best  laboratories  with  the 
most  sophisticated  equipment  produce  spurious 
results  at  times  which  on  repeat  testing  cannot  be 
confirmed,  and 

WHEREAS,  virtually  all  physicians  use  confirm- 


atory testing  before  instituting  major  treatment 
programs,  and 

WHEREAS,  the  public  has  no  idea  what  this 
federal  law  entails  with  regard  to  availability  and 
cost  of  laboratory  service,  and 

WHEREAS,  the  proposed  regulations  would 
seem  to  be  designed  more  for  ease  of  administra- 
tion than  for  patient  benefit; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
and  the  AMA  protest  the  high  costs  considered 
for  certification  of  physician  office  laboratories 
(reported  to  be  as  high  as  $2000),  the  limited 
number  of  laboratory  categories  proposed,  and 
the  very  limited  list  of  waivered  tests,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  and 
the  AMA  inform  the  public  of  the  effects  of  these 
regulations  on  the  availability  and  cost  of  labor- 
atory service. 

These  resolutions  were  considered  together.  The 
discussion  received  was  vigorously  supportive  of  both 
resolutions. 

It  was  identified  that  the  federal  law  covering 
private  office  laboratories  has  been  passed  and  that 
every  effort  must  be  expended  now  to  influence  the 
regulations  which  will  implement  the  law.  In  addition, 
it  was  noted  that  Nebraska's  state  law  will  supersede 
federal  law  so  long  as  the  provisions  are  equal  to  or 
more  stringent  than  the  federal  law.  However,  such 
state  law  can  be  made  more  adaptable  to  the  needs  of 
practicing  physicians  and  citizens  of  the  State  of 
Nebraska. 

Recommendation: 

1.  Your  Reference  Committee  recommends  that 
both  Resolution  #1  and  #7  be  accepted  as 
submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  RESOLUTION  #5  - METRO  OMAHA  - DEPART- 
MENTOF  HEALTH  & HUMAN  SERVICES  FEDERAL 
REGULATIONS  REVISION  OF  LABORATORY 
REGULATIONS  FOR  MEDICARE  AND  MEDICAID 
OFTHE  CLINICAL  LABORATORY  IMPROVEMENT 
ACT  OF  1967 

This  resolution  read  as  follows: 

WHEREAS,  the  Department  of  Health  and 
Human  Services  has  stated  in  its  revised  final 
federal  rules  for  laboratories  that  the  laboratory 
must  report  results  of  all  biopsy-confirmed  cases 
of  cervical  cancer  to  the  State  Health  Department 
for  the  state  in  which  the  laboratory  is  located, 
and 

WHEREAS,  this  reporting  of  non-contagious 
disease  to  a state  agency  can  constitute  an 
invasion  of  a patient's  right  to  privacy; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Associaton  go  on  record  as  opposing  this 
mandatory  reporting  under  this  regulation. 

The  discussion  received  by  the  Reference  Committee 
indicated  that  under  the  provisions  of  the  Nebraska 
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state  law  requiring  the  reporting  of  all  cancers  by  name 
and  the  secondary  submission  of  such  information  to 
the  Nebraska  Cancer  Registry  that  Resolution  #5  was 
moot. 

Vigorous  discussion  followed  concerning  other 
provisions  of  the  Clinical  Laboratory  Improvement  Act 
as  regards  the  entrance  of  the  federal  government  into 
the  process  of  certification  or  recertification,  an 
activity  currently  managed  by  the  various  medical 
specialty  boards. 

Recommendations; 

1.  Resolution  §5  is  to  be  withdrawn. 

2.  The  following  substitute  resolution  is  recommended 
for  approval. 

SUBSTITUTE  RESOLUTION  FOR  RESOLUTION  #5 
INTRODUCED  BY  MOMS 

SUBJECT:  Department  of  Health  and  Human  Services 
Federal  Regulations  Revision  of  Laboratory  Regula- 
tions for  Medicare  and  Medicaid  of  the  Clinical 
Laboratory  Improvement  Act  of  1967. 

WHEREAS,  the  Department  of  Health  and 
Human  Services  has  stated  in  its  revised  final 
federal  rules  for  laboratories  that  each  individual 
including  a pathologist  who  examines  gynecologic 
cytology  preparations  must  be  tested  each  year 
on  twenty  slides  for  each  proficiency  event,  and 

WHEREAS,  if  an  individual  pathologist  fails  a 
proficiency  test  event  by  not  achieving  a score  of 
80%  he/she  is  prohibited  from  further  reporting  of 
gynecologic  cytopathology  until  he/she  achieves 
a passing  score,  and 

WHEREAS,  this  constitutes  an  addition  to  a 
pathologist's  certification  by  the  American  Board 
of  Pathology  and  places  ultimate  certification  in 
the  hands  of  HCFA; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  support  the  position  of  the 
College  of  American  Pathologists,  the  American 
Society  of  Clinical  Pathologists,  and  the  American 
Society  of  Cytotechnology  in  opposing  these 
regulations. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Dr.  Paustian  noted  that 
this  represented  the  first  formal  intrusion  on  the 
certification  process  by  specialty  boards.  This  is  a 
critical  issue  that  needs  to  be  addressed  now. 
Following  these  comments,  the  House  adopted  this 
section  of  the  report. 

(5)  MINUTES,  BOARD  OF  COUNCILORS 

The  Reference  Committee  received  no  comment 
and  accepted  the  minutes  as  submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #1  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

F.  F.  Paustian,  M.D.,  Chairman,  Omaha 

J.  A.  Crubbe,  M.D.,  Lincoln 

Peter  E.  Diedrichsen,  M.D.,  Columbus 


Reference  Committee  §2 

Reference  Committee  #2  considered  seven  reports 
and  three  resolutions.  The  Reference  Committee 
submits  the  following  report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #13, 
TUMOR  REGISTRY  PROPOSAL 

Recommendation: 

1 . We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #14, 
BOARD  OF  EXAMINERS  APPOINTMENTS 

Recommendation; 

1.  We  recommend  the  acceptance  of  this  report  as 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  REPORT  OF  CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

The  Committee  would  like  to  convey  the  gratitude 
of  the  Association  to  Doctor  O'Brien  and  Creighton 
University  School  of  Medicine  for  their  ongoing  efforts 
to  strengthen  health  care  in  Nebraska  as  well  as  the 
structure  of  the  NMA. 

Recommendation: 

1.  We  recommend  the  acceptance  of  this  report  as 
submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE 

The  Committee  would  like  to  recognize  Doctor 
Waldman's  efforts  to  both  identify  the  needs  of 
medical  care  in  nonmetropolitan  Nebraska  as  well  as 
his  efforts  to  find  innovative  solutions  to  those 
problems.  The  committee  would  like  to  also  acknow- 
ledge the  cooperative  effort  that  Doctor  Waldman  has 
exhibited  in  addressing  these  medical  manpower 
needs  for  the  State  of  Nebraska. 

Recommendation: 

1.  We  recommend  the  acceptance  of  this  report  as 
submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  AD-HOC  COMMITTEE  ON  HEALTH 
EDUCATION  & ATHLETIC  MEDICINE 

Much  discussion  was  entertained  concerning  this 
report.  The  efforts  of  the  Committee  with  Doctor 
Bosley  as  Chairman,  in  attempting  to  coordinate  a 
health  curriculum  in  the  State  of  Nebraska,  should  be 
acknowledged.  The  concept  that  the  NMA  as  well  as 
the  Auxiliary  could  and  should  have  a role  in  assisting 
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educational  units  with  health  curriculum  and  health 
information  was  emphasized. 

Recommendation: 

1.  The  Committee  recommends  that  the  second 
paragraph  be  changed  as  follows: 

As  reported  previously, -the-a  Committee  represent- 
ative has  participated  on  a task  force  of  the  Depart- 
ment of  Education  in  the  writing  of  a curriculum  on 
health  education  to  be  made  available  to  schools  in 
Nebraska.  This  curriculum  has  been  completed  and 
will  be  published  by  the  Department  in  the  near 
future.  Samples  of  sections  of  this  curriculum  were 
available  for  the  Committee's  examination  at  this 
meeting.  The  Committee  recommends  that  the  NMA 
continue  to  -swooort-  review  this  project  -aFKi-  wUf- 
■reeoffimefld-te-the  Oepa^t-mefl-^of-E-ducatien-that-The 
Auxiliary  will  be  able  to  assist  in  promoting  the 
curriculum  in  schools  in  our  state.  The  Committee 
recommends  further  that  members  of  the  NMA  be 
available  to  their  local  school  districts  wto  helpiflg-to 
im.pj  s-ptog  ram-afl  d- pa  rtf  c+pat  e-wh  ef  e-a  pp+o 

priate-jn  discussing  health  information  and  ^ partici- 
pate where  appropriate. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT  OF  AD-HOC  COMMITTEE  ON  MATER- 
NAL & CHILD  HEALTH 

A very  detailed  discussion  and  input  was  accepted 
on  this  report.  Those  comments  centered  around  the 
ongoing  role  of  the  NMA  and  its  Ad-Hoc  Committee 
on  Maternal  and  Child  Health  with  the  Department  of 
Health.  The  Reference  Committee  would  like  to 
acknowledge  the  appointment  of  Doctor  Mukherjee 
as  Director  of  the  Maternal  and  Child  Health  Division. 
We  would  also  like  to  acknowledge  Doctor  Gregg 
Wright's  recent  efforts  to  emphasize  the  need  for  a 
second  dose  of  measles  vaccine  at  the  time  of  the 
seventh  grade  physical. 

At  the  same  time,  the  Reference  Committee  would 
like  to  encourage  continued  dialogue  between  the  Ad- 
Hoc  Committee  on  Maternal  and  Child  Health  and  the 
Department  of  Health.  We  would  like  to  encourage 
the  Board  of  Directors  to  seek  a closer  liaison  in  order 
to  better  advise  the  state  on  public  health  policies.  We 
feel  that  the  Association  should  emphasize  this  role  in 
trying  to  improve  the  state  of  health  of  all  Nebraskans. 

Recommendation: 

1.  We  recommend  the  acceptance  of  this  report  as 
submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  REPORT  OF  COMMISSION  ON  MEDICAL 
EDUCATION 

This  report  is  a response  to  the  directive  given  by 
the  House  last  September  in  the  areas  of  physician 
health  manpower  and  medical  student  applicant  pool 
enhancement.  Testimony  suggested  that  if  the  survey 
is  to  be  completed  that  it  might  be  useful  to  building 
information  for  both  subcommittees.  Testimony  also 


was  given  to  ask  that  the  Board  of  Directors  discuss 
the  recommendations  listed  in  the  report  and  deter- 
mine what  activities  it  would  like  the  Commission  to 
continue  or  to  implement. 

Recommendation: 

1.  We  recommend  the  acceptance  of  this  report  as 
submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  RESOLUTION  #6  - METRO  OMAHA  - THE 
CENTER  FOR  CONTINUING  EDUCATION 

This  resolution  read  as  follows; 

WHEREAS,  it  has  been  proposed  that  the 
Center  for  Continuing  Education  be  relocated  off 
the  campus  of  the  University  of  Nebraska  Med- 
ical Center  so  that  the  existing  space  may  be 
utilized  for  the  expanding  needs  of  the  graduate 
school  and  the  Eppley  Cancer  Research  Institute, 
and 

WHEREAS,  The  Center  for  Continuing  Education 
of  the  University  of  Nebraska  Medical  Center  is 
recognized  as  an  outstanding  and  important 
resource  for  continuing  medical  education  for 
physicians  in  this  state,  and 

WHEREAS,  The  Center  for  Continuing  Education 
is  located  in  close  and  convenient  proximity  to 
the  University  Medical  Library,  which  has  achieved 
national  recognition  as  one  of  the  outstanding 
medical  libraries  in  this  country  and  which 
provides  an  unequalled  source  of  information  for 
the  physicians  of  this  state,  and 

WHEREAS,  the  physicians  of  outstate  Nebraska 
as  well  as  local  physicians  depend  considerably 
on  both  The  Center  for  Continuing  Medical 
Education  and  the  Medical  Library  to  further  their 
education,  increase  their  skills  and  keep  current 
on  new  modalities  of  diagnosis  and  treatment,  to 
the  end  that  they  may  provide  their  patients  with 
the  highest  quality  of  medical  care,  and 

WHEREAS,  the  interaction  between  the  phy- 
sicians of  Nebraska  and  the  faculty  of  the 
University  of  Nebraska  Medical  Center  is  a 
valuable  adjunct  to  continuing  medical  education, 
offering  the  chance  for  communication  and 
exchange  of  information  during  continuing  edu- 
cation programs,  and 

WHEREAS,  the  relocation  of  The  Center  for 
Continuing  Education  off  the  campus  of  the 
Medical  Center  would  place  the  faculty  for 
continuing  education  programs  under  a great 
inconvenience,  detracting  from  both  the  time 
available  to  participate  in  continuing  education 
activities  and  their  individual  responsibilities  on 
campus; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  voice  strong  opposition  to 
this  move,  and 

BE  IT  FURTHER  RESOLVED,  that  the  admin- 
istration of  the  University  of  Nebraska  Medical 
Center  take  immediate  steps  to  maintain  The 
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Center  for  Continuing  Education  on  the  campus 
of  the  University  of  Nebraska  Medical  Center  and 
that  the  facilities  housing  The  Center  for  Con- 
tinuing Education  be  maintained  at  their  current 
excellent  level  and  not  reduced  in  space,  technical 
features,  or  in  any  other  way. 

Testimony  in  the  Reference  Committee  emphasized 
that  one  of  the  important  missions  of  the  University  of 
Nebraska  Medical  Center  is  continuing  education.  It 
was  felt  that  role  should  be  both  visible  as  well  as 
effective  for  all  the  physicians  and  citizens  of  the  State 
of  Nebraska.  It  was  further  emphasized  any  facility  off 
campus  would  be  a detriment  to  the  short  and  long- 
term impacts  and  goals  of  this  very  essential  program. 

Recommendation: 

1.  We  recommend  adoption  of  Resolution  #6  as 
submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(9)  RESOLUTION  #8  - BLAINE  Y.  ROFFMAN,  M.D.  - 
AUTOPSY 

This  resolution  read  as  follows: 

WHEREAS,  Board  of  Trustees  Report  G,  (1-86), 
was  adopted  by  the  AMA  House  of  Delegates  at 
the  1986  Interim  meeting,  and 

WHEREAS,  the  performance  of  autopsies  has 
long  been  recognized  as  a most  important  tool  for 
the  discovery  and  explanation  of  disease,  as  a 
means  for  resolving  confusing  medical  problems 
and  verifying  and  validating  diagnostic  and  thera- 
peutic procedures,  and  as  an  effective  means  of 
educating  medical  students  and  physicians,  and 

WH  EREAS,  the  documentation  of  the  decline  in 
the  national  autopsy  rates  is  recognized  as  a 
serious  threat  to  these  vital  activities  and  the 
continued  provision  of  good  quality  medical  care 
to  patients,  and 

WHEREAS,  numerous  studies  and  reports  have 
detailed  the  problems  associated  with  low  autopsy 
rates  and  made  recommendations  for  corrections 
thereof  including  Report  G (1-86),  and 

WHEREAS,  efforts  should  be  made  by  the 
American  Medical  Association  to  implement  all 
the  recommendations  made  in  Report  C (1-86); 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  House  of  Delegates  urge  the 
Board  of  Trustees  of  the  American  Medical 
Association,  in  conjunction  with  pathology  asso- 
ciations represented  in  the  AMA  House  of 
Delegates,  to  continue  action  to  implement  all 
the  recommendations  contained  in  Board  of 
Trustees  Report  G (1-86)  and  report  to  the  House 
of  Delegates  in  December  1990  on  the  actions 
taken. 

Recommendation: 

1.  We  recommend  adoption  of  Resolution  #8  as 
submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 


SECTION  OF  OUR  REPORT.  Dr.  Roffman  stated  that 
adoption  of  the  resolution  would  allow  the  Nebraska 
Medical  Association's  AMA  Delegates  to  vote  favorably 
when  this  issue  is  presented  in  the  AMA  House  of 
Delegates.  This  section  of  the  report  was  adopted  by 
the  House. 

(10)  RESOLUTION  #9  - METRO  OMAHA  - THE  HIGH 
INCIDENCE  OF  INFANT  MORTALITY  IN  THE 
UNITED  STATES 

This  resolution  read  as  follows: 

WHEREAS,  the  United  States  ranks  eighteenth 
among  the  industrial  nations  in  infant  mortality 
and  that  roughly  two  thirds  of  the  infant  mortality 
occurs  in  low  birth  weight  infants;  and 

WHEREAS,  one  of  the  best  ways  to  prevent 
infant  mortality  and  low  birth  weight  is  early  and 
comprehensive  prenatal  care  and  that  not  only 
prenatal  visits  be  improved,  but  smoking,  cocaine 
use  and  other  illicit  drug  use,  illiteracy  and  stress 
must  be  decreased; 

THEREFORE,  BE  IT  RESOLVED,  the  problem  first 
be  attacked  in  the  pre-conceptual  stage  with 
education  into  the  schools,  churches,  and  social 
gatherings  to  reduce  the  factors  that  are  causing 
the  high  infant  mortality.  Second  to  encourage 
proper  prenatal  visits,  encouraging  high  risk 
pregnancies  for  early  recognition  and  care.  Third 
screening  for  illicit  drugs  to  pinpoint  the  areas  of 
problem  to  understand  the  degree  of  the  problem 
in  certain  population  groups  and  in  the  general 
population  and  to  let  the  public  know  the  degree 
of  illicit  drug  problems  and  infant  mortality,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  through  its  Board  of  Directors 
work  to  these  ends  to  help  resolve  these  issues. 

Again,  a long  discussion  was  entertained  concerning 
the  problem  of  infant  mortality  in  the  USA  and  infant 
mortality  in  the  State  of  Nebraska.  It  was  felt  that  this 
is  a very  definite  parameter  used  to  measure  the 
quality  of  total  health  care.  Also,  the  tragedy  and 
expense  of  caring  for  a newborn  suffering  from  the 
problems  of  illicit  drugs  were  explained  and  expounded 
upon.  It  appears  that  this  might  be  a problem  the 
NMA  could  help  solve  in  a positive  and  constructive 
manner. 

Recommendation: 

1 . We  recommend  adding  an  additional  "WH  EREAS" 
between  the  first  and  second  "WHEREAS"  which 
will  read  as  follows:  "WHEREAS,  the  incidence  of 
neonatal  deaths  and  distress  secondary  to  illicit 
drug  use  is  not  truly  known  in  the  State  of 
Nebraska";  and  substituting  the  following  resolved 
for  the  original  "THEREFORE,  BE  IT  RESOLVED": 
"THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
work  with  the  Department  of  Health  and  other 
interested  health  care  providers  to  develop  a 
health  screening  process  to  fully  evaluate  the 
degree  of  illicit  drug  problems  as  related  to  infant 
mortality  and  morbidity."  We  also  recommend 
deletion  of  "BE  IT  FURTHER  RESOLVED,  that  the 
NMA  through  its  Board  of  Directors  work  to  these 
ends  to  help  resolve  these  issues." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
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SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #2  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

I would  like  to  thank  Doctors  David  Filipi  and 
Kenneth  Johnson  for  their  assistance  with  the  Refer- 
ence Committee. 

Respectfully  submitted, 

Charles  Damico,  M.D.,  Chm.,  Hastings 
David  Filipi,  M.D.,  Omaha 
Kenneth  Johnson,  M.D.,  McCook 


Reference  Committee  #3 

Reference  Committee  #3  considered  eight  reports 
and  one  resolution  and  submits  the  following  report 
and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #4, 
MEDICARE  REIMBURSEMENT  FOR  AMBULANCE 
SERVICE 

It  was  felt  that  the  appropriate  use  of  ambulance 
service  should  qualify  for  Medicare  reimbursement. 
Also,  that  the  appropriate  use  of  air  ambulance  service 
might  at  times  not  only  be  helpful  for  the  patient  but 
also  cost  efficient  from  the  Medicare  standpoint  when 
the  patient  could  be  returned  to  a previously  treating 
hospital  service  which  would  more  readily  understand 
the  patient's  problem.  It  was  noted  that  the  member- 
ship of  the  NMA  should  help  inform  patients  that  by 
the  current  interpretation  of  regulations,  ambulance 
service  is  directed  to  go  to  the  nearest  appropriate 
hospital  facility  and  that  it  is  the  patient's  responsibility 
whatever  hospital  is  used  to  be  responsible  for  the 
payment.  It  is  not  the  receiving  hospital's  responsibility 
to  collect  or  pay  for  ambulance  service. 

We  recommend  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  AD-HOC  COMMITTEE  ON  MED- 
ICARE; REPORT  OF  BOARD  OF  DIRECTORS, 
ITEM  #5,  ESTABLISHMENT  OF  A ONE-TIER 
SYSTEM  FOR  PAYMENT  OF  MEDICARE;  REPORT 
OF  BOARD  OF  DIRECTORS,  ITEM  #6,  AMA 
EXPENDITURE  TARGETS;  REPORT  OF  BOARD 
OF  DIRECTORS,  ITEM  #10,  MEDICARE  PROBLEMS 

All  of  these  items  are  closely  related.  On  that  basis, 
our  considerations  will  also  be  joint.  The  Reference 
Committee  heard  considerable  evidence  supporting 
the  Medicare  Committee  in  dealing  with  the  various 
issues  and  attempting  to  solve  each  of  them.  We 
commend  the  Medicare  Committee  for  their  patience 
and  perseverance.  Though  the  NMA  during  their  last 
meeting  voted  to  strongly  support  a one-tier  system  in 
the  payment  of  Medicare  claims,  accomplishing  this 
issue  is  quite  difficult.  In  dealing  with  the  intermediary, 
it  is  obvious  that  it  will  probably  not  be  accomplished 
by  their  directive  but  rather  by  a federal  law 
attempting  to  unify  Medicare  payments.  This  may  be 
accomplished  with  the  help  of  Senator  James  Exon  as 
reported  by  our  Committee.  It  is  generally  recognized 


that  in  an  attempt  to  maintain  physicians,  especially  in 
rural  practices,  that  their  payments  must  be  reasonable 
and  fair  and  that  the  State  of  Nebraska  may  well  be 
threatened  with  a great  loss  of  physicians  if  their 
income  is  not  proportionate  or  appropriate  to  the 
amount  of  work  that  they  do.  It  is  hoped  that  the 
average  payment  for  Nebraska  may  be  upgraded  to  a 
degree  by  averaging  payments  here  with  those  of 
states  in  the  surrounding  regions.  It  is  recognized  that 
Nebraska's  Locale  1 6 is  next  to  the  lowest  in  Medicare 
payment  levels.  The  Reference  Committee  supports 
the  actions  of  the  Medicare  Committee  in  dealingwith 
this  issue  and  encourages  them  to  continue  in  their 
efforts.  No  additional  discussion  was  heard  on  the 
issue  of  commending  the  AMA  for  its  opposition  to 
arbitrary  expenditure  targets  for  Medicare.  Evidence 
was  heard  that  the  NMA  members  should  continue 
forwarding  their  problems  with  Medicare  to  the  NMA 
so  that  they  in  turn  may  be  used  as  evidence  with  the 
carrier  and/or  the  congressional  representatives.  This 
item  is  reported  as  informational  material  provided  to 
the  House  and  we  recommend  these  items  be  filed. 
The  Reference  Committee  further  recommends  that 
the  NMA  proceed,  in  a timely  fashion  and  by 
appropriate  means,  to  implement  a single  tier  reim- 
bursement system  for  Nebraska  physicians. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #12, 
MEDICARE  BROCHURE  UPDATE 

The  Medicare  brochure  should  be  updated  and 
consideration  be  given  to  a possible  extended  mailing. 
It  is  felt  that  the  Medicare  brochure  update  brought 
the  citizens  of  the  State  of  Nebraska  to  recognize  that 
they  are  being  denied  full  payments  with  the  present 
application  of  Medicare.  The  Committee  recommends 
that  consideration  be  given  to  updating  the  Medicare 
brochure  and  a possible  extended  mailing. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  DELEGATE  TO  AMA 

The  report  of  the  Delegate  to  the  AMA  was 
gratefully  accepted  as  written.  We  thank  the  AMA 
Delegates  for  their  diligence  and  caring  with  the 
appropriate  problems  they  have  encountered.  We 
recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SEGTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  BOARD  OF  DIREGTORS,  ITEM  #7, 
DOWNCODING  OF  MEDIGARE  CLAIMS 

The  Reference  Committee  heard  evidence  stating 
that  individuals  have  been  aware  of  this  issue.  The 
Medicare  Committee  has  requested  that  any  recognized 
unfair  downcoding  should  be  reported  to  them.  The 
NMA  membership  should  continue  their  diligence  in 
following  this  issue  and  continue  their  claims  with 
Medicare  so  they  are  appropriately  reimbursed.  The 
report  of  the  Ad-Hoc  Committee  on  Medicare  was 
accepted  as  written.  Evidence  was  obtained  that  the 
membership  has  supported  the  efforts  of  this  com- 
mittee in  dealing  with  many  of  the  difficult  problems 
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with  Medicare.  We  recommend  this  report  be  filed  for 
information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT. This  motion  was  seconded. 
Dr.  Pitsch  of  Lincoln  recommended  that  the  following 
change  be  made  in  the  wordage  of  the  Reference 
Committee's  report:  That  the  phrase  "so  that  their 
patients  are  appropriately  reimbursed"  be  substituted 
for  the  phrase  "so  they  are  appropriately  reimbursed." 
Doctor  Svehia  agreed  to  this  change.  This  section  of 
the  report  as  amended  was  adopted  by  the  House. 

(6)  RESOLUTION  #10  - C.  J.  CORNELLIUS,  M.D.  - 
COST  OF  FILING  MEDICARE  CLAIMS 
This  resolution  read  as  follows: 

WHEREAS,  the  Medicare  amendments  of  1989 
provided  for  a 2%  increase  in  physicians'  fees  for 
those  visits  and  procedures  not  affected  by  a 
governmental  hit  list  of  over  valued  services  and 
those  not  in  excess  of  a certain  percentile  for  all 
services  in  a given  reimbursement  area,  and 

WHEREAS,  the  Medicare  amendments  also 
require  physicians  to  file  Medicare  claims  for  all 
recipients  at  no  charge  beginning  September  1, 
1990,  and 

WHEREAS,  the  cost  of  filing  insurance  claims  in 
many  physicians'  offices  exceeds  any  increase  in 
fees,  resulting  in  a net  loss  in  Medicare  revenues 
in  practices  serving  large  numbers  of  Medicare 
patients,  and 

WHEREAS,  these  amendments  further  exacer- 
bate the  financial  crisis  facing  many  primary  care 
physicians; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
study  the  financial  impact  of  these  amendments 
on  Nebraska  physicians  and  the  long  term  effects 
of  the  Medicare  program  on  access  and  availability 
of  medical  care  for  Nebraska  citizens  with  special 
emphasis  on  rural  Nebraska,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA 
disseminate  this  information  to  the  media,  the 
Nebraska  Legislature  and  to  Nebraskans  in  general. 

The  Reference  Committee  heard  testimony  about 
the  expenditures  made  by  attending  physicians  in 
filing  these  claims.  It  is  recommended  that  this 
resolution  be  accepted  as  written  with  the  provision 
that  the  Board  of  Directors  attempt  to  estimate  the 
actual  cost  that  each  physician  incurs  in  filing  these 
claims.  This  could  then  be  used  as  evidence  to  point 
out  the  deficiency  of  a minimal  reimbursement  rate 
increase  to  compensate  the  physician. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #3  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Richard  B.  Svehia,  M.D.,  Chairman,  Omaha 
Donovan  Foote,  Jr.,  M.D.,  Hastings 
James  A.  Fosnaugh,  M.D.,  Lincoln 

The  Speaker,  Dr.  Richard  Meissner,  assumed  the 
podium. 


Reference  Committee  #4 

Reference  Committee  #4  considered  10  reports. 
The  Reference  Committee  submits  the  following 
report  and  recommendations. 

(1)  ANNUAL  AUDIT 

The  Annual  Audit  and  financial  statement  of  the 
Nebraska  Medical  Association  was  discussed  by 
Doctor  Shapiro,  Secretary-Treasurer.  An  operating 
deficit  was  noted.  This  was  made  up  through  NMA 
reserves.  This  deficit  was  projected  by  Mr.  Shellpeper, 
but  also  included  some  travel  expenses  which  were 
higher  than  expected.  No  dues  increase  has  been 
recommended  because  of  good  return  on  investments, 
however,  an  NMA  dues  increase  is  anticipated  for 
1991.  We  considered  whether  regular  small  dues 
increases  might  be  better  than  one  large  increase. 

Recommendation: 

1 . We  recommend  that  the  Annual  Audit  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #1, 
AD-HOC  COMMITTEE  OF  YOUNG  PHYSICIANS, 
AND  REPORT  OF  AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Recommendation: 

1.  We  recommend  these  reports  be  accepted  for 
informational  purposes. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  THE  REPORT.  The  House  adopted 
this  section  of  the  report. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #16, 
CROUP  HEALTH  INSURANCE  PROGRAM 

Discussion  was  held  concerning  the  premium  rate 
increase  and  reasons  for  it.  Some  physicians  noted 
that  in  certain  circumstances,  coverage  could  be 
available  from  other  sources  at  less  cost.  Disadvantages 
of  changing  insurance  companies  were  also  discussed. 

Recommendations: 

1.  The  NMA  Board  should  continue  to  insure  that 
coverage  is  available  at  competitive  rates. 

2.  We  recognize  that  increased  costs  of  medical  care 
affect  physicians  and  their  families  as  it  does  the 
general  public. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #20, 
NON-DUES  INCOME  ACTIVITIES 

Dr.  Shapiro  described  these  items  for  the  committee. 

Recommendations: 

1.  Item  #4  be  accepted  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #21, 
MEMBERSHIP  UPDATE 
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We  note  that  approximately  75%  of  Nebraska 
physicians  belong  to  the  NMA.  The  membership 
percentage  has  increased  in  the  last  year.  This  has 
been  due  in  large  part  to  efforts  by  the  President, 
Doctor  Raymond.  This  increase  in  the  number  of 
members  has  minimized  the  operating  deficit.  Because 
of  the  increased  number  of  members,  a dues  increase 
was  not  considered  necessary  for  1990. 

Recommendation; 

1.  We  recommend  that  this  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS 
SECTION  OE  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  22, 
1990  BUDGET 

The  1990  budget  was  discussed  by  Doctor  Shapiro 
and  Mr.  Schellpeper.  Because  of  the  1990  projected 
operating  deficit  which  could  require  utilization  of 
NMA  reserves,  as  previously  indicated  a dues  increase 
will  probably  be  needed  in  1991. 

Recommendation: 

1.  We  recommend  that  this  item  be  filed  for 
information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  REPORT  OF  DELEGATE,  YOUNG  PHYSICIANS 
SECTION,  AMA 

Recommendation: 

1.  The  Committee's  recommendation  is  that  this 
report  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  REPORT  OF  SCIENTIFIC  SESSIONS  COMMITTEE 

The  Editorial  Board  of  the  Nebraska  Medical  Journal 
has  recommended  that  the  Chairman  of  the  Scientific 
Sessions  Committee  invite  authors  of  the  presentations 
made  at  the  Scientific  Session  to  prepare  these  for 
submission  to  the  Nebraska  Medical  Journal  for 
publication. 

Discussion  was  held  concerning  having  the  Scientific 
Session  in  Nebraska  cities  other  than  Lincoln  and 
Omaha.  It  was  noted  that  the  meetings  have  been 
held  in  Kearney,  Nebraska,  in  the  past. 

Recommendations: 

1.  We  recommend  that  the  report  of  the  Scientific 
Sessions  Committee  be  accepted  for  information. 

2.  That  the  NMA  Board  consider  holding,  from  time 
to  time,  the  Scientific  Session  of  the  NMA  in 
Kearney,  Nebraska,  and  also  other  Nebraska 
communities. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(9)  LIFE  AND  ASSOCIATE  MEMBERSHIP  REQUESTS 


The  requests  were  as  follows: 

Life  Membership  Requests 

ADAMS  COUNTY  MEDICAL  SOCIETY 

Russell  j.  Mclntire,  M.D.,  Scottsdale,  Arizona 
Robert  C.  Smith,  M.D.,  Hastings 
LANCASTER  COUNTY  MEDICAL  SOCIETY 
Howard  A.  Dinsdale,  M.D.,  Lincoln 
Hobart  E.  Wallace,  M.D.,  Lincoln 
John  C.  Wiedman,  M.D.,  Lincoln 
LINCOLN  COUNTY  MEDICAL  SOCIETY 
Russell  A.  DeVol,  M.D.,  North  Platte 
METRO  OMAHA  MEDICAL  SOCIETY 
John  D.  Coe,  M.D.,  Omaha 
John  C.  Filkins,  M.D.,  Omaha 
William  E.  Graham,  M.D.,  Omaha 
Joseph  F.  Gross,  M.D.,  Omaha 
Edward  M.  Malashock,  M.D.,  Omaha 
Daniel  B.  Stone,  M.D.,  Carmel,  California 
Richard  B.  Svehia,  M.D.,  Omaha 
Richard  B.  Wilson,  M.D.,  Omaha 
PLATTE-LOUP  VALLEY  COUNTY  MEDICAL  SOCIETY 
Louis  J.  Sojka,  M.D.,  Columbus 
SCOTTS  BLUFF  COUNTY  MEDICAL  SOCIETY 
C.  N.  Sorensen,  M.D.,  Scottsbiuff 

Associate  Membership  Requests 

DODGE  COUNTY  MEDICAL  SOCIETY 
Wm.  C.  Heusel,  M.D.,  Hooper 
LANCASTER  COUNTY  MEDICAL  SOCIETY 
Russell  Brauer,  M.D.,  Lincoln 
Robert  B.  Synhorst,  M.D.,  Lincoln 
METRO  OMAHA  MEDICAL  SOCIETY 
C.O.  Austria,  M.D.,  Omaha 
Mardelle  Buss,  M.D.,  Omaha 
Charles  A.  Hamilton,  M.D.,  Omaha 
Paul  J.  Somsky,  M.D.,  Omaha 
Dean  C.  Watland,  M.D.,  Omaha 
NORTHWEST  NEBRASKA  COUNTY  MEDICAL  SOCIETY 
Bernard  A.  Owen,  M.D.,  Cordon 
SARPY  COUNTY  MEDICAL  SOCIETY 
Fred  M.  Cawecki,  M.D.,  Papillion 
SCOTTS  BLUFF  COUNTY  MEDICAL  SOCIETY 
Gerhard  W.  Schmitz,  M.D.,  Scottsbiuff 
WASHINGTON-BURT  COUNTY  MEDICAL  SOCIETY 
Leslie  I.  Grace,  Jr.,  M.D.,  Blair 

Recommendation: 

1.  The  Committee  recommends  the  acceptance  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #4  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Benjamin  Gelber,  M.D.,  Chairman,  Lincoln 
Eugene  Zweiback,  M.D.,  Omaha 
Richard  A.  Hranac,  M.D.,  Kearney 

Reference  Committee  #5 

Mr.  Speaker,  Members  of  the  House  of  Delegates,  I 
am  pleased  to  present  the  report  of  Reference 
Committee  #5.  Reference  Committee  #5  considered  7 
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reports  and  two  resolutions.  The  Reference  Committee 
submits  the  following  report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #8, 
COMPLIANCE  WITH  LB  434 

Doctor  Robert  Osborne  suggested  that  the  courts 
are  not  complying  with  the  requirement  in  LB  434 
which  requires  that  petitions  of  suits  filed  in  the  State 
be  provided  to  the  Department  of  Insurance.  This 
makes  it  difficult  for  the  Ad-Hoc  Committee  on 
Professional  Liability  to  define  the  scope  of  this 
problem  in  the  State  of  Nebraska. 

Recommendation: 

1.  It  is  recommended  that  the  Ad-Hoc  Committee 
on  Professional  Liability  continue  to  work  with  the 
Department  of  Insurance  to  encourage  courts  to 
report  petitions  of  suits  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #9, 
STANDING  COMMITTEE  STATUS  FOR  AD-HOC 
COMMITTEE  ON  MEDICAID  SERVICES 

Several  members  present  at  the  Reference  Com- 
mittee agreed  with  the  opinion  that  the  Ad-Hoc 
Committee  on  Medicaid  Services  should  continue  to 
be  appointed  on  an  annual  basis.  This  is  a very 
important  functioning  committee.  Doctor  Kenton 
Shaffer  recommended  that  the  Department  of  Social 
Services  come  to  the  House  of  Delegates  to  give  a 
report.  It  is  thought  that  this  would  be  an  important 
educational  process  for  the  House  of  Delegates. 

Recommendation: 

1.  We  recommend  that  the  Ad-Hoc  Committee  on 
Medicaid  Services  continue  to  be  appointed  on 
an  annual  basis.  It  is  also  recommended  that  the 
Department  of  Social  Services  be  asked  to 
provide  written  reports  to  the  House  of  Delegates 
and  invited  to  present  additional  oral  comments 
as  is  the  process  utilized  for  the  State  Department 
of  Health. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(3)  REPORT  OF  NEBRASKA  MEDICAL  FOUNDA- 
TION, INC. 

The  report  was  reviewed  and  it  was  mentioned  by 
Doctor  Gregg  Wright  that  there  is  a good  working 
relationship  between  the  Nebraska  Cancer  Registry, 
the  Nebraska  Medical  Foundation  and  the  Depart- 
ment of  Health.  He  feels  this  working  relationship  will 
enhance  the  Nebraska  Cancer  Registry  activities  in  the 
State  of  Nebraska. 

Recommendation: 

1.  We  recommend  that  this  report  be  filed  for 
information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  STATE  DEPARTMENT  OF  HEALTH 


Doctor  Klutman  was  concerned  about  the  monetary 
fee  to  inspect  office  labs  under  the  bill  that  has  been 
passed  by  the  Legislature  this  last  year.  Doctor  Wright 
and  Doctor  Klutman  discussed  (in  a spirited  fashion) 
the  fees  that  will  be  needed  to  inspect  physicians' 
office  labs. 

Doctor  Osborne  was  concerned  about  what  the 
Department  of  Health  would  do  in  the  interim  in 
regard  to  LB  1 068.  Doctor  Wright  stated  that  there  was 
a mechanism  in  place  in  which  the  Department  of 
Health  would  be  involved  in  disciplinary  actions. 
Doctor  Wright  is  in  hopes  that  the  substance  of  LB 
1068  will  be  considered  and  passed  in  the  next 
legislative  session. 

Recommendation: 

1.  It  is  recommended  this  report  be  filed  for 
information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Doctor  Ron  Klutman  wished  to  emphasize  the  need 
for  mandatory  immunization  to  be  passed  this  next 
legislative  session.  The  committee  commends  Doctor 
Klutman  for  his  many  hours  of  hard  work  monitoring 
the  legislative  bills  of  interest  to  the  medical  profession. 

Recommendations: 

1.  We  recommend  that  the  report  be  filed  for 
information. 

2.  We  would  like  to  thank  the  members  of  the 
Commission  and  especially  Doctor  Klutman  for 
his  and  their  excellent  job  in  this  most  difficult 
task. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  seconded. 
Dr.  Klutman  stated  that  the  1 990's  will  be  the  years  of 
health  care.  It  is  imperative  that  physicians  play  an 
active  role  in  the  political  process.  He  commended  Dr. 
Wahl  for  his  perseverance  in  attempting  to  increase 
the  membership  of  NMPAC  and  appealed  to  the 
House  to  join  NMPAC  if  not  currently  a member. 
Following  these  comments,  the  House  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  AD-HOC  COMMITTEE  ON  MED- 
ICAID SERVICES 

Doctor  Allan  Forker  was  concerned  about  the 
number  of  physicians  that  are  not  involved  with 
Medicaid  patients.  He  stated  that  at  this  point  in  time 
Lincoln  is  in  the  process  of  developing  a survey  to  find 
out  the  degree  of  involvement  by  the  physicians  in  the 
Lincoln  area  with  the  Medicaid  patient  population.  He 
thought  that  the  Ad-Hoc  Committee  should  be  more 
proactive  and  begin  an  educational  process  about 
Medicaid  for  physicians.  Again  it  was  voiced  that  the 
Department  of  Social  Services  be  invited  to  submit 
reports  to  the  House  of  Delegates. 

Recommendation: 

1.  It  is  recommended  that  this  report  be  filed  for 
information. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Caudill  stated  that  the  Department  of  Social  Services 
has  an  ongoing  program  of  informational  services  for 
physicians'  offices.  The  Ad-Hoc  Committee  on  Med- 
icaid Services  is  willing  to  take  a more  proactive  role 
but  physicians  also  need  to  avail  themselves  of 
services  that  are  already  available.  Dr.  Wahl  noted  that 
most  physicians  are  ignorant  of  the  process  and  of 
what  services  are  available.  Following  this  discussion, 
the  House  adopted  this  section  of  the  report. 

(7)  REPORT  OF  AD-HOC  COMMITTEE  ON  PRO- 
FESSIONAL LIABILITY 

The  report  was  reviewed  by  all  members  present 
and  no  specific  comments  were  added. 

Recommendation: 

1 . We  recommend  this  report  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  RESOLUTION  #3  - METRO  OMAHA  - INSURANCE 
AND  LEGAL  REPORTING 

This  resolution  read  as  follows: 

WHEREAS,  the  insurance  and  legal  professions 
frequently  request  a copy  of  patient's  record  in 
lieu  of  a report,  and 

WHEREAS,  these  records  contain  abbreviations, 
thought  processes,  contemplated  therapy,  psy- 
chiatric and  marital  relations  affecting  patient's 
conditions,  the  patient's  cause  and  that  of  the 
legal  and  insurance  professions  would  often  be 
better  served  by  a narrative  report; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Medical 
Society  address  the  fact  that  no  one  is  being 
appropriately  served  by  substituting  notes  from 
the  chart  for  a precise  narrative  report. 

The  resolution  needs  to  be  reworded  to  state; 
"THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
address  the  fact  that  no  one  is  being  appropriately 
served  by  substituting  notes  from  the  chart  for  precise 
narrative  reports  and  that  the  Association  evaluate 
whether  a narrative  report  adversely  affects  the 
patient's  ability  to  obtain  insurance." 

Recommendation: 

1.  We  recommend  that  the  House  accept  this 
resolution  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  seconded. 
It  was  noted  that  there  isn't  any  law  in  Nebraska  which 
requires  physicians  to  send  copies  of  the  patient's 
record  to  insurance  companies.  There  was  some 
discussion  concerning  the  phrase  "notes  from  the 
chart"  in  the  proposed  substitute  resolved.  Dr. 
Cornelius  recommended  that  the  phrase  "office 
records"  be  substituted  for  the  phrase  "notes  from  the 
chart"  and  Dr.  Wahl  agreed  to  this  change.  The  House 
then  adopted  this  amended  section  of  the  report. 

(9)  RESOLUTION  #4  - METRO  OMAHA  - CON- 
FIDENTIALITY OF  INFORMATION  RELEASEDTO 
THE  NATIONAL  PRACTITIONER  DATA  BANK 


This  resolution  read  as  follows: 

WHEREAS,  the  National  Practitioner  Data  Bank 
was  mandated  in  the  Health  Care  Quality  Im- 
provement Act  of  1986  to  serve  as  the  national 
source  of  information  on  physicians,  dentists  and 
other  health  care  practitioners  concerning  pay- 
ments made  as  a result  of  medical  malpractice 
activities  claims,  adverse  activities  on  licenses, 
and  adverse  actions  on  clinical  privileges; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association,  through  its  Board  of  Directors 
or  appropriate  commission,  take  all  necessary 
steps  to  develop  a process  to  insure  confidentiality 
and  accuracy  of  the  data  and  to  communicate  this 
process  to  its  members. 

It  was  expressed  by  Doctor  Hartman  that  we 
monitor  this  procedure  closely.  Doctor  Wright  and 
Doctor  Klutman  stated  that  the  process  has  built-in 
safeguards  by  which  physicians  may  defend  incorrect 
reporting  processes. 

Recommendation: 

1.  We  recommend  this  resolution  be  filed 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #5  AS  A 
WHOLE.  The  motion  was  seconded.  Dr.  Cornelius 
asked  that  the  Board  look  carefully  at  the  necessity  of 
oral  reports  in  those  instances  where  a written  report 
has  been  submitted.  He  noted  that  due  to  the  length 
of  the  first  session  of  the  House,  Reference  Committees 
were  unable  to  start  until  3:30  p.m.  Following  these 
comments,  the  House  adopted  the  report  of  Reference 
Committee  #5  as  a whole. 

Respectfully  submitted, 

Timothy  O.  Wahl,  M.D.,  Chairman,  Omaha 
Donald  C.  Weldon,  M.D.,  Beatrice 
John  L.  Reed,  M.D.,  Lincoln 

Reference  Committee  #6 

Reference  Committee  #6  considered  eight  reports. 
Reference  Committee  #6  submits  the  following  report 
and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #11, 
GENERIC  SUBSTITUTION 

The  Board  of  Directors  carried  out  the  directive  of 
the  House  of  Delegates  concerning  the  subject  of 
generic  substitution.  They  emphasized  that  it  is  still 
the  physician's  responsibility  to  indicate  NDPS  when 
not  desiring  a generic  substitute.  The  Board  is 
continuing  to  address  the  matter  and  continues  liaison 
with  the  Nebraska  Pharmacists  Association. 

Recommendation: 

1.  The  Committee  recommends  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #18, 
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NE  DEPARTMENT  OF  AGING  MEDICATION 
REVIEW  PROJECT 

The  Association  is  cooperating  with  the  Nebraska 
Department  of  Aging  on  projects  to  help  elderly 
patients  maintain  proper  medication.  More  informa- 
tion will  be  forthcoming  at  a later  date. 

Discussion  was  held  emphasizing  some  of  the 
complexities  elderly  patients  have  with  drug  identifi- 
cation, especially  with  the  many  generic  substitutes 
and  mail  order  medications. 

Recommendation: 

1.  The  Committee  recommends  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #3, 
PUBLIC  STATEMENT  RE:  MEDICAID/MEDICARE 
REIMBURSEMENT 

The  Reference  Committee  acknowledges  that  the 
Board  has  pursued  an  active  course  to  obtain  a single- 
tier reimbursement  for  the  State  of  Nebraska. 

Recommendation: 

1.  The  Committee  recommends  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #15, 
LOWER  HEALTH  INSURANCE  PREMIUMS  FOR 
NON-SMOKERS 

The  Board  of  Directors  pursued  the  resolution  of  the 
House  of  Delegates  to  promote  health  insurance 
contracts  with  lower  premiums  for  non-smokers.  It 
was  suggested  that  the  Medical  Association  continue 
to  promote  this  cause  with  the  companies  who  do  not 
as  yet  offer  this  discount. 

Recommendation: 

1.  The  Committee  recommends  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #2, 
MEETING  CONFLICTS 

The  Committee  was  pleased  to  find  that  the 
conflicts  of  meeting  times  were  being  avoided  and 
adequately  addressed  by  the  Board. 

Recommendation: 

1.  The  Committee  recommends  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT  OF  COMMISSION  ON  PUBLIC  AFFAIRS 

The  Committee  appreciates  the  continued  effort  of 
the  Commission  on  Public  Affairs  to  advance  the 
concept  of  the  physician  as  patient  advocate. 


Recommendation: 

1.  The  Committee  recommends  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #19, 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 
PROGRAM  ATTENDANCE  RESTRICTION  AND 
REPORT  OF  AD-HOC  COMMITTEE  ON  LOW 
LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Commendation  should  be  made  to  the  Ad-Hoc 
Committee  and  the  Scientific  Sessions  Committee  for 
presenting  the  program  with  radiation  experts.  It  was 
well  received  and  we  agree  that  continued  education 
is  essential  for  the  public  to  understand  the  problem. 
Comments  were  also  made  to  encourage  their  con- 
tinued surveillance  and  efforts  to  keep  us  informed 
and  advised.  We  also  recommend  continuation  of  this 
ad-hoc  committee. 

Recommendation: 

1.  The  Committee  recommends  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #6  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted. 

Perry  T.  Williams,  M.D.,  Chairman,  Omaha 
Dwight  Larson,  M.D.,  North  Platte 
Jon  Hinrichs,  M.D.,  Lincoln 

The  Speaker  asked  if  there  was  any  unfinished 
business.  Dr.  Larson  stated  that  physicians  need  to 
build  bridges  with  a variety  of  entities,  including 
patients,  the  business  community,  the  public.  Medicare 
carriers,  etc.  Dr.  Collicott  noted  that  the  Ad-Hoc 
Committee  Re:  Medicare  is  already  attempting  to  do 
this.  Dr.  Gogela  pointed  out  that  the  AMA  has 
developed  a brochure  which  drew  upon  all  of  these 
bodies.  Following  this  discussion,  the  House  was 
recessed. 


HOUSE  OF  DELEGATES 

THIRD  SESSION 

The  Third  Session  of  the  House  of  Delegates  was 
held  April  29,  1990.  The  meeting  was  called  to  order 
by  the  Speaker.  73  Delegates  were  present  and  the 
meeting  was  declared  in  session. 

The  Speaker  noted  that  two  individuals  who  had 
been  seated  as  delegates  had  not  been  certified  prior 
to  the  Session,  However,  since  their  respective 
medical  societies  had  seated  them  and  no  protest  had 
been  made,  they  would  be  allowed  to  remain  seated 
as  Delegates.  Additional  seating  of  individuals  took 
place. 

The  Speaker  called  for  the  report  of  the  Nominating 
Committee,  and  Dr.  Richard  Hranac,  Chairman,  pre- 
sented the  following  slate  of  officers: 
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President-Elect  — 

Perry  T.  Williams,  M.D.,  Omaha 
Secretary-Treasurer  — 

Richard  Hammer,  M.D.,  Lincoln 
Christopher  Caudill,  M.D.,  Lincoln 
Board  of  Directors-At  Large  — 

Robert  Osborne,  M.D.,  Lincoln 
Delegate  to  the  AMA  — 

C.J.  Cornelius,  )r.,  M.D.,  Sidney 
Delegate  to  the  AMA  — 

Blaine  Y.  Roffman,  M.D.,  Omaha 
Alternate  Delegate  to  the  AMA  — 

Louis  J.  Gogela,  M.D.,  Lincoln 
Alternate  Delegate  to  the  AMA  — 

John  D.  Coe,  M.D.,  Omaha 
Councilors: 

1st  District  - Richard  B.  Svehia,  M.D.,  Omaha 
2nd  District  - Sushil  S.  Lacy,  M.D.,  Lincoln 
3rd  District  - Paul  M.  Scott,  M.D.,  Auburn 
4th  District  - Gordon  Adams,  M.D.,  Norfolk 


Council  on  Professionals  Ethics  — 

Dale  Ebers,  M.D.,  Lincoln 

There  being  no  nominations  from  the  floor,  the 
House  adopted  all  of  the  nominations  except  those  for 
Secretary-Treasurer  by  voice  vote. 

Ballots  were  distributed  to  the  House  by  Mr.  William 
Schellpeper  and  Mr.  James  Ruigh.  The  Speaker 
appointed  an  Audit  Committee  to  tabulate  the  ballots 
for  Secretary-Treasurer.  The  members  of  the  Audit 
Committee  were  Dr.  David  Bacon,  Dr.  Gordon  Bainbridge, 
Dr.  David  Filipi  and  Mr.  William  Schellpeper.  Dr. 
Caudill  was  elected  Secretary-Treasurer  in  a close 
vote. 

Dr.  Pavelka  escorted  Dr.  Williams  to  the  front  of  the 
House.  Dr.  Collicott,  President,  installed  Dr.  Williams 
as  President-Elect  of  the  Nebraska  Medical  Association. 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Paul  E.  ColHcott.  M.D.,  Lincoln President 

Perr>-  T.  Williams,  M.D.,  Omaha President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh.  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius,  Jr..  M.D..  Sidney;  — 

John  D.  Coe.  M.D.,  Omaha:  — Louis  J.  Gogela,  M.D, 

Lincoln,  Blaine  Y.  Roffman,  M.D.,  Omaha. 


BOARD  OF  DIRECTORS 


Paul  E.  Collicott.  M.D.,  Chairman Lincoln 

Perry  T.  Williams.  M.D.,  Vice-Chairman Omaha 

Chris  C.  Caudill.  M.D.,  Secretary-Treasurer Lincoln 

Richard  A.  Raymond.  M.D.,  Past  President Omaha 

Donald  J.  Pavelka.  M.D Omaha 

Herbert  A.  Hartman.  Jr..  M.D Omaha 

Darroll  J.  Loschen.  M.D York 

Robert  G.  Osborne.  M.D Lincoln 

Richard  H.  Meissner.  M.D Omaha 

David  R.  Little.  M.D Hastings 

Stanley  F.  Nabity,  M.D Grand  Island 


COMMISSION  ON  ASSOCIATION  AFFAIRS 


Joseph  E.  Stitcher.  M.D..  Chairman Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

James  M.  Carraher.  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Joel  T.  Johnson.  M.D Kearney 

Bernard  L.  Kratochvil.  M.D Omaha 

Walter  J.  O’Donohue,  M.D Omaha 

John  C.  Wilcox.  M.D Aurora 


COMMITTEE  ON  HEALTH  PLANNING 


Herbert  E.  Reese.  M.D.,  Chairman Lincoln 

Allen  D.  Dvorak.  M.D.,  Vice  Chairman Omaha 

Charles  L.  Barton.  M.D Lincoln 

Stuart  Embury,  M.D Holdrege 

David  E.  Michels.  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Mylan  VanNewkirk.  M.D Scottsbluff 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer.  M.D.,  Chairman Omaha 

Gordon  D.  Adams.  M.D Norfolk 

Joe  L.  Auchmoedy.  M.D Kearney 

Elvin  G.  Brown.  M.D Hastings 

John  H.  Casey.  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy.  M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Scott  G.  Rose,  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 


AD-HOC  COMMITTEE  ON  LOW  LEVEL 


RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman.  M.D Lincoln 

Allen  D.  Dvorak.  M.D Omaha 

Rodrigo  Gomez-Cordero.  M.D Spencer 

Dennis  D.  Hatch.  M.D Superior 

David  J.  Hoelting,  M.D Pender 

Ernest  0.  James.  Ph.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak.  M.D Lincoln 

David  C.  McMaster.  M.D Auburn 

William  H.  Northwall.  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill.  M.D..  Chairman Lincoln 

Judith  A.  Butler.  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Stacey  Goodrich.  M.D Tecumseh 

Roger  A.  Jacobs.  M.D Seward 

Kenneth  M.  Johnson.  M.D McCook 

Ronald  Klutman.  M.D Columbus 

Dale  E.  Michels.  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund.  M.D York 

Samuel  H.  Perry.  II.  M.D North  Platte 

Harlan  C.  Shriner.  Jr Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston.  M.D Lexington 

NMA  PRO  OVERVIEW  COMMITTEE 

Gordon  J.  Hrnicek,  M.D.,  Chairman Grand  Island 

David  Bacon.  M.D Kearney 

A.  H.  Bergman.  M.D Fremont 

Tim  Biga.  M.D Norfolk 

Dennis  M.  Connolly.  M.D Lincoln 

Doak  C.  Doolittle.  M.D Holdrege 


Wendell  L.  Fairbanks.  M.D . Alliance 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Richard  Jackson.  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

J.  T.  McGreer.  M.D Lincoln 

Frederick  F.  Paustian.  M.D Omaha 

John  C.  Sage.  M.D Omaha 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman,  M.D.,  Chairman Columbus 

Charles  D.  Gregorius.  M.D..  Vice-Chairman Lincoln 

Dennis  Beavers.  M.D Omaha 

Judith  A.  Butler.  M.D Superior 

Melvin  A.  Churchill,  M.D Lincoln 

James  A.  Fosnaugh.  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Michael  J.  Germer.  M.D Lincoln 

Robert  D.  Harry.  M.D Lexington 

Linda  S.  Head.  M.D Bellevue 

Tamera  R.  Johnson.  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

Dale  E.  Michels.  M.D Lincoln 

Dennis  G.  O’Leary,  M.D Omaha 

George  W.  Orr.  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

C.  Lee  Retelsdorf.  M.D Omaha 

Blaine  Y.  Roffman.  M.D Omaha 

Robert  F.  Shapiro.  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

John  W.  Smith.  M.D Omaha 

Steven  R.  Thomas.  M.D., York 

Eileen  C.  Vautravers.  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

Peter  J.  Whitted.  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairman Omaha 

Joel  T.  Johnson.  M.D Kearney 

Darrol  J.  Loschen.  M.D York 

Dale  E.  Michels.  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

Willis  L.  Wiseman.  M.D Wayne 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

James  H.  Dunlap.  M.D.,  Chairman Norfolk 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

George  W.  Orr.  M.D Omaha 

Dwaine  J.  Peetz.  M.D Neligh 

Richard  M.  Pitsch.  Jr..  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman.  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian.  M.D..  Chairman Omaha 

Ronald  L.  Asher,  M.D North  Platte 

Robert  L.  Bass.  M.D Elkhorn 

Warren  G.  Bosley.  M.D Grand  Island 

Patrick  E.  Brookhouser.  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Bryron  M.  Dillow.  M.D Fremont 

Charles  A.  Dobry.  M.D Omaha 

Stacey  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

Steffan  R.  Lacey,  M.D Norfolk 

Richard  L.  O'Brien.  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  Susman.  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare.  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers.  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Michael  R.  Gross.  M.D Omaha 

Richard  E.  Jackson.  M.D Pawnee  City 

Mark  R.  Jones.  M.D Lexington 

George  Sullivan.  R.P.T Lincoln 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley.  M.D.,  Chairman Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Stephen  J.  Lanspa,  M.D Omaha 

Kurt  W.  Lesh.  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 
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COMMISSION  ON  PUBLIC  AFFAIRS 


Rodney  S.VV.  Basler,  M.D.,  Chairman Lincoln 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Jon  J.  Hinrichs,  M.D Lincoln 

John  J.  Hoesing.  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Joseph  M.  Stavas.  M.D Lincoln 


AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 


Kirk  Muffley.  M.D.,  Chairman Omaha 

J.  D.  Akerson.  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

L.  D.  Helmick.  M.D Kearney 

David  J.  Hilger.  M.D Lincoln 

Jeffrey  Itkin,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson.  M.D Cambridge 

Robert  Langdon.  Jr.,  M.D Omaha 

Michael  J.  McGahan.  M.D West  Point 

Kevin  Nohner,  M.D Omaha 

Timothy  O'Holleran,  M.D North  Platte 

Roselyn  Remington.  M.D Schuyler 

Glenn  A.  Ridder.  M.D Randolph 

Jerry  K.  Seiler.  M.D Hastings 

Kay  M.  Shilling.  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Mike  Sullivan.  M.D Aurora 

Jeff  Susman,  M.D Omaha 

Keith  Verbicky,  M.D Norfolk 

Mohammed  K.  Zahra.  M.D Norfolk 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 


Hiram  R.  Walker,  M.D.,  Chairman Kearney 

John  B.  Bryd.  M.D Neligh 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau.  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joesph  G.  Rogers.  M.D Lincoln 

Larr>'  D.  Ruth.  M.D Lincoln 

Steven  A.  Schwid.  M.D Omaha 

William  A.  Shiffermiller.  M.D Omaha 

H.  Neil  Sievers,  M.D Blair 

Stephen  D.  Torpy,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 


Russell  L.  Gorthey.  M.D..  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau.  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed.  M.D Lincoln 


AD-HOC  COMMITTEE  RE:  MEDICARE 


Robert  F.  Shapiro,  M.D.,  Chairman Lincoln 

Alvin  A.  Armstrong.  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Robert  D.  Harry.  M.D Lexington 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Longvardt,  M.D Beatrice 

Thomas  0.  Martin.  M.D Ord 

Donald  J.  Pavelka.  M.D Omaha 

Dwaine  J.  Peetz.  M.D Neligh 

Eric  W.  Pierson.  M.D Lincoln 

Richard  M.  Pitsch.  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Elkhorn 

Richard  B.  Svehla,  M.D Omaha 

Hiram  R.  Walker.  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Scot  C.  Sorensen,  M.D..  Chairman Lincoln 

Samuel  E.  Boon.  M.D Lincoln 

Jane  S.  Roccaforte,  M.D Omaha 

Robert  C.  Rosenlof.  M.D Kearney 

Philip  W.  Smith.  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
(NMA  Representatives) 

Gordon  D.  Adams.  M.D Norfolk 

David  R.  Colan. 'M.D Grand  Island 

David  R.  Dyke.  M.D Lincoln 

Russell  L.  Gorthey.  M.D Lincoln 

Joel  T.  Johnson.  M.D Kearney 

Ronald  Klutman.  M.D Columbus 

David  R.  Little.  M.D Hastings 

Linda  S.  Mazour.  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka.  M.D Omaha 

R.  C.  Weldon.  M.D Nebraska  City 

Wesley  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  D.  Wahl.  M.D.,  Chairman Omaha 

Chris  C.  Caudill.  M.D.,  Treasurer Lincoln 

John  I.  Cherry.  M.D Lincoln 

Mrs.  Lariy  L.  Fletcher Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

David  R.  Little,  M.D Hastings 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity.  M.D Grand  Island 

Mrs.  Robert  G.  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese.  M.D Lincoln 

Blaine  Y.  Roffman.  M.D Omaha 

Jerald  R.  Schenken.  M.D Omaha 

Mrs.  William  R.  Schlichtemeier Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson.  M.D Lincoln 


NMA  Fall  Session 

Sept.  6 thru  8,  1 990 

Cornhusker  Hotel 
Lincoln,  NE 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 

8502  West  Center  Rd..  P.O.  Box  241255,  Omaha  68124-5255 

American  Diabetes  Association  > Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Ed.D.,  Executive  Director 
2730  South  114th  St,  Omaha  68144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Famam  St,  Omaha  68131 
American  Lung  Association  of  Nebraska 

8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
215  Centennial  Mall  South,  Rom  521,  Lincoln  68508 
American  Red  Cross 
P.O.  Box  83267 
1701  *‘E”  St.  Lincoln  68501 
Arthritis  Foundation.  Nebraska  Chapter,  Inc. 

Ellen  Wright  Exec.  Director 
2229  N.  91st  Court,  Omaha  68134 
Blue  Cross  and  Blue  Shield  of  Nebraska 
William  H.  Heavey.  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

2700  N.  27th  St.  Lincoln  68521 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St,  Omaha  68178 
Dairy  Council  of  Central  States,  Inc. 

7500  Main,  103  Hillcrest  Landing 
Ralston,  NE  68127 

Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South.  Lincoln,  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln  68510 
Easter  Seal  Society  of  Nebraska 

Mrs.  Letitia  K.  Simmons,  Executive  Director 
3015  North  90th  St.  #6.  Omaha  68134 
Lincoln  Council  of  Alcoholism  and  Drugs 
914  "L”  Street,  Lincoln  68508 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street  Lincoln  68508 
Mid-Plains  Poison  Control  Center 

Childrens  Memorial  Hospital,  8301  Dodge  St,  Omaha  68114 
(402)  390-5400  or  800-642-9999  (toll  free  Nebraska) 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha  68105-2982 
Missouri  Valley  Dermatologic  Society 
John  R.  Luckasen,  M.D.,  Secretary 
360  Doctors  Bldg.,  N.  Tower  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  St,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza.  Omaha  68134 
(402)  397-9234  - NE  toll  free  800-642-1255 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St.  Suite  203,  Omaha  68132-2720 
Nebraska  Academy  of  Ophthalmology 
H.  Nicholas  Vondrak,  M.D.,  President 
2115  N.  Kansas.  Hastings,  68901 
Nebraska  Academy  of  Otolaryngology 
Michael  Crawford,  M.D.,  President 
201  Ridge  St.,  #311,  Council  Bluffs,  lA  51501 
Nebraska  Allergy  Society 

Russell  J.  Hopp,  D.O.,  President 
Dept  Pediatrics,  Creighton  Univ.,  Omaha  68178 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
13918  Gold  Circle.  Omaha  68144 
Nebraska  Association  of  Pathologists 
Thomas  Williams,  M.D.,  President 
Dpt  of  Path.,  8303  Dodge  St.  Omaha  68114 
Nebraska  Cardiovascular  Society 
Charles  S.  Wilson,  M.D.,  President 
1919  S.  40th  St.  #300,  Lincoln  68506 
Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Kathleen  Bliese,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  No.  117th,  Omaha  68154 
Nebraska  Chapter  - American  Academy  of  Physician  Assistants 
Joe  E.  Jeter,  PA-C,  President 
Fremont  68025 

Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M.D.,  President 
Charlotte  Hawthorne,  Administrator 
2115  N.  Kansas,  Hastings  68901 
Nebraska  Chapter  - American  College  of  Physicians 
Robert  R.  Recker.  M.D.,  F.A.C.P.,  Governor 

Creighton  University  School  of  Medicine,  601  N.  30th  St,  Omaha  68131 
Nebraska  Chapter  - American  College  of  Surgeons 
Paul  Collicott  M.D.,  President 
4740  A Street,  Suite  100,  Lincoln  68510 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.  Omaha  68132 
Nebraska  Cystic  Fibrosis  Association 
Charles  R.  Bercaw,  Executive  Director 
444  Regency  Parkway  Dr,  #302,  Omaha  68114-3720 
Nebraska  Dental  Association 

Tom  Bassett  Executive  Director 
3120  O St.  Lincoln  68510 
Nebraska  Dietetic  Association 

Barbara  Blocker,  M.S..  R.D.,  President 
3347  S.  126th  Ave.,  Omaha  68144 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.  Ste.  7.  Lincoln.  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street  Suite  D,  Lincoln  68508-2509 
Nebraska  League  for  Nursing 
Barbara,  McCabe.  President 
510  Redwood  Dr,  Lincoln  68510 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
Suite  711,  Terminal  Bldg.,  Lincoln  68508 
Nebraska  Orthopaedic  Society 
Ronald  Schwab,  M.D.,  Secretary 
6920  Van  Dom,  Lincoln,  NE  68506 
Nebraska  Perinatal  Organization 
Sheila  Ecklund,  R.N.C. 

St  Elizabeth  Community  Health  Center,  555  So.  70th,  Lincoln  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
600  So.  12th,  Lincoln  68508 

Nebraska  Psychiatric  Society,  District  Branch  of  the 
American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D.,  President 
2730  Katy  Circle,  Lincoln  68506 
Nebraska  Public  Health  Association 
President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

Susan  M.  Williams,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln  68508 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver.  M.D.,  President 
2121  South  56th  St,  Lincoln  68506 
Nebraska  Section,  American  College  of 
Obstetricians  & Gynecologists 
William  Heidrick,  M.D. 

P.O.  Box  5363,  Lincoln,  68505 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln 
Nebraska  Society  of  Internal  Medicine 
Todd  S.  Sorensen,  M.D.,  President 
Two  West  42nd  St.  Scottsbluff  69361 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Susan  M.  Engstrom,  C.M.A.-AC,  President 
810  Willard  Cir.,  Hickman  68372 
Nebraska  Society  of  Medical  Technology 
Dave  Glenn,  President 

4010  Kay  Ave.,  Grand  Island  68803 
Nebraska  Society  of  Respiratory  Therapy 
Marcy  Pearsoll,  RRT,  President 
Lincoln  General  Hospital  68502 
Nebraska  State  Department  of  Health 

Gregg  Wright,  M.D.,  M.  Ed.,  Director  of  Health 
301  Centennial  Mall  South,  P.O.  Box  95007,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th.,  Omaha  68114 
Nebraska  Stroke  Foundation 
Karyl  Newman,  President 
P.O.  Box  67004,  Lincoln  68506 
Nebraska  Urological  Association 
Alan  H.  Domina,  M.D.,  President 
4740  A Street,  Lincoln  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clincal  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.  #205-B,  Omaha  68114 
Physician  Referral  Program,  Nebraska  Department  of  Health 

3rd  Floor,  State  Office  Building,  301  Centennial  Mall  So..  Lincoln  68509 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews.  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D.,  2221  So.  17,  Suite  310.  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  814  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4.000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

.■\lways  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced,  .■\uthors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  -loumal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  nublication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  ol  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8V4  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 

Vi/rite  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  • 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 
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QUALITY  PRINTING  AT  THE  RIGHT  PRICE 
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SUPPLY  COMPANY 

P.O.  Box  83108.  Lincoln.  NE  68501 
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IM  — Kansas  City,  Des  Moines,  and  Mississippi 
River  city.  All  group  practices  with  early  partner- 
ship, waiting  patient  base  and  superbly  trained 
physicians.  5200,000  possible  in  first  year  of 
practice.  These  are  excellent  practices  for  the 
quality  physician  considering  relocation.  We 
serve  only  the  finest  medical  entities  in  the 
Midwest.  For  more  information,  call  or  mail  CV 
to  Judi  White,  J.  Sherriff  & Associates,  10955 
Granada,  /S<203,  Overland  Park,  KS  66211, 1-800- 
533-0525. 

PHYSICIANS  — Full-time  and  part-time  primary 
care  physicians  for  Nebraska  Department  of 
Correctional  Services,  Lincoln.  Responsible  or 
clinic  and  hospital  health  care  delivery  in  near 
new  facility  with  professionally  stimulating  patient 
mix.  Conduct  Monday-Friday  sick  call  and  hospital 
rounds.  Unbeatable  call/work  schedule.  Competi- 
tive salary  and  state  benefits  package  with 
malpractice  insurance  provided.  Fully  equipped 
clinic  including  minor  surgery  and  emergency 
medical  treatment  rooms  with  24  hour  EKG 
treatment.  Full  compliment  of  support  staff  in- 
cluding physician  assistants,  24  hour  nursing 
coverage,  laboratory,  x-ray,  optometry,  mental 
health,  etc.  Salary  negotiable.  Submit  applica- 
tions to:  Nebraska  Department  of  Correctional 
Services,  801  W.  Van  Dorn,  Lincoln,  NE  68509, 
402-479-3293. 

FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-oriented 
hospital  in  beautiful  North  Central  Wisconsin  is 
seeking  TWO  family  physicians  for  a new  clinic 
facility  currently  being  constructed.  The  admin- 
istrative burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic.  The 
hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes 
base  income,  incentive  bonus,  malpractice, 
disability,  signing  bonus  and  student  loan  re- 
duction/forgiveness program.  All  relocation  costs 
will  be  borne  by  the  hospital.  Please  contact 
Dan  McCormick,  President,  Allen  McCormick, 
France  Place,  Suite  920,  3601  Minnesota  Drive, 
Bloomington,  Minnesota  5 5435,  612-835-5123. 

EQUIPMENT  FOR  SALE:  All  kinds  including 
Searlizer,  x-ray,  Hamilton  office  set,  copy  machine, 
centrifuges,  sed  rate.  Also:  beautiful  9,000  Square 
foot  central  Nebraska  home  with  4 car  garage. 
Also:  Office,  15  rooms,  adaptable.  Reply  to  Box 
041, Nebraska  Medical  Journal,  1512  FirsTier 
Bank  Bldg.,  Lincoln,  NE  68508. 

IOWA-  PEDIATRICIAN:  To  join  busy  Pediatric 
Department  in  young  progressive  multispecialty 
group.  Enjoy  outstanding,  progressive  medium 
sized  community  quality  of  life  within  minutes 
of  downtown  Omaha.  Competitive  guaranteed 
salary  and  fringe  benefits,  plus  incentives  with 
full  corporate  membership  after  one  year. 
Contact  Richard  Lehigh,  Administrator,  Cogley 
Medical  Associates,  P.C.,  Council  Bluffs,  Iowa 
51501.  (712)  328-1801. 


FAMILY  PRACTICE:  BE/BC  Fatitilv  Practitioners 
to  join  6 physician  FP  Department  in  a long 
established  progressive  multispecialty  group 
practice  in  Southwestern  Iowa.  Support  of  10 
associated  or  affiliated  surgical  and  medical 
specialties,  yet  free  to  practice  full  range  of 
family  medicine.  Enjoy  an  outstanding  medium 
sized  community  quality  of  life  within  minutes 
of  Omaha.  Guaranteed  first  year  salary,  plus 
incentive  with  full  range  of  benefits.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs, 
Iowa  51  503  or  call  collect  712-328-1801. 

FAMILY  PRACTICE  PHYSICIAN  INTERNIST: 
Full  time,  to  provide  general  medical  care  of  all 
inpatients  and  limited  outpatient  care.  On  call  4- 
5 nights  per  month,  including  weekend  call, 
about  every  8th  weekend.  Hastings  Regional 
Center  is  a JCAHO  accredited  psychiatric  facility 
which  provides  adult  and  geriatric  psychiatric 
care,  and  chemical  dependency  services.  Ex- 
cellent State  of  Nebraska  benefits  package 
which  includes  annual  salary  increases.  EEOE/AA. 
For  more  information  contact:  Personnel  Office, 
Hastings  Regional  Center,  P.O.  Box  579,  Hastings, 
NE  68902,  402-463-2471. 

FAMILY  PRACTICE  - SOUTHWESTERN 
NEBRASKA:  Excellent  opportunity  for  BE/BC 
family  practice  physician.  The  increased  need 
for  primary  care  is  related  to  new  industrial 
growth  in  the  area.  JCHA  accredited  medical 
facility  utilized  is  modern  with  state  of  the  art 
equipment.  Generous  guarantee  with  product- 
ivity plus  all  benefits.  Modern  office  space  and 
fully  trained  ancillary  help  awaits  the  chosen 
candidate.  Gall  will  be  shared  with  other  FP's  on 
staff.  This  family  oriented  community  has  good 
schools  and  exceptional  recreational  facilities. 
Reply  to  Box  040,  Nebraska  Medical  journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

FAMILY  PRAGTITIONER,  FORT  GOLLINS, 
COLORADO:  Excellent  opportunity  to  join  well 
established  solo  practitioner  in  beautiful  choice, 
front  range  city  sixty  miles  north  of  Denver, 
Colorado.  Modern,  spacious  office  within  walking 
distance  of  hospital.  For  further  information  and 
details  call  1-303-224-9900  or  write  to  Medical 
Business  Office,  41  9 Canyon  Avenue,  #220,  Fort 
Collins,  Colorado  80521. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  1512 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 

AIM  HIGH:  Be  an  Air  Force  physician  in  a 
sophisticated  medical  enviornment.  The  benefits 
are  excellent  and  vacation  consists  of  30  days 
with  pay  per  year.  Talk  to  an  Air  Force  medical 
program  manager  about  quality  lifestyle  and 
quality  practice  with  a non-contributing  retire- 
ment plan  if  you  qualify.  Learn  more  about 
becoming  an  Air  Force  physician.  Call.  Capt. 
Thomas  Rice  collect  402-551-0928. 
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FAMILY  PRACTICE:  BE/BC  Family  Practitioners 
to  join  our  busy  office  in  Glenwood,  Iowa.  Share 
call  and  receive  support  of  the  long  established 
progressive  Cogley  Medical  Associates,  P.  C. 
multispecialty  group  practice  located  in  South- 
western Iowa.  Glenwood  is  a community  of 
6,000  located  Just  20  miles  south  of  Council 
Bluffs.  Great  community,  good  schools  yet 
close  to  metro  area.  Guaranteed  first  year  salary, 
plus  incentive  and  full  range  of  benefits.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs, 
Iowa  51503  or  call  collect  712-328-1801. 

EMERGENCY  MEDICINE  — SW  KANSAS 
AND  IOWA  — Career  opportunities  in  Emerg- 
ency Medicine  with  company  providing  Emerg- 
ency Physician  services  to  17  hospitals.  Phy- 
sicians work  as  independent  contractors,  receive 
guaranteed  hourly  compensation,  excellent 
benefit  package,  and  paid  malpractice  insurance. 
Total  compensation  exceeds  S1 10,000.  Physicians 
must  be  certified  in  ACLS  and  have  experience 
in  Emergency  Medicine.  Part-time  positions  also 
available.  Please  contact  Lowell  Sisson,  Emerg- 
ency Practice  Associates,  P.O.  Box  1260,  Waterloo, 
lA  50704  or  call  1-800-458-5003. 


KANSAS/MISSOURI:  Excellent  full-time  and 
part-time  opportunities  in  emergency  medicine 
for  primary  care  and  ABEM  Certified  and 
prepared  physicians.  Facilities  from  3,000-20,000 
patient  visits  per  year.  Big  city  amenties  with 
good  quality  of  life.  Contact  Emergency  Medical 
Services,  3101  Broadway,  Suite  1000, 'Kansas 


Donley  Medical  ^fjply 


D 


L 


18 


Eli  Lilly  & Company 


3 


M 

Medical  Protective  Co 


9 


N 

Nebraska  Air  National  Guard 13 

Nebraska  Beef  Board  2 

Norfolk  Printing  Co.,  Inc 18 

S 

St.  Joseph's  Hospital 4 

St.  Paul  Fire  & 

Marine  Insurance  Company 22 

J.  D.  Searle 11,12 

U 

U.S.  Air  Force 10 

U.S  Army  Reserve 21 

University  of  Nebraska  College 
of  Medicine 14 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the; 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN,  NEBRASKA  68508 
PHONE 

(402)  474-4472 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call; 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


20-A  Nebraska  Medical  Journal  July  1990 


Take  a break  from  your  routine.  Learn  to  jump  out 
jn  airplane  in  airborne  school. Survive  Field  Survival 
lining  with  a Special  Forces  unit.  Or  put  your  skills 
i endurance  to  the  test  in  a Combat  Casualty  Care 
urse. 

The  Army  Reserve  can  take  you  abroad.  And  to  the 
3front  of  medicine,  where  you’ll  experience  the  kinds 
raining  and  education  environments  that  only  the 
serve  can  offer. 


Your  commitment?  Sixteen  hours  a month. 

Fourteen  days  a year.  Less,  in  some  cases,  should  your 
civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And  in 
exchange  for  your  skills,  live  the  adventure  of  your  life. 
Call  your  USAR  AMEDD  Counselor; 

CRT  DEAN  MINGS 
(913)  491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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“Your  reputation 
deserves  a strong 
defense.  Our 
reputation 
depends  on  it.” 


Your  professional  reputation  deserves 
the  strongest  possible  defense.  In 
Nebraska,  that’s  why  more  medical 
professionals  select  The  St.  Paul 
over  all  other  insurers  combined. 

Nebraska  doctors  get  the 
expertise  of  lawyers,  like  those 
in  our  firm,  who  specialize  in 
medical  liability.  Only  the  most 
experienced  law  firms  in  Nebraska 
work  on  your  defense. 

Our  defense  spares  no  expense  in 
protecting  and  defending  your 
reputation.  That  means  no  short  cuts  in 
selecting  the  most  qualified  medical  experts 
to  review  a claim  or  testify  on  your  behalf. 

In  addition,  Nebraska  doctors  get 
immediate  action  from  a local  St.  Paul 
claim  representative  who  understands  the 
complexities  of  their  situation 

Your  reputation  depends  on  a strong  ^ 
defense.  So  does  ours.  So  does  The  St.  Paul’s. 

Exceed  your  expectations.  Select  the  nation’s 
leading  and  most  experienced  medical  liability 
insurer.  And  get  the  strongest  possible  defense.  i 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  The  St.  Paul’s  Omaha  Service  Center  at 
(402)  330-5400  or  I -800-642-8430  and  ask  for 
Robert  Slaughter,  Vice  President  and  General  Manager. 
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Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
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service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable  g 

support  for  your  |4-J  Enter 

patient  practice.  | 

Enter  into  a partnership  - a partnership 
in  patient  management. 


Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minima!  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,' 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^-^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

1 .  USP  Df  Update.  September/ October  1988.  p 120. 

2 Br  J Clin  Pharmacol  1985.  20  710-713. 

3 Data  on  file.  Lilly  Research  Laboratories. 

4.  Scand  J Gastroenterol  I987:22(suppl  136j:61-70. 

5.  Am  J Gastroenterol  1989:84  769-774 
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izatidine  capsules 

rief  Summary.  Consult  the  package  literature  for  complete 
iformation. 

idications  and  Usage;  Active  duodenal  ulcer-\oj  up  to  eight  weeks 
treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -for  healed  duodenal  ulcer  patients  at  a 
duced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
f longer  than  one  year  are  not  known. 

ontraindication;  Known  hypersensitivity  to  the  drug.  Use  with  caution 
patents  with  hypersensitivity  to  other  H2*receptor  antagonists, 
recautions;  General-^.  Symptomatic  response  to  nizatidine  therapy 
36S  not  preclude  the  presence  of  gastric  malignancy. 

2.  Do^ge  should  be  reduced  in  patients  with  moderate  to  severe 
sna)  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
/sfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
Jbjects. 

Latxjratory  resfs-False-positive  tests  for  urobilinogen  with  Multistix* 
lay  occur  during  therapy. 

Drug  Interactions -Uo  interactions  have  been  observed  with  theophyl- 
le.  chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
oes  not  inhibit  the  cytxhrome  P*450  enzyme  system;  therefore,  drug 
iteracbons  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
1 occur.  In  patients  given  very  high  doses  (3.900  mg)  of  aspmn  daily, 
icreased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
•i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility- A two-year  oral 
arcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
ibout  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
wJence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
le  density  of  enterochromaffin-like  (ECL)  cells  In  the  gastnc  oxyntic 
)ucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
arcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
ver  were  increased  in  the  high-dose  males  as  compared  with  placebo, 
emale  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day.  about  330 
mes  the  human  dose)  showed  marginally  statistically  significant 
icreases  In  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
umerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
epatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
ontrol  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
iven  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
V excessive  (30®/o)  weight  decrement  as  compared  with  concurrent 
ontrols  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
ccurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine.  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bactenal  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  feta!  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mof/iers- Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Cfee-Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  /^f/enfs-Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions;  Clinical  trials  of  varying  durations  included  almost 
5.000  patients.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1.900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticana  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whetfier  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid*  (nizatidine,  Lilly) 


Wepabc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in  SCOT 
or  SGPT  and.  In  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuation  of  /\xid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-CMcal  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic -fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  H2-receptor  antagonist  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental -SweaUng  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-treated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported. 

Hypersensitivity -As  with  other  H2-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivity  among  this  class  has  been  observed,  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reactions 
(eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Ofher-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosage;  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  [0912891 

Additional  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 
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NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING 


LINCOLN,  NEBRASKA  68508 


PHONE:  (402)  474-447L 
* FAX:  (402)  474-21 9ll 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  pleased  to  endorse  Blue  Cross  and  Blue  Shield  of 
Nebraska  health  insurance  plans  designed  especially  for  the  Association's  members. 

The  NMA  Traditional  plan  offers  "first  dollar  coverage";  that  is,  no  deductible  or  coinsurance  is  applied  to  basic 
covered  services.  The  plan  also  includes  major  medical  coverage  featuring  a $250  individual/$500  family 
calendar  year  deductible.  Under  a single  membership,  once  the  deductible  has  been  satisfied,  the  plan  pays  80% 
and  the  employee  pays  20%  to  the  first  $5,000  of  covered  charges  (employee  pays  $1,000  of  this  amount). 

Under  a family  membership,  once  the  deductible  has  been  satisfied,  the  plan  pays  80%  and  the  employee  pays 
20%  to  the  first  $10,000  of  covered  charges  (employee  pays  $2,000  of  this  amount).  Once  this  amount  has  been 
reached,  benefits  for  covered  services  are  paid  at  100%  for  the  remainder  of  the  calendar  year,  up  to  a lifetime 
maximum  of  $1  million. 


Under  the  Custom  Flex  plan,  basic  and  major  medical  benefits  are  combined  into  one  plan,  with  your  choice  of 
four  front-end  deductibles.  Again,  under  a single  membership,  once  the  deductible  has  been  satisfied,  the  plan 
pays  80%  and  the  employee  pays  20%  to  the  first  $5,000  of  covered  charges  (employee  pays  $1,000  of  this 
amount).  Under  a family  membership,  once  the  deductible  has  been  satisfied,  the  plan  pays  80%  and  the 
employee  pays  20%  to  the  first  $10,000  of  covered  charges  (employee  pays  $2,0(30  of  this  amount).  Benefits  for 
covered  services  are  then  paid  at  100%  for  the  remainder  of  the  calendar  year, 
up  to  a lifetime  maximum  of  $1  million. 

Each  plan  offers  benefits  that  you  and  your  office  staff 
will  appreciate,  such  as  Saturday  Customer  Service 
phone-in  hours  from  8:00  a.m.  to  noon  for  questions 
about  coverage  and  claims.  We  invite  you  to  review  the 
infonnation  on  the  opposite  page  and  send  in  the  coupon 
for  more  information  on  NMA  health  insurance  plans 
from  Blue  Cross  and  Blue  Shield  of  Nebraska. 


Sincerely, 

<T.  ^ 


President  I 

Nebraska  Medical  Association  | 

I 

I 

BOARD  OF  DIRECTORS  | 

PAUL  E.  COLLICOTT,  M.D.,  President  / PERRY  T.  WILLIAMS,  M.D.,  President-Elect  I 

CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer  ! 

RICHARD  A.  RAYMOND,  M.D.  / DONALD  J.  PAVELKA,  M.D.  | 

HERBERT  A HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D.  j 
Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D.  ' 

WILLIAM  L.  SCHELLPEPER,  Executive  Director  / JAMES  K RUIGH,  Assistant  Executive  Director  | 


wo  ways 

to  rricike  your  staff 
feel  better: 


NMA_ 

Traditional  Plan 

•"First  Dollar  Coverage"  - no 
deductible  or  coinsurance 
applied  to  basic  covered 
services. 

•$250  individual/$500 
family  calendar  year 
deductible  on  major  medical  sen/ices. 

•Single  membership:  we  pay  80%  of 
covered  charges  to  first  $5,000  (employee 
pays  $1 ,000  of  this  amount). 

•Family  membersViip:  we  pay  80%  of 
covered  charges  to  first  $1 0,000  (employee 
pays  $2,000  of  this  amount). 

• 1 00%  of  charges  for  covered  services  paid 
to  $1 ,000,000  after  above  criteria  are  met. 

•$100  endorsement  for  outpatient  doctor's 
office  x-ray  and  lab  services,  paying  1 00% 
of  covered  charges  with  no  deductible. 


Please  send  me  more  information  about  Blue  Cross  and 
Blue  Shield  of  Nebraska  NMA  Health  Insurance  Plans. 

Name 


NMA 

Custom  Flex 
Plan 

•Combines  basic  and 
major  medical  benefits. 

•Your  choice  of  four 
front-end  deductible 
amounts. 

•Single  membership:  we  pay  80%  of 
covered  charges  to  first  $5,000  (employee 
pays  $1 ,000  of  this  amount). 

•Family  membership:  we  pay  80%  of 
covered  charges  to  first  $1 0,000  (employee 
pays  $2,000  of  this  amount). 

• 1 00%  of  charges  for  covered  services  paid 
to  $1 ,000,000  after  above  criteria  are  met. 


A 


Address 


City_ 


State 


ZIP 


Mail  to:  Blue  Cross  and  Blue  Shield  of  Nebraska,  7261  Mercy  Road, 
Omaha,  NE  68180  Attention:  Marketing 


t Blue  Cross  and  Blue  Shield 

of  Nebraska,  we  welcome  the 
opportunity  to  help  NMA  members 
and  their  employees  get  the  best 
coverage  and  the  best  service 
possible.  For  more  information  about 
our  NMA  plans,  simply  fill  out  and 
return  this  coupon,  or  call  toll-free 
1-800-642-8014. 


Blue  Cross 
Blue  Shield 

of  Nebraska 


Registered  Ma/Ks  Blue  Cross  and  Blue  SNeW  Assooatioo 


BE  AN 
AIR  FORCE 
PHYSICIAN. 


USAF  HEALTH 
PROFESSIONS 

402-551-0928 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


i 
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FOR  INITIAL  SINGLE-AGENT  THERAPY 
IN  MILD  TO  MODERATE  HYPEIRTENSION. , , 


(verapamil  HCI) 


The  1988  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  "...to  control 
blood  pressure  with  the  fewest  drugs  at  their  lowest  dose....’’’ 


©1990,  G.D.  Searle  & Co. 


HIGH  SINGLE-AGENT  EFFICACY*  . . 

180  mg -EFFICACY 
DEMONSTRATED 
COMPARABLE  T0240mg^ 


Dose-response  relationship" 
(sustained-release  verapamil) 


Verapamil  SR  (mg/day) 

Mean  supine  diastolic  blood  pressure  at  peak  (6  hours  postdose)  versus  verapamil  SR  once  dally 

180  mg... 

-24-HOUR  CONTROL' 

—AN  ECONOMICAL  CHOICE 
-WELL-TOLERATED*  LOW-DOSE  THERAPY' 

When  you  want  the  single-agent  safety  and  efficacy 
of  verapamil  SR  therapy. . . 


SUSTAINED-RELEASE  CAPLETS 

A BRIGHT  NEW  IDEA 

in  verapamil  SR  therapy 


kigte-agent  effteacy  demonstrated  in  six  clinical  studies  of  more  than  4,000  adult  patients  with  varied  titration  schedules  of  up  to  560  mg  or  480  mg  per  day  in  divided  doses. 
ipsQon,  the  most  commonly  reported  side  effect  of  Calan  SR,  is  easily  managed  in  most  patients. 

»see  last  page  of  this  advertisement  for  references  and  a brief  summary  of  prescribing  information. 


SEARLE 


PATIENT  PLUS^  PROGRAM 

NOW  GIVE  PATIENTS  CALAN  SR  180  mg 

FREE  FOR  3 MONTHS 


I1-800-4CALAN41 

Patients  must  be  enrolled  before  October  15, 1990. 

The  Patient  Plus  program  for  Calan  SR  180  mg  is  available  for  all  paOents  for  a limited  time  only.  As  with  other  Searle 
cardiovascular  products.  Calan  SR  180  mg  will  be  available  on  an  ongoing  basis  through  the  Patients  In  Need  program. 

Please  see  your  Searle  Representative  fOr  full  program  details. 


SUSTAINED-RELEASE  CAPLETS 


BRIEF  SUMMARY 

Contraindications;  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings;  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Sweral  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Etecause 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and^r  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

PrecautioDs;  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenai  clearance  of  digitoxin.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents.  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  cont 
AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in  patien 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  le 
increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  a 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  ii 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  anta 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  poi 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage  re 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed.  Dm 
in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the 
test.  Pregnancy  Category  C.  There  are  no  adequate  arid  well-controlled  studies  in  pt 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  n 
Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinue  duhng  ve 
use. 

Adverse  Reactions;  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  ( 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  I 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8% 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain: 
pectons,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpH 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hypei 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibrium  disorders,  ins 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  anr 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens-Johnson  syni 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstr 
impotence. 
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EDITORIAL 


Toward  A Kinder,  Gentler  Practice 


RODNEY  S.W.  BASLER,  M.D. 


Early  in  the  last  decade,  a system  of  thought 
emerged,  and  was  later  organized  into  a book, 
espousing  the  advantages  of  "winning  through 
intimidation".  Unfortunately,  a significant  por- 
tion of  the  practice  of  medicine,  at  least  in  the 
past,  seems  to  have  been  founded  on  this 
principle.  And  many  doctors,  by  nature  and 
through  experience,  tough  and  aggressive,  have 
attempted  to  modify  patients'  behavior  by  forc- 
ing their  own  informed  attitudes  on  them,  for 
the  patients'  benefit,  with  limited  success. 

Very  recently,  however,  the  rough  edges  of 
our  collective  mentality  seem  to  have  begun  a 
slow  process  of  smoothing  down,  as  practition- 
ers are  taking  a more  human  approach  to  inter- 
actions with  their  patients.  We  have  assumed 
the  role  of  advocates  in  the  increasingly  com- 
plex, complicated,  and  confusing  world  of 
modern  medicine.  We  are  supplying  the  "high 
touch"  necessary  to  compliment  the  "high  tech" 
as  we  learned  in  Megatrends.  Patients,  with 
their  seemingly  endless  (and  often  pointless) 
questions,  are  not  being  viewed  as  nuisances; 
they  are  being  appreciated  as  the  sole  reason 
we  practice  our  art. 

There  are  many  reasons  for  this  evolution  in 
the  practice  of  medicine,  but  it  is  important  that 
we  take  appropriate  credit  for  the  fact  that  the 
changes  have  come  from  within  the  profession. 
No  one  believes  that  present  practitioners  are 
more  attentive  to  Osier's  directions  to  truly 
"care"  for  the  patient  than  their  predecessors, 
but  the  approach  has  clearly  become  more 
personal. 

I believe  among  the  various  reasons  for  the 
positive  reformation  of  medical  attitudes,  there 
are  at  least  three  of  particular  interest.  First, 
besides  a certain  mellowing  with  years,  I per- 
sonally believe  the  change  of  approach  to  pa- 
tients, within  my  own  office  is,  to  a large  part, 
reactionary.  As  consumerism  has  led  the  patient 
population  to  a stance  which  is  more  and  more 


opinionated  and  demanding,  often  founded  on 
misinformation,  I have  found  myself  and  my 
office  personnel  becoming  increasingly  more 
quiescent,  helpful,  and  supportive.  I am  an 
ardent  proponent  of  the  "kill  them  with  the 
kindness"  approach  to  patient  relations,  even 
when  they  seem  obstinent  or  even  bordering 
on  hostile,  and  strongly  suggest  this  approach 
to  all  practitioners. 

Two  other  causes  for  the  positive  change  in 
medical  mentality  parallel  the  evolution  of  the 
demographic  composition  of  our  profession. 
The  inclusion  of  large  numbers  of  women  into 
the  main  stream  of  American  medicine,  as  well 
as  the  emergence  of  nurses  as  co-professionals 
in  our  offices  and  hospitals,  has  softened  our 
image  as  hard-liners.  High  levels  of  care,  con- 
cern, and  empathy  may  not  be  gender-related, 
but  nuturing  relationships  seem  more  natural 
for  women,  and  I believe  patients  feel  more  at 
ease  receiving  this  component  of  their  care 
from  female  providers.  Secondly,  the  males 
moving  into  the  policy-making  positions  of 
power  within  organized  medicine  are  products 
of  the  "make  love,  not  war"  sixties.  Aging  flower 
children  tend,  for  the  most  part,  to  be  more 
people-oriented. 

In  the  conclusion,  I think  we  might  do  well  to 
bear  in  mind  the  four  simple  values  which  have 
been  incorporated  into  a new  behavioral  train- 
ing program  for  school  children.  They  are  taught 
to  the  children  as  being  absolute  rather  than 
arbitrary,  and  seem  to  me,  to  be  of  near  equal 
substance  in  our  day-to-day  interactions  with 
patients  as  the  scientific  curriculum  of  our  1 0 to 
1 5 years  of  formal  training; 

1 ) Be  kind  and  helpful 

2)  Be  fair 

3)  Be  responsible 

4)  Be  safe. 
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Spinal  Cord  Compression  - An  Oncologic  Emergency 


*ALBERTR.  FRANK,  M.D. 

Creighton  Cancer  Center 
601  North  30th  Street.  Omaha.  NE  68131 


From  5-10%  ^ of  cancer  pa- 
tients develop  spinal  me- 
tastases  which  cause  neuro- 
logical manifestations,  and  this  incidence 
may  be  increasing  due  to  growing  awareness 
of  this  problem.  Spinal  metastases  with  cord 
compression  have  a devastating  impact  on 
the  quality  of  the  cancer  patient's  survival  by 
causing  permanent  and  total  loss  of  neurol- 
ogic function  with  the  attendant  burden  of 
nursing  care,  family  life  disruption  and  fi- 
nancial loss.  The  purpose  of  this  presenta- 
tion will  be  to  analyze  the  pathophysiology, 
clinical  presentation  and  management  of 
spine  metastases  may  result  in  band-like  pain 
portance  of  clinical  awareness  of  this  syn- 
drome so  that  early  therapy  may  be  insti- 
tuted to  halt  progression  of  neurologic  defi- 
cit. 

Pathophysiology 

The  thoracic,  lumbar  and  cervical  areas 
are  affected  by  metastatic  disease  in  a de- 
creasing order  of  frequency.  Most  cases  of 
cord  compression  are  caused  by  tumor  spread 
to  the  bony  encasement  of  the  spinal  cord 
via  the  venous  route  of  Batson's^  plexus, 
which  is  a network  of  small  vessels  through 
which  tumor  cells  move  freely.  The  fre- 
quency of  metastatic  involvement  of  the 
spine  may  be  explained  by  this  vascular 
network  and  by  a large  amount  of  highly  vas- 
cularized red  marrow  in  the  vertebrae,  which 
is  a favorable  microenvironment  for  tumor 
growth.^  The  vertebral  body  located  anterior 
to  the  cord  is  involved  in  about  85%  of  cases 
and  this  fact  has  important  implications  re- 
garding totality  of  surgical  removal  at  lam- 
inectomy. This  type  of  spread  is  commonly 
seen  with  breast,  prostate  and  lung  neo- 
plasms. Tumor  may  also  spread  to  the  epidu- 
ral space  through  the  intervertebral  foram- 
ina and  is  seen  with  neoplasms  such  as 
lymphoma  and  testicular  tumors.  The  least 
common  spread  is  arterial  and  is  seen  with 
melanomas,  sarcomas  and  renal  neoplasms. 


Clinical  Presentation 

Spinal  pain  is  the  most  frequent  sign  asso- 
ciated with  subsequent  cord  compression 
and  is  seen  in  about  95%  of  cases.''  This  pain 
is  due  to  involvement  of  the  bony  spine 
structures  and  may  be  present  weeks  to 
months  before  actual  cord  compression 
symptoms  develop.  Pain  is  located  in  the 
area  of  compression  and  may  have  a radicu- 
lar component.  Eventually  weakness  of  the 
lower  extremities  appears  and  may  have  a 
slow  or  rapid  progression.  This  weakness  is 
often  underestimated  by  patients  and  is  noted 
on  neurologic  examination.  Other  signs  are 
sensory  deficits  and  autonomic  dysfunction 
such  as  loss  of  bowel  or  bladder  control. 
These  latter  manifestations  occur  later  and 
reflect  advanced  disease.  Cervical  spine  me- 
tastases often  cause  pain  in  the  arms  and 
shoulders,  those  in  the  lumbar  area  radicular 
pain  down  the  lower  extremities  and  dorsal 
spine  metastases  may  result  in  bind-like  pain 
around  the  chest  or  abdomen.  Amsellen^ 
has  detailed  the  clinical  syndromes  of  cervi- 
cal, thoracic,  cauda  equina  and  conus  me- 
dullaris  compression  syndromes.  Back  pain 
may  be  the  presenting  complaint  of  spinal 
cord  compression  and  this  is  particularly 
frequent  with  lymphoma  and  multiple  my- 
eloma. Solid  neoplasms  such  as  lung  and 
prostate  cancer  may  present  like  this,  but 
this  is  a rare  finding  with  breast  carcinoma.® 
Back  pain  may  be  due  to  retroperitoneal 
adenopathy,  bony  metastases  with  cord  com- 
pression, infections,  visceral  causes  and 
herpes  zoster.  Bernat's  series^  found  verte- 
bral metastases  with  spinal  cord  compression 
in  35%  of  cases,  carcinomatous  meningitis  in 
24%,  plexopathy  or  neuropathy  in  21%  and 
no  cause  in  21%. 

Diagnosis 

The  prevalence  of  cancer  as  the  cause  of  low 
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back  pain  in  a primary  care  setting  is  quite 
low.®  Findings  suggesting  malignancy  are 
age  over  50  years,  over  10  lbs  of  weight  loss, 
lymphadenopathy,  no  improvement  after  a 
recent  clinic  visit,  neurologic  deficits  and  a 
history  of  carcinoma.  Two-thirds  of  metasta- 
ses  are  due  to  dorsal  spine  involvement  and 
a work-up  is  indicated  for  mid-back  pain 
without  any  obvious  history  of  injury.  X-rays 
of  the  spine  will  frequently  show  a destruc- 
tive lesion  but  in  some  instances  will  be 
negative  especially  in  early  lesions.  Bone 
films  will  not  be  positive  unless  30-50%  of 
vertebral  bone  has  been  destroyed  and  can 
easily  miss  early  involvement.®  Bone  scan- 
ning is  the  most  sensitive  method  of  screen- 
ing for  bony  metastases  in  asymptomatic  pa- 
tients. However,  multiple  myeloma  or  ag- 
gressive tumors  may  result  in  false-negative 
scan.  Thirty  percent  of  patients  with  normal 
x-rays  have  positive  scans.  The  false-nega- 
tive rate  is  low  at  3-8%.  However,  for  pa- 
tients with  localized  back  pain,  false-posi- 
tive results  occur  with  arthritis,  trauma  and 
infections.®  In  one  study,  bone  scans  were 
unnecessary  with  neurologic  signs  of  myelo- 
pathy, radiculopathy  or  positive  plain  films 
and  predicted  spinal  cord  compression  in 
only  61%  of  patients.  Therefore,  bone  scans 
may  be  of  limited  use  in  early  decision 
making  about  the  presence  of  absence  of 
spinal  cord  compression.  When  the  diagno- 
sis of  spinal  cord  compression  is  suspected, 
myelography  is  indicated.®  (Figure  1)  The 
advantage  of  myelography  over  CT  scanning 
is  that  the  entire  spinal  cord  may  be  visual- 
ized. The  disadvantages  of  myelography  are 
minor  complications  such  as  headache, 
nausea,  dizziness  or  confusion.  If  a com- 
plete block  is  found  on  lumbar  myelogra- 
phy, additional  contrast  medium  should  be 
injected  at  the  cisternal  area  at  Cl -2  to 
define  the  upper  extent  of  the  lesion. 
Myelography  gives  information  about  the 
completeness  of  the  block  and  the  number 
of  such  areas.  The  dye  is  left  in  place  and 
provides  evidence  of  response  to  treatment. 
CT  scanning  has  excellent  sensitivity  com- 
pared with  myelography,  it  is  non-invasive 
and  provides  much  better  soft  tissue  detail.^® 
(Figure  2)  The  disadvantage  of  CT  scanning 
is  that  silent  lesions  at  multiple  levels  may  be 
missed  in  10%  of  patients.  CT  scanning  is  a 
useful  modality  in  the  diagnosis  of  spinal 
cord  compression  and  may  have  a compli- 
mentary role  to  myelography  particularly  if 


FIGURE  1 

66  year  old  white  female  with  metastatic  breast 
carcinoma.  Developed  increasing  back  pain.  My- 
elogram shows  complete  block  at  T8,  partial  block 
at  T 1 1 . 

later  surgery  is  indicated.  Magnetic  reso- 
nance imaging  has  been  reported  to  be  very 
useful  and  may  eventually  replace  the  my- 
elogram in  the  evaluation  of  spinal  cord 
compression.”  (Figure  4)  The  entire  spinal 
cord  may  be  visualized  non-invasively  and 
better  resolution  than  when  myelography  is 
obtained.  The  disadvantages  of  MRI  are  that 
the  patient  needs  to  hold  absolutely  still  for 
a half  hour,  and  the  relative  lack  of  available 
scanners. 

Treatment 

Once  the  diagnosis  of  spinal  cord  com- 
pression is  established,  treatment  is  usually 
started  with  steroids,  which  are  a standard 
part  of  therapy.  An  experimental  animal 
model  demonstrated  that  steroids  could  halt 
progression  of  paraplegia  and  have  a dra- 
matic early  transient  effect  by  decreasing 
spinal  cord  edema.”  In  humans  steroids 
have  been  very  effective  for  providing  relief 
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FIGURE  2 

CT  scan  shows  extensive  destruction  of  T7  & T8  with  tumor  extending  thru  posterior 
cortex  with  compromise  of  central  canal. 


of  pain  and  early  functional  improvement. 
High  doses  are  often  recommended  and  ta- 
pered over  two  weeks.  However,  good  re- 
sults may  occur  with  lower  doses.  Surgery 


FIGURE  3 

Removal  of  T7  & T8  vertebral  bodies  involved  with 
extensive  metastatic  disease  followed  by  Harring- 
ton Rod  internal  fixation  from  T6-T9.  Methylemeth- 
acrylate  replacement  of  T7  & T8  (arrows). 


alone  is  usually  not  recommended  because 
most  metastatic  lesions  occur  in  the  verte- 
bral body  which  is  anterior  to  the  spinal 
cord.  Anterior  invasion  of  the  epidural  space 
occurs  and  this  results  in  persistent  epidural 
neoplasm  as  the  surgical  approach  has  usu- 
ally been  posterior.  A new  anterior  approach 
with  vertebral  body  resection,  Methometh- 
acralate  reconstruction  and  Harrington-Rod 
stabilization  appears  promising  and  may  sub- 
stantially change  the  therapeutic  approach 
to  spinal  cord  compression.’^  (Figure  3)  For 
patients  who  are  asymptomatic  with  incom- 
plete cord  block,  sensitive  tumor  such  as 
lymphoma  or  breast  carcinoma  or  poor 
surgical  candidates,  high  dose  irradiation 
may  be  initiated  after  steroids  have  been 
started.  Even  those  with  progressive  neurol- 
ogic deficits  may  benefit  from  primary  irra- 
diation, Usually,  the  dose  of  irradiation  is  in 
the  range  of  300  to  500  rads  a day  given  over 
about  three  days.  This  is  followed  by  stan- 
dard doses  of  irradiation  of  180  to  200  rads 
a day.  Total  tumor  doses  of  3,000  rads  may 
suffice  for  lymphoma,  4,000  rads  for  breast 
or  prostate  cancer  and  5,000  rads  may  be 
necessary  for  insensitive  tumors  such  as  renal 
cell  carcinoma  or  melanoma.  Doses  above 
5,000  rads  are  associated  with  myelitis  which 
may  take  several  months  to  develop.  Over- 
all, 40-50%  of  patients  remain  ambulatory’'* 
and  the  results  of  radiation  alone  in  appro- 
priate situations  equal  those  obtained  fol- 
lowing laminectomy  with  postoperative  irra- 
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FIGURE  4 

MRI  shows  body  of  Til  replaced  by  tumor  which  is  expanding  posteriorly  to 
compress  the  spinal  cord. 


diation.  Since  studies  have  shown  equal 
results  with  irradiation  vs.  surgery  and  post- 
operative irradiation,  radiotherapy  has  be- 
come the  primary  modality  of  treatment  for 
spinal  cord  compression.  However,  laminec- 
tomy is  recommended  in  the  situations  when 
the  diagnosis  is  in  doubt  and  the  type  of 
primary  tumor  is  unknown.  Also,  when  re- 
lapse occurs  after  radiotherapy  and  when  no 
further  radiation  can  safely  be  given,  lam- 
inectomy is  recommended.  For  those  with 
radio-resistent  neoplasms  such  as  sarcoma, 
melanoma  and  renal  cell  carcinoma  and 
progressive  symptoms  after  starting  irradia- 
tion, laminectomy  may  also  be  indicated.  In 
some  emergent  situations  when  a patient 
has  rapidly  progressive  symptoms  decom- 
ressive  surgery  may  be  indicated  before 
eginning  external  irradiation  since  the  ef- 
fect of  radiation  may  not  be  observed  for 
several  days  and  the  emergent  nature  of  the 
clinical  situation  requires  immediate  relief 
of  spinal  cord  compression.^^ 

The  epidural  space  is  on  the  systemic  side 
of  the  blood-brain  barrier  and  a sensitive 
tumor  in  this  location  should  respond  to  che- 
motherapy in  a manner  identical  to  other 
regions  of  the  body.  Chemotherapy  has  been 
reported  to  successfully  relieve  epidural  cord 
compression  in  sensitive  tumors  such  as  lym- 
phoma or  Hodgkin's  disease  occurring  in  an 
irradiated  area  or  when  only  a small  amount 
of  disease  is  seen  on  myelography.’^ 


Prognosis 

The  prognosis  of  patients  with  epidural 
spinal  cord  compression  remains  poor.  Only 
about  35%  of  all  patients  in  reported  studies 
retain  ability  to  ambulate.  Those  patients 
with  advanced  neurologic  deficits  and  para- 
plegia usually  will  not  regain  neurologic 
function  if  these  deficits  have  been  present 
for  several  hours.  Prognostic  factors  include 
tumor  type,  tumor  location  (anterior  vs. 
posterior),  strength  at  presentation  and  ex- 
tent of  myelographic  block. The  rate  of 
progression  of  symptoms  and  the  patient's 
general  medical  condition  also  have  prog- 
nostic pertinence.  Since  these  patients  have 
metastatic  cancer,  the  median  survival  is 
short  and  the  goal  of  treatment  is  palliation 
and  not  cure.  Those  with  sensitive  neo- 
plasms and  early  signs  of  cord  compression 
will  generally  do  well  and  retain  the  ability 
to  walk.  However,  those  with  more  ad- 
vanced symptoms  and  with  poorly  respond- 
ing tumor  such  as  lung  neoplasms  infre- 
quently have  a good  response  to  therapy. 
However,  unless  the  patient  is  moribund,  an 
aggressive  approach  to  treatment  is  indi- 
cated since  the  effects  of  spinal  cord  com- 
pression are  so  devastating  for  the  patient. 

CASE  HISTORY  #1 

The  patient  is  a 66  year  old  white  female 
who  underwent  a right  mastectomy  for  treat- 
ment of  adenocarcinoma  of  the  breast  in 
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1981.  The  axillary  nodes  were  negative  for 
metastatic  disease.  No  post-operative  ad- 
juvant treatment  was  given.  In  1989,  she 
developed  upper  back  pain.  X-rays  of  her 
spine  showed  compression  fractures  of  T7 
and  T8.  She  was  treated  symptomatically  for 
osteoporosis  with  improvement  of  her  pain. 
About  two  months  later,  the  patient  devel- 
oped weakness  and  numbness  of  her  legs.  A 
myelogram  was  performed  and  showed  a 
complete  block  at  T8  and  a partial  block  at 
Til.  (Figure  1).  A CT  scan  demonstrated  ex- 
tensive metastatic  involvement  of  T7  and  T8 
with  tumor  extending  through  the  posterior 
cortex  of  the  vertebral  body  with  compro- 
mise of  the  central  canal.  (Figure  2).  Her 
bone  scan  showed  multiple  areas  of  metas- 
tatic disease.  The  patient  was  started  on  IV 
steroids  and  was  given  a short  course  of 
preoperative  irradiation  to  the  area  of  cord 
compression  receiving  600  rads  in  two  treat- 
ment fractions  of  300  rads  each.  She  then 
underwent  surgical  removal  of  the  vertebral 
bodies  of  T7  and  T8  followed  by  Harrington 
Rod  internal  fixation  from  T6  to  T9.  The 
vertebral  bodies  of  T7  and  T8  were  replaced 
with  Methylmethacrylate.  (Figure  3).  She 
was  later  treated  with  a course  of  external  ir- 
radiation to  a total  tumor  dose  of  2,950  rad. 
Her  back  pain  completely  subsided.  Her  leg 
weakness  seemed  to  worsen  following  her 
surgery  but  subsequently  some  improvement 
of  neurologic  function  was  noted.  This  case 
illustrates  the  fact  that  back  pain  may  be 
pre_sent  for  weeks  to  months  before  actual 
cord  compression  symptoms  develop.  It  also 
illustrates  how  less  than  optimal  results  may 
result  from  treatment  with  extensive  aggres- 
sive neoplasms  with  complete  cord  block  as 
noted  on  the  CT  study  and  myelogram. 

CASE  HISTORY  #2 

The  patient  is  a 71  year  old  white  male 
who  presented  with  severe  lumbar  back 
pain  and  band-like  pain  around  his  thorax 
and  upper  abdomen.  An  MRI  study  (Figure 
4)  showed  almost  complete  replacement  of 
the  body  of  Til  with  tumor.  The  tumor  was 
noted  to  expand  posteriorly  to  compress  the 
spinal  cord.  A bone  marrow  examination 
showed  involvement  with  multiple  myeloma. 
The  patient  was  treated  with  a course  of 
external  irradiation  with  complete  relief  of 
his  symptoms.  This  case  illustrates  good 
response  that  may  be  obtained  with  sensi- 
tive tumors  such  as  multiple  myeloma  and 


when  treatment  is  started  before  marked 
neurologic  deficit  occurs. 

Summary 

Spinal  cord  compression  secondary  to 
epidural  metastatic  tumor  is  an  emergency 
clinical  situation  that  requires  prompt  diag- 
nosis and  treatment  if  permanent  neurologic 
damage  is  to  be  prevented.  Physicians  caring 
for  patients  with  cancer  must  maintain  a 
high  index  of  suspicion  for  this  problem. 
Back  pain  is  a common  clinical  situation  in 
the  general  population  but  in  the  cancer 
patient,  one  should  consider  this  sign  indica- 
tive of  possible  spinal  cord  compression 
even  though  a long  tumor-free  interval  has 
occurred  since  the  original  diagnosis  of 
neoplasm.  The  diagnosis  is  established  by 
thorough  neurologic  examination,  plain  x- 
rays,  myelography,  CT  and  MRI  scanning. 
Once  the  diagnosis  is  established,  treatment 
is  instituted  with  steroids,  decompressive 
surgery  and  postoperative  irradiation  or 
external  irradiation  alone  depending  upon 
the  emergent  nature  of  the  clinical  situation. 
Regardless  of  the  initial  treatment,  patients 
with  spinal  cord  compression  require  man- 
agement in  a multi-disciplinary  fashion.  Early 
therapy  will  result  in  the  best  relief  of  symp- 
toms and  maintenance  of  the  ability  to  walk. 
The  ultimate  prognosis  of  such  patients  is 
very  dismal  in  view  of  the  metastatic  nature 
of  their  disease  but  prompt  diagnosis  and 
treatment  is  necessary  to  prevent  devastat- 
ing sequelae  for  the  patients  and  their  fami- 
lies. 
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Introduction: 

CHROMOSOME  studies  play  a 
major  role  in  providing  a 
specific  diagnosis  and  a bet- 
ter understanding  of  numerous  clinical  syn- 
dromes. Physicians  order  chromosome  stud- 
ies for  confirmation  of  diagnoses  which  may 
have  a cytogenetic  etiology.  Unless  obvious 
phenotypes  are  present,  it  is  generally  diffi- 
cult to  specifically  identify  cytogenetic  syn- 
dromes clinically.  For  example,  Trisomy  21, 
18,  and  13  are  much  more  definitively  diag- 
nosed than  Turner  Syndrome,  Fragile  X, 
Prader  Willi  Syndrome,  and  other  chromo- 
some deletion  or  duplication  syndromes.  (See 
Table  1) 

This  article  is  based  on  the  referral  infor- 
mation and  cytogenetic  studies  of  blood 
samples  processed  between  January,  1986 
through  May,  1989  at  the  Hattie  B.  Munroe 
Center  of  Human  Genetics,  UNMC,  Omaha, 
Ne.  and  at  the  Genetics  Department  at  the 
Boystown  National  Research  Hospital, 
Omaha,  Ne.  The  indications  stated  by  the  re- 
ferring physicians  for  the  chromosome  study 
and  the  actual  cytogenetic  laboratory  results 
are  tabulated  with  percentages  given.  Inter- 
views with  referring  physicians  were  then 
conducted  to  develop  potential  criteria  for 
clinicians  to  enhance  the  use  of  cytogenetic 
studies. 

Physicians'  Reasons  for  Chromosome 
Analysis: 

If  the  physician  strongly  suspects  a cyto- 
genetic etiology  for  the  clinical  diagnosis, 
chromosome  analysis  will  be  performed  for 
confirmation.  Chromosome  studies  are  also 
done  with  the  hope  of  establishing  a diagno- 
sis if  there  is  at  least  one  major  system  mal- 
formation associated  with  minor  anomalies 
or  if  there  are  two  or  more  major  system 
malformations,  i.e.  multiple  congenital 
anomalies.  Some  other  common  reasons  to 


do  chromosome  analyses  are  "failure  to  grow," 
ambiguous  genitalia,  unusual  appearance/ 
dysmorphic  features,  and  adolescent  females 
with  short  stature  and  amenorrhea. 

Upon  receiving  a report  of  normal  chro- 
mosomes, the  physician  will  pursue  other 
avenues,  including  other  diagnostic  meas- 
ures and  subspecialty  consultation,  in  order 
to  establish  a diagnosis.  If  the  results  confirm 
his  diagnosis,  the  physician  will  treat  the 
patient  as  intended  as  well  as  refer  the  pa- 
tient for  genetic  counseling.  If  the  results 
come  back  cytogenetically  abnormal  but  dif- 
ferent from  that  expected,  the  physician  will 
then  look  for  a new  prognosis  and  develop  a 
new  treatment  plan. 

Of  the  physicians  interviewed,  malprac- 
tice concerns  were  not  considered  to  be  a 
major  issue  in  their  reasons  to  order  or  not 
order  chromosome  studies.  However,  they 
are  cognizant  that  the  potential  concern  is 
there.  Where  malpractice  does  play  an  issue 
relates  to  genetic  counseling.  All  the  physi- 
cians interviewed  agree  that  they  should 
provide  background  and  general  information 
to  the  patient  but  that  more  detailed,  specific 
information  should  be  provided  and  ex- 
plained by  trained  cytogenetic  counselors  or 
geneticists. 

The  monetary  expense  of  the  chromo- 
some analysis  is  also  not  a deterrant  to 
physicians,  especially  if  they  determine  that 
such  a study  is  in  the  best  interest  of  their  pa- 
tients. Some  means  of  payment  is  devised,  or 
if  the  patient  does  not  have  an  acute  prob- 
lem, testing  may  be  temporarily  postponed. 

Cost: 

Chromosome  karyotyping  of  blood  samples 
are  valued  at  $400.00  and  that  for  Fragile  X 
studies  cost  $550.00.  The  1,570  studies  under 
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TABLE  1 


Indication  for 

No.  & percent  of 

No.  & percent  of  diagnoses 
Cytogenetically  Confirmed/ 

Chromosome 

Total  Referrals 

No.  unexpeced  cytogenetic 

Study 

Fragile  X 

321 

(20.4%) 

abnormalities 

22  (6  9%) 

/ +7 

Spontaneous  Abortions 

263 

(16.8%) 

9 

(3.4%) 

Any 

159 

(10.1%) 

15 

(9.4%) 

Down  Syndrome 

118 

(7.5%) 

76 

(64.4%) 

/ +3 

Turner  Syndrome 

113 

(7.2%) 

14 

(12.4%) 

/ +3 

Multiple  Congenital 
Anomalies 

104 

(6.6%) 

11 

(10.6%) 

Family  member  with 
chromosome  abnormality 

103 

(6.6%) 

18 

(1  7.5%) 

Miscellaneous 

78 

(5.0%) 

8 

(10.3%) 

Translocation  Carrier 

64 

(4.1%) 

20 

(31.3%) 

/ +5 

Other  specific 
chromosome  syndrome 

61 

(3.9%) 

14 

(23.0%) 

Developmental  Delay 

31 

(2.0%) 

2 

(6.5%) 

Prader  Willi  Syndrome 

25 

(1 .6%) 

3 

(12.0%) 

Edward  Syndrome 

19 

(1 .2%) 

10 

(52  6%) 

Mental  Retardation 

19 

(1 .2%) 

2 

(10  5%) 

Klinefelter  syndrome 

14 

(0.9%) 

5 

(35.7%) 

Dysmorphic  Features 

14 

(0  9%) 

0 

(0.0%) 

Patau  Syndrome 

12 

(0.8%) 

5 

(41 .7%) 

/ +2 

Unspecified  Trisomy 

8 

(0.5%) 

0 

(0.0%) 

Beckwitt- Wiedemann 

7 

(0.4%) 

1 

(14.3%) 

XLP  gene 

7 

(0.4% 

1 

(14.3%) 

Small  for  Gestational  Age 

7 

(0.4%) 

1 

(14.3%) 

Retinoblastoma 

6 

(0.4%) 

1 

(16.7%) 

Infertility 

6 

(0.4%) 

0 

(0.0%) 

Fanconi's  Anemia 

5 

(0.3%) 

1 

(20.0%) 

Hydrocephalus 

3 

(0.2%) 

0 

(0.0%) 

Spina  Bifida 

2 

(0.1%) 

0 

(0.0%) 

Sexually  Immature 

1 

(0.1%) 

1 

(100.0%) 

1,570 

(99.9%) 

240 

( 15  3%) 

4-20 

♦Total  No.  & percent  of  cytogenetic  abnormalities  260  (16.6%) 


review  total  $676,150,  and  of  this  total,  only 
16.6%  or  $112,241  yielded  cytogenetic 
anomalies.  The  balance  was  spent  on  normal 
chromosome  analyses.  It  should  be  empha- 
sized that  normal  studies  may  be  very  impor- 
tant to  the  clinician  and  reassuring  to  the 
patient,  but  this  cannot  be  formally  assessed 
in  this  study. 

Referrals  for  Chromosome  Analyses: 

Two  hundred  sixty-three  blood  samples 
from  patients  with  spontaneous  abortions 
were  processed,  and  of  these,  nine  (3.4%) 
were  chromosome  related.  The  cytogenetic 
abnormalities  included  five  balanced  translo- 
cations, one  mosaicism,  one  inversion,  one 
derivative  X,  and  one  with  a higher  than 
normal  frequency  of  spontaneous  chromo- 
some breakage.  Three  hundred  twenty-one 
patients  were  referred  for  Fragile  X studies  and 
and  twenty-two  were  positive  for  a percent- 
age of  6.9%.  Also  seven  other  cytogenetic  ab- 


normalities were  found.  One  hundred  fifty- 
nine  samples  were  sent  with  nonspecific 
multiple  anomalies  (any  diagnosis)  and  fif- 
teen had  a chromosome  anomaly  (9.4%). 
(See  Table  1) 

One  hundred  four  patients  were  referred 
for  multiple  congenital  anomalies  (MCA). 
Eleven  (10.6%)  had  a chromosome  basis  for 
their  symptoms,  89.4%  did  not.  Finally,  four- 
teen of  one  hundred  thirteen  (12.4%)  with  a 
referring  diagnosis  of  Turner  Syndrome  were 
confirmed  by  chromosomal  analysis.  (See 
Table  1) 

Of  the  MCA  referrals,  eleven  patients  and 
their  families  had  their  problem  attributed  to 
a known  etiology  with  direction  for  manage- 
ment. The  physicians  of  the  other  ninety- 
three  patients,  having  eliminated  a detect- 
able chromosome  cause,  had  more  reason  to 
investigate  other  potential  etiologies.  Simi- 
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larly,  fourteen  women  had  a cytogenetic 
explanation  for  their  late  physical  develop- 
ment, sterility,  and  amenorrhea  associated 
with  Turner  Syndrome,  while  in  the  other 
cases  other  explanations  for  the  patients' 
difficulties  needed  to  be  considered.  With 
these  two  examples,  one  can  begin  to  appre- 
ciate that  even  normal  chromosome  results 
for  a particular  patient  is  just  as  important  a 
clue  as  confirmation  of  an  abnormal  kar- 
yotype is  in  sorting  out  the  differential  diag- 
nosis. 

Summary/Discussion: 

The  analysis  presents  that  19.2%  of  the 
blood  samples  sent  for  chromosome  analysis 
show  a cytogenetic  abnormality.  This  ex- 
cludes figures  on  spontaneous  abortions.  This 
percentage  is  clinically  significant  because  it 
confirms  a physician's  clinical  acumen  of 
genetic  disorders. 


It  is  important  to  perform  cytogenetic 
studies  on  specific  patients  when  the  clinical 
presentation  is  suggestive  of  a known  chro- 
mosome syndrome,  or  when  multiple  abnor- 
malities do  not  fit  a recognized  pattern.  The 
former  will  offer  the  physician  conclusive 
support  of  his  diagnosis  and  justification  for 
his  treatment.  The  latter  will  allow  physicians 
to  treat  their  patients  either  with  the  knowl- 
edge that  the  syndrome  has  a genetic  compo- 
nent or  will  permit  the  physician  to  search  for 
other  explanations  if  the  chromosome  stud- 
ies are  normal.  Both  will  provide  a basis  for 
genetic  counseling  and  whether  to  proceed 
with  testing  of  other  family  members. 
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ABSTRACT 

A case  is  reported  in  which  Shigella  sonnei  induced 
both  maternal  disease  (chorioamnionitis)  and  neonatal 
disease  (pneumonia)  in  the  immediate  peripartuirtional 
period.  The  role  of  Shigella  sonnei  as  a periparturitional 
pathogen  is  discussed. 

INTRODUCTION 

HIGELLA  SONNEI  is  a major 
cause  of  diarrheal  disease. 
The  Center  for  Disease 
Control  (CDC)  in  Atlanta  reported  11,221 
cases  in  1987.  Previous  reviews  of  this  sur- 
veillance system  estimated  that  only  5%  of 
shigellosis  cases  are  reported  to  CDC.  The 
most  common  clinical  forms  of  shigellosis  are 
watery  diarrhea  (toxic  form),  colitis  (dysen- 
teric form),  or  watery  diarrhea  progressing  to 
colitis.  Uncomplicated  shigellosis  in  an  oth- 
erwise healthy  adult  is  usually  a self-limited 
disease.  Extraintestinal  invasion  is  thought  to 
be  rare,  but  may  include  septicemia,  menin- 
gitis, pneumonia,  vaginitis,  urinary  tract  in- 
fection, or  peritonitis  as  a result  of  intestinal 
perforation.^  This  report  focuses  on  the  abil- 
ity of  Shigella  sonnei  to  be  a significant  pa- 
thogen during  the  periparturitional  period 
for  both  the  mother  and  the  infant. 

CASE  REPORT 

A 24  year  old,  para  3-0-0-2,  black  female, 
presented  in  active  labor  at  41  weeks  gesta- 
tion. Her  prenatal  course's  only  complica- 
tions were  asymptomatic  endocervical  gono- 
coccal and  chlamydial  infections.  The  pa- 
tient's history  revealed  that  she  was  staying 
with  her  sister,  her  sister's  three  children  and 
her  boyfriend  in  a house  with  inadequate 
sanitation.  All  members  of  the  household  ex- 
cept the  sister  at  one  time  or  another  expe- 
rienced acute  diarrheal  disease  prior  to  the 
patient's  admission  to  the  hospital.  This 
diarrheal  outbreak  coincided  with  an  epi- 
demic outbreak  of  shigellosis  in  the  local 
community. 


At  the  time  of  admission  to  labor  and  de- 
livery, the  patient  was  asymptomatic  in  terms 
of  gastrointestinal  symptomatology,  the  cer- 
vix was  60%  effaced  and  2 cm  dilated.  The 
fetal  membranes  were  intact.  Twelve  hours 
after  admission,  the  patient's  temperature 
rose  to  101.8°  F.  The  fetal  heart  rate  was  180 
beats  per  minute.  The  fetal  tachycardia  was 
documented  over  a 20  minute  period.  At  this 
time,  the  membranes  were  artificially  rup- 
tured revealing  thick,  meconium-stained 
anmiotic  fluid.  The  patient  was  started  on 
intravenous  mezlocillin  2 grams  every  six 
hours.  Eighteen  hours  after  admission,  the 
patient  delivered  vaginally.  Cord  blood  and 
placental  cultures  were  obtained  at  delivery. 
The  patient's  temperatured  rapidly  lysed  and 
after  24  hours,  antimicrobiol  therapy  was  ter- 
minated. On  PPD  3,  the  mother  developed 
brown  watery  diarrhea,  abdominal  pain,  and 
hyperactive  bowel  sounds.  Laboratory  val- 
ues at  that  time  were  WBC  11,000  (32  bands, 
55  segs),  HGB  11.1,  platelet  count  114,000. 
Both  maternal  blood  and  urine  were  steril.  A 
second  cervical  culture  grew  moderate  yeast 
Cord  blood  culture  grew  Shigella  sonnei 
(Group  D)  and  the  placental  culture  eventu- 
ally grew  the  same  organism  from  the  thiogly- 
colate  broth  only. 

Because  the  cord  blood  and  placental 
cultures  grew  out  ampicillin  resistant  S.  son- 
nei isolate,  when  maternal  diarrhea  devel- 
oped in  the  postpartum  period,  therapy  was 
begun  with  gentamicin  and  trimethoprim- 
sulfamethoxale.  The  patient's  stool  was  not 
cultured  for  enteric  bacterial  pathogens  un- 
til after  antibiotic  therapy  was  instituted. 
These  cultures  were  negative  for  enteric 
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bacteria.  The  patient  remained  afebrile  and 
the  diarrhea  resolved  over  the  next  48  hours. 
At  the  time  of  discharge,  the  erythrocyte 
sedimentation  rate  and  C-reactive  protein 
determination  remained  elevated  at  83  mm/ 
hr  and  1:32  respectively. 

The  female  newborn  weighing  7 lbs.  1 1 
oz.  was  delivered  vaginally.  The  cord  ph  was 
7.43.  The  infant  had  Apgars  of  9 and  9 at  1 
and  5 minutes,  respectively.  Within  four  hours 
of  birth,  the  development  of  tachypnea,  na- 
sal flaring,  and  temperature  instability 
prompted  transfer  of  the  baby  to  the  neona- 
tal ICU.  Blood  and  urine  cultures  taken  at 
that  time  were  negative.  A chest  X-ray  was 
normal.  Laboratory  results  included  a WBC 
of  31,500,  with  11  bands,  46  segs  and  nor- 
mal cerebrospinal  fluid  (CSF)  chemistries.  Al- 
iquots of  CSF  were  negative  for  bacterial 
antigens  and  organisms.  Therapy  was  begun 
with  intravenous  ampicillin  and  gentamicin. 
When  it  was  known  that  both  cord  blood  and 
placental  cultures  were  positive  for  Shigella, 
antimicrobial  therapy  was  switched  to  cefotax- 
ime on  the  second  day  of  antibiotic  therapy  at 
which  time  the  nasal  flaring  and  temperature 
instability  resolved  and  the  WBC  dropped  to 
20,200.  The  infant  never  developed  diarrhea. 
All  neonatal  stool  cultures  were  negative.  The 
infant  continued  to  do  well.  The  WBC  dropped 
to  14,400  prior  to  discharge  on  PPD  5. 

DISCUSSION 

Characteristically,  infants  developing 
neonatal  shigellosis  are  born  to  mothers  who 
are  asymptomatic  at  the  time  of  parturi- 
tion.^'^ In  retrospect,  it  can  usually  be  estab- 
lished that  the  mother  had  a bout  of  diarrheal 
disease  at  some  time  within  four  to  six  weeks 
prior  to  delivery. The  resultant  progeny  are 
usually  of  normal  birth  weight  and  have  good 
Apgar  scores. Disease  manifests  within  the 
first  24  to  96  hours.  When  infection  occurs  in 
neonates,  it  often  lacks  the  distinct  features 
typical  of  disease  in  older  children:  high 
fever;  meningismus;  and,  convulsions.  The 
principal  manifestations  described  in  cases 
of  neonatal  shigellosis  have  been  failure  to 
take  feedings  well  and  development  of  a 
nonspecific  diarrhea.  Diarrhea  occurs  be- 
tween the  second  and  fifth  days  following 
delivery.  Not  infrequently,  respiratory  dis- 
tress precedes  gastroenteritis  and  the  diarrheal 
syndrome.  In  contrast  to  the  adult,  bactere- 
mia in  the  course  of  neonatal  shigellosis  is  not 
rare. 


In  this  patient.  Shigella  sonnei  produced 
both  maternal/fetal  disease  (chorioamnioni- 
tis)  and  neonatal  disease  (pneumonia).  The 
significance  of  recovering  S.  sonnei  from 
cord  blood  is  questionable  because  meticu- 
lous cleansing  of  the  cord  had  not  been  im- 
plemented prior  to  specimen  collection.  The 
presence  of  Shigella  sonnei  in  both  blood 
culture  bottles  lessened  but  did  not  exclude 
the  possibility  of  entry  contamination. 

That  Shigella  sonnei  may  induce  septice- 
mia in  the  newborn  has  been  inferred  by 
Ruckerman  et  al.^  They  reported  a 30-week, 
2240  gram  male  infant  who  was  born  to  a 1 7 
year  old  primgravida  after  rupture  of  the  fetal 
membranes  of  36  hours.  Retrospective  analy- 
sis revealed  diarrheal  disease  in  the  mother 
for  five  days.  Postpartum  stool  cultures  yielded 
S.  sonnei.  Apgar  scores  were  9 at  both  one 
and  five  minutes.  White  blood  cell  count  of 
27,200/mm^  with  50%  segmented  neutro- 
philes  and  21%  band  forms.  Blood  cultures 
which  ultimately  grew  out  S.  sonnei  were 
obtained  despite  the  child  being  asympto- 
matic. 

Whitfield  and  Humphries  reported  a case 
of  culture  proven  Shigella  sonnei  meningi- 
tis and  sepsis  in  a neonate  that  subsequently 
responded  well  to  antibiotics  and  recovered 
without  sequelae."  In  the  same  year,  Saizman 
reported  a case  of  a mother  who  had  un- 
treated tenesmus  and  diarrhea  for  four  weeks 
prior  to  delivering  twins.  Twin  A became 
symptomatic  on  PPD  4 and  died  on  PPD  7. 
Twin  B and  a symptomatic  nurse  were  cul- 
ture positive  for  Shigella  sonnei  and  both 
responded  well  to  antibiotics.  Five  other  cases 
of  neonatal  Shigella  were  in  the  literature.^' 
At  least  one  was  fatal,  three  involved  blood 
stream  invasion,  and  one  required  a tempo- 
rary colostomy  for  refractory  diarrhea. 

The  average  time  of  onset  of  clinical  signs 
of  illness  in  the  review  by  Saizman  was  3.3 
days.^  In  light  of  the  late  developing  clinical 
signs,  and  high  mortality  rate  (44%)  in  nurs- 
ery onset  shigellosis,  a high  index  of  suspi- 
cion in  the  appropriate  setting  could  be 
advantageous  in  successful  culturing  and 
timely  institution  of  therapy. 

The  rare  occurrence  of  shigella  intestinal 
colonization  among  pregnant  women  in  the 
United  States  has  obscured  the  ability  of  this 
organism  to  be  a significant  perinatal  patho- 
gen, particularly  for  the  neonate. 
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INTRODUCTION 

VASCULAR  rings  and  anoma- 
lies are  a common  cause  of 
morbidity  and  mortality  in 
the  newborn.  The  most  frequent  congenital 
anomaly  associated  with  a right  sided  aortic 
arch  is  aberrant  left  subclavian  arteryh  Previ- 
ous reports  in  the  literature  have  documented 
the  radiographic  findings  of  this  anomaly  on 
chest  x-ray,  upper  Cl,  and  angiography^. 
Few  reports  have  been  published  regarding 
identification  of  right  aortic  arch/aberrant 
left  subclavian  artery  with  magnetic  reso- 
nance imaging^''’.  We  report  a case  of  a 2 
month  old  white  male  with  a right  aortic 
arch/aberrant  left  subclavian  artery  with  a 
Kommerell's  diverticulum  and  ligamentus 
continuity  between  the  aortic  diverticulum 
and  left  pulmonary  artery  that  was  diagnosed 
by  MR.  Magnetic  resonance  imaging  can  be 
a valuable  adjunct  to  traditional  radiographic 
imaging  when  vascular  anomalies  of  the  aor- 
tic arch  are  suspected. 

REPORT  OF  CASE 

A 2 month  old  white  male  was  admitted 
with  a history  of  tachypnea,  retractions,  and 
intermittent  stridor  worse  with  neck  flexion 
and  during  feeding.  The  patient  was  born  at 
36  weeks  gestation.  Pregnancy  was  uncom- 
plicated with  the  exception  of  maternal  hy- 
pertension. Physical  examination  revealed  a 
tachypneic  white  male  infant  with  subcostal 
and  supraclavicular  retractions,  stridor,  and 
a soft  systolic  heart  murmur. 

Chest  x-ray  performed  to  exclude  pneu- 
monia revealed  cardiomegaly,  a possible  right 
sided  aortic  arch,  and  deviation  of  the  tra- 
chea to  the  left  (Figure  1).  Echocardiogram 
confirmed  a right  sided  aortic  arch  and  sug- 
gested the  possibility  of  a double  aortic  arch. 
Cardiac  chamber  sizes  were  normal.  No 


valvular  abnormalities  were  noted.  Upper  Cl  1; 
series  showed  an  S-shaped  deviation  of  the 
esophagus  at  the  level  of  the  aortic  arch  and  ; 
Carina  (Figure  2).  Extrinsic  compression  of  | 
the  esophagus  posteriorly  and  anterior 
compression  on  the  trachea  was  seen.  MR 
imaging  demonstrated  a right  sided  arch  and 
aberrant  left  subclavian  artery  passing  be- 
hind the  esophagus  (Figure  3 & 4).  The  ca- 
rotid artery  crossed  the  trachea  anteriorly  as 
it  ascended  toward  the  neck.  Tracheal  nar- 
rowing was  noted.  Bronchoscopy  demon- 
strated severe  laryngomalacia,  tracheal  com- 
pression, and  pulsatile  posterior  lateral  distal 
trachea.  Aortogram  demonstrated  a right  aor- 
tic arch,  aberrant  left  subclavian  artery,  Kom- 
merell's diverticulum,  and  compression  of 
the  trachea  suggesting  a ligamentus  continu- 
ity between  the  left  aortic  diverticulum  and 
left  pulmonary  artery  (Figure  5). 

The  patient  underwent  operative  repair  by 
transection  of  the  ligamentum  arteriosum 
without  complication.  The  patients  postop- 
erative course  was  unremarkable,  and  he 
was  reported  to  be  free  of  symptoms. 

DISCUSSION 

Aberrant  left  retroesophageal  subclavian 
artery  is  the  most  common  anomaly  associ- 
ated with  a right  aortic  arch.  Embryologi- 
cally,  this  anomaly  results  secondary  to  fail- 
ure of  the  right  fourth  dorsal  aortic  arch  to 
regressL  Only  5%  of  cases  of  aberrant  left 
subclavian  anomalies  are  associated  with 
cardiac  abnormalities^ 

Although  anomalies  of  the  great  vessels  are 
often  asymptomatic,  patients  may  present 
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FIGURE  1 

PA  Chest  x-ray  shows  enlargement  of  the  cardiac  silhou- 
ette, slight  compression  and  deviation  ofthe  trachea  to  the 
left  (arrowhead)  and  possible  right  aortic  arch. 

with  wheezing,  stridor,  and  airway  obstruc- 
tion^. Clinical  findings  vary  with  the  nature  of 
the  lesion  and  its  compression  on  normal 
anatomic  structures.  In  this  entity,  the  left 
subclavian  artery  is  the  last  branch  of  the 
aortic  arch.  It  crosses  the  mediastinum  be- 


FIGURE2 

Esophogram  demonstrates  S-shaped  deviation  of  the 
esophagus. 


EIGURE3 

Anterior  coronal  MR  image  shows  a right  sided  arch  and 
the  crossing  left  common  carotid  artery  (arrow). 
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FIGURE  4 

Posterior  coronal  MR  image  demonstrates  the  aberrant  left 
subclavian  artery  (arrow). 


FIGURES 

AP  angiogram  demonstrates  a Kommerell's  diverticulum 
(arrowhead),  aberrant  left  subclavian  artery  (arrow),  and 
right  aortic  arch. 


hind  the  esophagus.  If  a ligamentum  arterio- 
sum  or  patent  ductus  arteriosus  is  present,  a 
ring  is  formed  and  symptoms  of  compression 
of  the  trachea  and  esophagus  result^.  Persis- 
tence of  a diverticulum  which  gives  rise  to  the 
aberrant  left  subclavian  artery  (Kommerell's 
diverticulum),  can  increase  compression  of 
the  trachea.  Patients  with  a completed  ring 
generally  present  in  infancy  at  an  average  age 
of  8 monthsb  Symptoms  occur  in  80%  of 
patients  and  may  be  exacerbated  by  feeding, 
crying,  and  flexion  of  the  neck  ®. 

Traditional  radiographic  imaging  plays  an 
important  role  in  diagnosing  and  distinguish- 
ing different  vascular  entities.  The  chest  x-ray 
can  establish  the  side  of  the  aortic  arch  and 
compression  of  deviation  of  the  trachea.  The 
esophogram  can  demonstrate  impression 
upon  the  trachea  and  esophagus®.  Angiogra- 
phy defines  the  vascular  anatomy.  In  the 
reported  case,  the  chest  x-ray  showed  a 
prominent  mediastinum  and  deviation  of  the 
trachea  to  the  left  suggesting  a vascular  ring. 
The  esophogram  demonstrated  a posterior 
defect  in  the  esophagus  from  the  aortic  diver- 
ticulum and  the  crossing  aberrant  left  sub- 
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clavian  artery.  Anterolateral  impression  of 
the  trachea  by  the  left  common  carobd  artery 
was  noted.  A characteristic  reverse  S-shape 
of  the  esophagus  was  present  in  this  case^. 
Although  these  studies  supported  the  diag- 
nosis of  aberrant  left  subclavian  artery,  differ- 
ential considerations  such  as  double  aortic 
arch  and  its  variants,  which  are  more  com- 
mon than  this  entity  could  not  be  excluded’. 
Definitive  diagnosis  was  made  with  MR 
imaging  which  was  confirmed  by  angiogra- 
phy. 

Magnetic  resonance  imaging  is  emerging 
as  the  new  noninvasive  modality  for  the 
study  of  the  cardiovascular  system.  MR  de- 
fines anatomic  detail  without  exposure  to 
radiation  or  the  necessity  for  an  invasive 
rocedure.  Cardiac  imaging  with  MR  has 
een  previously  hindered  by  motion  artifact 
which  degrades  images’”.  With  the  recent 
development  of  cardiac  gaiting  systems,  MR 
has  become  a valuable  adjunct  to  traditional 
radiographic  imaging  of  cardiovascular 
anomalies”.  It  may  also  prove  beneficial  in 
the  long  term  follow-up  of  patients  with 
repaired  vascular  anomalies  who  have  an 
increased  risk  of  complications  such  as  sten- 
oses, aneurysms,  and  dissections’^. 
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Comment:  A right  aortic  arch  with  an 
aberrant  left  subclavian  artery  is  a condition 
identified  in  the  adult  population  as  well. 
The  right  arch  is  much  easier  to  appreciate 
than  in  the  neonate  due  to  the  regression  of 
thymic  tissue  and  the  aberrant  left  subclavian 
will  cause  extrinsic  mass  effect  on  the  eso- 
phagus similar  to  the  esophogram  in  this 
case  report.  The  majority  of  adults  with  this 
condition  lack  the  ligamentous  continuity 
and  therefore  escape  significant  symptoms 
referable  to  the  right  arch.  Thus,  the  condi- 
tion is  usually  identified  on  a routine  CXR  or 
for  symptoms  unrelated  to  the  great  vessels. 

Joe  Stavas,  M.D. 
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Physician  Reimbursement  Update 
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President.  Nebraska  Medical  Association 


By  now  you  have  all  received  the  Newsletter 
of  June  21,  1990,  in  which  the  Clinical  Labora- 
tory Improvement  Act  (CLIA)  of  1 988  is  specifi- 
cally outlined.  As  stated  in  the  newsletter,  this  is 
an  extremely  important  issue  for  physicians' 
office  laboratories  and,  hopefully,  everybody 
has  responded  to  the  Health  Care  Financing 
Administration  (HCFA)  by  the  August  21, 1 990, 
deadline.  This  information  was  provided  to  you 
in  response  to  Resolutions  1 and  7 passed  by 
the  Nebraska  Medical  Associations'  House  of 
Delegates  at  its  annual  spring  meeting.  It  has 
also  been  provided  to  you  as  a means  of 
establishing  effective  communication  between 
your  medical  association  and  its  members  to 
prevent  any  problems  with  the  regulating  agen- 
cies that  are  so  involved  in  the  delivery  of 
medicine  today.  The  best  way  to  avoid  prob- 
lems is  to  keep  as  well-informed  as  possible  and 
it  is  in  this  vein  that  I wish  to  bring  you  up-to-date 
on  issues  regarding  physician  reimbursement. 

The  Physician  Payment  Review  Commission 
(PPRC)  was  created  in  1986  by  Congress  to 
provide  advice  regarding  methods  of  remuner- 
ating physicians  under  the  Medicare  program. 
In  1989,  the  PPRC  presented  Congress  with  a 
comprehensive  set  of  proposals  to  affect  physi- 
cian payment  reform  under  the  Medicare  pro- 
gram. Legislation  that  was  enacted  in  Novem- 
ber, 1 989,  the  Omnibus  Budget  Reconciliation 
Act  of  1989  (OBRA  '89),  P.L  101-239,  drew 
heavily  on  the  PPRC  recommendations  and  will 
be  enacted  in  1 991 . 

OBRA  '89  mandates  that  Medicare  payment 
to  physicians  will  be  based  on  a relative  value 
fee  schedule  that  will  be  determined  based  on 
the  following:  1 ) Estimates  on  required  time  and 
effort;  2)  Practice  expense;  and  3)  The  cost  of 
professional  liability  insurance  (PLI).  The  Rela- 
tive Value  Scale  (RVS)  will  apply  nationally,  but 
payment  in  each  locality  will  depend  on  a 
geographic  adjustor  that  will  reflect  differences 
in  practice  costs  and  PLI  expense,  as  well  as 
partial  adjustment  for  differences  in  the  cost  of 
living. 


Paul  E.  Collicott,  M.D. 


Limits  on  balanced  billing  will  replace  current 
physician-specific  Maximum  Allowable  Actual 
Charge  (MAAC)  limits.  Balanced  billing  limits 
will  be  set  at  1 1 5%  of  the  Medicare  fee  sched- 
ule amount  by  1 993,  however,  the  fee  schedule 
will  not  be  fully  implemented  until  1 996.  This  is 
of  particular  interest  to  Nebraska  physicians  in 
that  this  will  be  the  time  frame  for  the  institution 
of  the  single-tier  reimbursement  for  Medicare 
payments  for  the  state  of  Nebraska.  A substan- 
tial amount  of  change  will  occur  in  1 992  when 
32%of  services  will  be  paid  accordingto  thefee 
schedule,  which  amounts  to  69%  of  all  changes 
in  payment  rates. 

Actual  updates  in  the  conversion  factor  which 
attaches  dollar  amounts  to  the  RVS  will  be 
based  on  Medicare  Volume  Performance  Stan- 
dards (MVPS)  and  will  depend  on  comparing 
actual  increases  in  Medicare  expenditures  with 
a previous  standard  set  by  Congress.  As  speci- 
fied in  OBRA  '89,  beginning  in  1 990,  the  Secre- 
tary of  Health  and  Human  Services  (HHS)  is 
required  to  recommend  by  April  15  of  each 
year  two  Medicare  Volume  Performance  Stan- 
dard rates  of  increase  for  the  next  fiscal  year  (FY) 
that  begins  on  Octobert  1 .One  rate  of  increase 
is  for  surgical  services;  the  other  rate  is  for  all 
other  physician  services.  Special  provision  was 
made  in  the  law  to  calculate  MVPS  rate  for  FY 


246 


Nebraska  Medical  Journal  August  1990 


1990  that  applies  to  both  surgical  and  non- 
surgical  services.  That  rate  was  calculated  as 
9.1%  and  was  announced  on  December  29, 
1989. 

On  April  16,  1990,  HHS  Secretary,  Louis 
Sullivan,  in  his  letter  to  Congress  outlining  his 
recommendations  stated.  The  intent  of  the 
MVHS  is  to  slow  the  rate  of  growth  in  total 
expenditures  for  physician  services.  The  MPVS 
rates  of  increase  are  not  limits  on  expenditures. 
Payments  for  services  will  not  be  withheld  if 
performance  rates  of  increase  are  exceeded. 
Rather,  the  success  or  failure  in  meeting  the 
performance  standard  would  be  one  of  the 
factors  considered  in  setting  the  annual  fee 
update  in  a subsequent  year." 

The  factors  that  are  to  be  considered  in 
making  the  recommendations  are  specified  in 
OBRA  '89  as  follows:  1 ) Inflation;  2)  Changes  in 
the  number  of  Medicare  beneficiaries;  3)  Aging 
of  Medicare  beneficiaries;  4)  Technological 
changes;  5)  Evidence  of  lack  of  access  to  physi- 
cian services;  6)  Evidence  of  inappropriate  utili- 
zation of  services;  and  7)  Miscellaneous  factors 
that  the  Secretary  considers  to  be  appropriate. 

Even  though  the  MVPS  rate  was  calculated  as 
9.1%  by  the  PPRC,  the  Secretary  of  H HS  recom- 
mended that  both  surgical  services  and  non- 
surgical  services  be  given  the  same  rate  of 
increase  which  is  8.6%.  It  should  be  noted, 
however,  that  in  OBRA  '89,  Congress  also  added 
certain  benefits  for  Medicare  beneficiaries  such 
as  expanded  mental  health  coverage  benefits 
and  benefits  for  PAP  smears.  Secretary  Sullivan 
estimated  that  the  impact  of  these  changes 
would  result  in  an  increase  of  0.1  % for  surgical 
services  and  1.9%  for  non-surgical  services. 
Therefore,  the  final  recommendation  to  Con- 
gress was  a recommended  rate  of  increase  of 
8.7%  for  surgical  services  and  10.5%  for  non- 
surgical  services  for  FY  1991.  The  components 
of  the  FY  1991  MVPS  recommendation  in 
reference  to  the  seven  factors  noted  above 
were  as  follows:  1)  Inflation  rate  of  3.6%;  2) 
1.2%  increase  in  Medicare  enrollees;  3)  0.1% 
increase  in  aging  of  the  population;  and  4)  3.7% 
increase  based  upon  the  combined  effects  of 
technology,  access  to  services,  and  utilization 
of  services. 

According  to  OBRA  '89,  the  Secretary's  rec- 
ommendations must  be  reviewed  by  the  PPRC, 
which  in  turn  reported  its  recommendations  to 
Congress  on  May  15,  1990.  On  May  3,  the 
PPRC  announced  its  preliminary  recommenda- 


tions with  regard  to  FY  1991  MVPS  rates  of 
increase  of  9.3%  for  surgical  services  and  1 2.1  % 
for  non-surgical  services.  This  report  was  placed 
in  the  hands  of  the  Subcommittee  on  Health  of 
the  House  ways  and  Means  Committee,  chaired 
by  Representative  Fortney  H.  (Pete)  Stark  (D- 
CA).  Representative  Stark  stated  that  the  esti- 
mates show  that  spending  for  Part  B of  Medi- 
care will  triple  within  ten  years  and  that  in- 
creases in  the  volume  and  intensity  of  services 
will  account  for  at  least  one-half  of  this  growth. 
He  stated  that  this  increase  threatens  the  long- 
term financial  stability  of  Part  B,  and  according 
to  Mr.  Stark,  The  issue  is  not  whether  volume 
growth  should  be  restrained,  but  rather  how 
can  this  be  accomplished." 

These  hearings  and  the  hearings  on  the  budget 
for  FY  1991  have  had  considerable  impact 
upon  the  funding  for  Part  B of  Medicare.  As  I am 
sure  you  are  aware  in  recent  discussions  with 
the  House  and  Senate  Conference  Committee, 
that  there  will  be  cuts  in  the  Part  B Medicare 
expenditures  of  approximately  $2.2  billion 
(4.6%)  which  would  reduce  the  projected  1 1 .2% 
increase  in  outlays  to  only  6.3%.  The  PPRC, 
which  is  the  advisory  commission  to  Congress 
on  medical  matters  regarding  Part  B,  is  vigor- 
ously opposed  to  these  cuts  for  the  following 
reasons:  1)  It  is  inconsistent  with  Medicare 
reform  as  mandated  by  Congress;  2)  It  will 
undermine  the  good  faith  exhibited  by  Con- 
gress, physicians,  beneficiaries,  and  the  admini- 
stration in  the  political  negotiations  that  pro- 
ceeded OBRA  '89  reform  legislation;  3)  It  will 
legislate  sharp  reduction  in  payment  rates  dur- 
ing the  process  of  implementation  of  the  RVS; 
4)  It  will  exacerbate  disruption  to  physicians  and 
risk  limitations  of  access  by  beneficiaries;  5)  It 
would  limit  future  funding  that  will  be  based  in 
part  on  1991  approved  budgetary  levels;  6)  It 
would  further  increase  reductions  in  payments 
for  "over-valued  procedures"  over  and  above 
the  intent  of  Congress  and  might  mitigate  in- 
equities between  specialties  studied  in  the  first 
phase  of  the  Hsiao  Study  and  those  now  being 
studied;  7)  it  would  subtract  payments  for  assis- 
tants during  surgery  from  payment  to  the  pri- 
mary surgeon,  thus  affecting  an  additional  20% 
fee  reduction  to  the  primary  surgeon;  and  8)  It 
would  reduce  surgical  global  fee  payments  by 
an  additional  2%. 

It  is  interesting  to  note  that  Congress,  in 
response  to  the  Gramm-Rudman  issues,  is  fail- 
ing to  listen  to  the  recommendations  of  their 
expert  advisory  commission,  namely  the  PPRC. 
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In  summary,  the  MVPS  recommendations 
sent  to  Congress  by  the  Secretary  of  HHS  and 
the  PPRC  have  important  implications  for  all  of 
medicine.  We  must  continue  our  efforts  to 
communicate  with  our  elected  officials,  the 
PPRC,  and  the  Department  of  HHS  as  appropri- 


ate. Physician  payment  reform  will  continue  to 
be  a major  issue  in  the  forseable  future  and  we 
as  physicians  must  continue  to  be  united  and 
informed  on  these  issues  in  order  to  communi- 
cate effectively  with  our  patients,  business  and 
labor  leaders,  and  elected  officials. 


NEW  MEMBERS 


Suzanne  W.  Braddock,  M.D. 

2808  S.  80th  Ave.,  #230 
Omaha,  NE  68124 

Curtis  Batten,  M.D. 

555  S.  70th  St. 

Lincoln,  NE  68510 

James  W.  Billups,  M.D.  (reinstated) 
555  S.  70th  St. 

Lincoln,  NE  68510 

Chris  F.  Maasdam,  M.D.  (reinstated) 
555  S.  70th  St. 

Lincoln,  NE  68510 


Terry  Rounsborg,  M.D. 
555  S.  70th  St. 
Lincoln,  NE  68510 

David  Running,  M.D. 
555  S.  70th  St. 
Lincoln,  NE  68510 

Robyn  Gembol,  M.D. 
6900  L St. 

Lincoln,  NE  68510 


248 


Nebraska  Medical  Journal  August  1990 


THE  AUXILIARY 


Report  on  the  AMA  Auxiliary  National  Convention  — 1990 


JEANETTE  SCHLICHTEMEIER 
NMAA  President 


The  sixty-seventh  annual  session  of  the  Ameri- 
can Medical  Association  Auxiliary  was  held 
June  24-27  at  the  Drake  Hotel  in  Chicago. 
Members  attending  from  Nebraska  were; 

Sally  Becker,  Norfolk  — Chairman  of  Dele- 
gates, Jeanette  Schlichtemeier,  Omaha  — Presi- 
dential Delegate,  Donna  Stone,  Lincoln  — Dele- 
gate, Mona  Damico,  Hastings  — Delegate,  Rose 
Cornelius,  Sidney  — Alternate  Delegate,  Elba 
Lau,  Lincoln  — Alternate  Delegate,  Colleen 
Adam,  Hastings  — Director,  AMAA,  North 
Central  Region. 

National  program  previews  were  presented 
Sunday  morning  with  Norma  Skoglund,  na- 
tional President-Elect  presiding.  Program  com- 
mittee goals  were  presented  by  1990-1991 
national  chairmen  of  AMA-ERF,  Health  Projects, 
Legislation  and  Membership  committees.  Out- 
standing auxiliary  projects  for  1 989-1 990  were 
highlighted.  John  S.  Zapp,  DDS,  Director,  Divi- 
sion of  Government  Affairs,  AMA  Washington 
office  gave  a 1990  update  on  legislative  con- 
cerns and  issues,  expressed  appreciation  for  the 
legislative  efforts  of  auxiliary  members  and  asked 
for  continued  support. 

Committee  Break-Out  sessions  provided  an 
opportunity  to  obtain  more  detailed  informa- 
tion on  Auxiliary  projects,  programs  and  mate- 
rials. Sessions  were  held  on  AMA-ERF,  Health 
Projects,  Legislation  and  Membership. 

AMA  Auxiliary  President  jean  Hill  presented 
the  Auxiliary  AMA-ERF  contribution  of 
$2,050,350.25  at  the  opening  of  the  AMA 
House  of  Delegates. 

The  AMA  Auxiliary  House  of  Delegates 
opened  at  5:00  pm  with  presentation  of  colors 
by  the  US  Army  Color  Guard,  Fort  Sheridan, 
Illinois.  State  presidents  for  1990-1991  were 
presented  with  Jeanette  Schlichtmeier  repre- 
senting Nebraska.  President  jean  Hill  gave  the 
"State  of  the  Auxiliary"  report  in  which  she 
expressed  her  gratification  at  the  results  of  a 
unified  spirit  in  our  auxiliary  as  shown  by  legis- 


lative activities  and  promotion  of  good  health, 
especially  in  adolescents.  She  sees  a healthy 
future  for  the  federation  that  involves  closer 
contacts  with  state  and  county  units.  We  will 
continue  to  be  highly  visible  and  supportive. 

The  keynote  speaker  Ann  McLaughlin  (for- 
mer Secretary  of  Labor  and  current  Chairman  of 
the  President's  Commission  on  Airline  Security 
and  Terrorism)  asked  "Will  America  Work?".  She 
said  we  must  deal  with  our  most  pressing 
problems  of  education,  work  preparation  and 
competitiveness  in  a world  market.  To  do  this 
we  must  place  more  value  on  learning,  utilize  all 
of  our  work  forces  (retirees,  diabled,  etc.)  and 
learn  more  about  global  marketing.  Improving 
and  exercising  our  will  is  the  key. 

Following  adjournment  a reception  was  held 
honoring  President  jean  Hill  and  President-Elect 
Norma  Skoglund. 

The  American  Medical  Political  Action 
Committee  sponsored  a breakfast  on  Monday. 
Reference  committee  hearings  were  held  on 
Bylaw  Changes,  Organizational  Affairs  and 
Health  Issues  resolutions.  Hearings  gave  the 
whole  membership  an  opportunity  to  speak  on 
these  issues.  After  considering  the  members' 
testimonies,  reference  committee  developed 
recommendations  to  be  presented. 

AMA  Auxiliary  Past  Presidents  and  Honorary 
Members  were  presented  at  Monday's  lunch- 
eon. Guest  speaker  Andrea  Mitchell,  Chief 
Congressional  Correspondent,  NBC  News 
presented  a "View  from  the  White  House"  — a 
behind  the  scenes  look  at  the  complexities  of 
reporting  the  news;  dealing  with  issues  and  not 
personalities. 

The  general  meeting  convened  at  2:00  p.m. 
Minutes  of  the  66th  Annual  Session  were  avail- 
able upon  request;  the  Treasurer's  report  was 
presented.  Dr.  Antonio  Novello,  Surgeon  Gen- 
eral of  the  United  States  presented  the  goals  she 
will  work  to  achieve:  dealing  with  problems  of 
active  and  passive  smoking  in  children,  AIDS, 
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alcohol  and  youth,  organ  donors,  the  elderly  ill 
and  the  stigma  of  mental  disease.  All  of  these 
she  will  approach  in  a sensitive  and  sensible 
way. 

The  slate  of  candidates  for  national  office  was 
presented.  The  elected  officers  are;  President  — 
Norma  Skoglund,  OR,  President-Elect  — Sherry 
Strebel,  OK,  Eastern  Regional  V.P.  — Alice  Ed- 
wards, W.VA.,  North  Central  Regional  V.P.  — 
Priscilla  Gerber,  FLA,  Western  Regional  V.P.  — 
Nancy  Evans,  NEV.,  Secretary  — Ann  Rempel, 
KS.,  Treasurer  — Mary  Hanson,  Co., 

Directors:  East;  Helen  Snyder,  PA  and  Marie 
Gorman,  NY.  North  Central:  Cathie  Martin, 
MICH  and  Colleen  Adam,  NE.  South:  Mary 
Lynn  Smith,  TX  and  Barbara  Tippins,  GA.  West: 
Sharon  Cunningham,  CO  and  Eileen  Young, 
AZ. 

Nominations  for  election  to  the  Nominating 
Committee  were  taken.  A "Meet  the  Candi- 
dates" opportunity  was  held  after  adjournment. 

State  Caucuses  were  held  at  8:00  am  Tues- 
day to  discuss  the  reference  committee  reports. 
During  the  general  meeting  each  reference 
committee  presented  their  recommendations. 
The  House  of  Delegates  voted  on  each  issue. 
Health  resolutions  adopted  were: 

1 — Banning  smoking  in  physicians'  offices 

3 — Operating  a power  boat  orother  pow- 

ered vessel  while  under  the  influence  of 
alcohol 

4 — Hearing  loss  due  to  loud  noise 

5 — Seat  belts  and  safety 

6 — Applicants  for  health  professions  train- 

ing 

7 — Training  police  officers  to  deal  with 

victims  of  child  abuse 
9 — Comprehensive  school  health  educa- 
tion programs,  K through  12 
1 1—  us/Mexico  border  health 

Bylaws  resolutions  adopted  were: 

2 — Tenure  provision  for  vacancies  in  AMA 

Auxiliary  offices. 

Organizational  Affairs  resolutions 
adopted  were: 

12  — Resident  physician  spouse  membership 

Resolutions  defeated  were: 

8  — Media  role  in  establishing  the  norm 
(referred  to  the  Board  of  Directors  for 
further  study) 

10  —Providing  health  care  for  the  homeless 
Reports  were  given  by  the  following  commit- 
tees; AMA-ERF,  Membership,  Bylaws,  Long- 
Range  Planning,  Health  Projects  and  Legisla- 
tion. 

State  reports  were  given  with  Sally  Becker 


reporting  for  Nebraska.  She  gave  an  account  of 
work  done  by  state  auxilians  in  areas  of  health, 
membership,  legislation  and  AMA-ERF.  Ne- 
braska received  recognition  for  75%  or  more 
unified  membership. 

Guest  speaker  at  Tuesday's  luncheon  was 
Terry  Savage,  author  and  financial  analyst  for 
WBBM-TB  (CBS,  Chicago)  who  discussed 
"Business  Outlook  and  Money  Management". 
Following  the  luncheon  voting  was  held  for  the 
1990-1991  Nominating  Committee. 

AMA  President,  Alan  R.  Nelson,  addressed 
the  group  Wednesday  morning.  He  presented 
issues  he  feels  must  be  addressed  in  order  to 
attract  the  best  and  the  brightest  to  the  field  of 
medicine: 

1 — Improvement  in  public  image  of  the 

physician 

2 — Reduction  of  the  hassle  factor  by  legisla- 

tion, etc. 

3 — Obtaining  relief  from  the  terror  of  the 

courts  by  court  reform,  etc. 

The  science  of  medicine  must  be  balanced 
by  the  art  of  medicine. 

Members  to  serve  on  the  1990-1991  Nomi- 
nating Committee  were  announced:  Board  of 
Directors  — Lee  Van  Ciesen,  CA  and  jean  Hill, 
MISS.  Eastern  — Vivian  Petty,  VA  and  Eva 
Edmonds,  MD.  North  Central  — Ann  Wren, 
IND.  Southern  — Mary  Gardner,  ARK,  Western 
— Elaine  Kimball,  Idaho. 

AMA  President  Nelson  presented  the  1st 
Annual  Health  Awareness  Program  (HAP) 
Awards  for  outstanding  county  auxiliary  health 
activities  to  four  auxiliaries  that  best  exemplifed 
what  we  can  all  contribute  to  promote  health 
awareness  in  our  citizens. 

National  Past  President  Mary  K.  McPhee 
installed  the  newly  elected  1990-1991  officers. 
President  Norma  Skoglund  in  her  inaugural 
address  stressed  the  significance  of  volunteer- 
ism  and  the  value  of  service.  We  should  learn  to 
deal  with  ordinary  things  in  extraordinary  ways 
and  take  time  to  see  and  use  the  "small  parts"  as 
we  promote  membership  and  good  will. 

Following  the  inauguration  of  Dr.  C.  John 
Tupper  as  the  new  AMA  President,  a reception 
was  held  honoring  Dr.  Tupper  and  Norma 
Skoglund,  President  of  the  AMAA. 

All  matters  covered  at  the  convention  will  be 
addressed  at  the  Fall  board  meeting  of  the 
NMAA  and  copies  of  resolutions,  budget  and 
projects  will  be  made  available. 

Donna  Stone 

President-Elect,  NMA  Auxiliary 
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COMING  MEETINGS 


EMERGENCY  MEDICAL  SERVICES 
COURSE  SCHEDULE 

AUGUST  20-21,  1990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

SEPTEMBER  17,  1990  — Advanced  Cardiac 
Life  Support  Recert  (ACLS). 

SEPTEMBER  1 8-1 9,  1 990  — Pediatric  Advanced 
Life  Support  (PALS). 

SEPTEMBER  20-21 , 1 990  — Advanced  Trauma 
Life  Support  (ATLS). 

OCTOBER  8-9, 1990  — Advanced  Trauma  Life 
Support  (ATLS). 

OCTOBER  10-11,1990  — Pediatric  Advanced 
Life  Support  (PALS). 

OCTOBER  1 2,  1 990  — Advanced  Cardiac  Life 
Support  Instructor  (ACLS). 

OCTOBER  16-17,  1990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

OCTOBER  23,  1990  — Basic  EKG. 

NOVEMBER  5-6,  1990  — Advanced  Trauma 
Life  Support  (ATLS). 

NOVEMBER  1 3-14,  1 990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

NOVEMBER  27-28, 1 990  — Pediatric  Advanced 
Life  Support  (PALS). 

NOVEMBER  29  & 30  - DECEMBER  1,  1990  — 
Advanced  Trauma  Life  Support,  Ogallala 
(ATLS). 

DECEMBER  3-4,  1990  — Trauma  Nurse  Core 
Course  (TNCC). 

DECEMBER  11,  1990  — Advanced  Cardiac 
Life  Support  Recert  (ACLS). 

DECEMBER  12,  1990  — Advanced  Cardiac 
Life  Support  Instructor  (ACLS). 

If  no  location  has  been  specified  — the 


programs  will  be  held  at  the  Center  for 
Continuing  Education,  University  of  Nebraska 
Medical  Center  campus. 

For  further  information,  contact  Cindy  Ffanssen,  Univer- 
sity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  600  South  42nd  Street,  Omaha,  Nebraska 
68198-6100.  Telephone  (402)  559-5979  or  our  toll-free 
MED  CONSULT  numbers  and  ask  for  Continuing  Education. 
In  Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CENTER  FOR  CONTINUING  EDUCATION 

(General  CME  Programs) 

AUGUST  30,  1990  — Incontinence  in  the 
Elderly. 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

NOVEMBER  1,  1990  — Untie  the  Elderly, 
Holiday  Inn  Central,  Omaha. 

NOVEMBER  29  - DECEMBER  1,  1990  — 
Nebraska  OB-GYN  Society  Scientific  Session, 
Bally's,  Las  Vegas,  Nevada. 

FEBRUARY  9-12,  1991  — 9th  Annual  Park  City 
Eye  & Facial  Plastic  Surgery  Conference, 
Olympic  Hotel,  Park  City,  Utah. 

MARCH  1 1-22,  1991  — Family  Practice 

Review. 

MARCH  28-29,  1991  — 40th  Annual  Program 
on  Obstetrics  and  Gynecology,  Holiday  Inn 
Central,  Omaha. 

APRIL  8-19,  1991  — Family  Practice  Review. 

If  no  location  has  been  specified  - the 

programs  will  be  held  at  the  Center  for 

Continuing  Education,  University  of  Nebraska 

Medical  Center  campus. 
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ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  — A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSH I PS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff. 
Dates  and  length  of  time  are  scheduled  at 
the  mutual  convenience  of  registrant  and 
faculty. 

EELLOWSHIPS  — Provide  in-depth  under- 
standing of  an  area  of  medicine,  but  does 
not  lead  to  certification.  These  programs  are 
usually  scheduled  for  three  to  six  months  in 
length.  Registrations  are  accepted  on  an 
individual  basis  and  scheduled  at  the  mutual 
convenience  of  the  registrant  and  the 
department. 

ON-LINE  BIBLIOGRAPHIC  RESEARCH 
TECHNIQUES  — Brief  programs  are  offered 
by  the  Regional  Medical  Library  to  teach 
physicians  how  to  access  information  from 
their  own  PC's  and  can  be  scheduled  upon 
request. 

For  further  information,  contact  Marge  Adey,  Coordin- 
ator of  Continuing  Medical  Education,  University  of 
Nebraska  Medical  Center,  Center  for  Continuing  Educa- 
tion, 600  South  42nd  Street,  Omaha,  Nebraska  68198- 
6100.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Sept.  6-8, 
1990,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  25-28,  1991,  Cornhusker  Hotel,  Lincoln. 


OPHTHALMIC  DIAGNOSTIC  SERVICES 

AUGUST  17-18,  1990  — The  Third  Annual 
Ophthalmology  Update  for  Ophthalmic 
Medical  Assistants,  Technicians,  Contact 
Lens  Technicians,  and  Opticians.  Methodist 
Continuing  Studies  Division,  8501  West 
Dodge  Road,  Omaha,  NE  68114.  Applied 
for  12.5  JCAHPO  credits  and  12  NCLE 
credits. 

For  information,  contact:  Susan  Knight,  R.N.,  Ophthalmic 
Diagnostic  Services,  8111  Dodge  Street,  Suite  138, 
Omaha,  NE  68114.  (402)  399-8111. 


CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

MINI-FELLOWSHIP  OPPORTUNITIES  — 
Creighton  University  offers  mini-fellowships 
on  a variety  of  topics.  They  are  designed  for 
the  physicians  who  can  leave  their  practice 
for  a period  of  intensive  personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RESEARCH 
METHODS  — Creighton  University  Bio- 
Information  Center  offers  an  individualized 
course  designed  to  provide  an  increased 
awareness  of  on-line  bibliographic  research 
techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  — 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha,  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  — Inter- 
action with  clinicians/researchers  and  out- 
standing investigators,  Creighton  University, 
Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Joseph 
Center  for  Mental  Health,  Omaha,  Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical  Educa- 
tion Division,  Omaha,  Nebraska  68178-0072,  1-800-548-CMED 
or  1-402-280-1830. 


CREIGHTON  UNIVERSITY 

AUGUST  1 2-1  7,  1 990  — Anesthesiology  Board 
Review  Seminar,  Hilton  Head  Island,  SC/60 
credit  hours  in  Catagory  1 AMA. 

AUGUST  20-21,  1990  — Laparoscopic  Chol- 
ecystectomy for  Surgeons,  Radisson  Redick 
and  Creighton  University,  Omaha,  Nebraska/ 
15  credit  hours  in  Category  1 AMA. 

AUGUST  23-24,  1990  — Heartland  Con- 
ference/Mini-Fellowship: Geriatrics,  Med- 
icine, Dentistry;  Marriott  Hotel,  Omaha,  N E. 

SEPTEMBER  8,  1990  — 3rd  Annual  Digestive 
Diseases  Symposium,  UNL  Student  Union, 
Lincoln,  N E/Category  1 AMA  credit  will  be 
available. 

SEPTEMBER  14,  1990  — Advances  in  the 
Management  of  GYNECOLOGIC  CANCER, 
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Kiewit  Conference  Center,  Omaha,  Nebr- 
aska/Category 1 AMA  credit  will  be  available. 

OCTOBER  1-6,  1990  — Anesthesiology  Board 
Review  Seminar,  Palm  Desert,  CA/60  credit 
hours  in  Category  1 AMA. 

OCTOBER  6,  1990  — Gastroesophageal  Reflux: 
A Rational  Approach  to  Therapy,  Embassy 
Suites,  Omaha,  Nebraska,  Category  1 AMA 
will  be  available. 

OCTOBER  26-27,  1990  — A Day  With  The 
Perinatologists,  Holiday  Inn/Old  Mill,  Omaha, 
Nebraska/12  credit  hours  in  Category  1 
AMA  will  be  available. 

NOVEMBER  1-4,  1990  — Controversies  & 
Clinical  Management  in  High  Risk  Obstetrics, 
New  Orleans,  LA/Category  1 AMA  credit 
will  be  available. 


NOVEMBER  10-11,  1990  — Postgraduate 
Symposium  on  Anesthesiology,  Marriott 
Hotel,  Omaha,  Nebraska/Category  1 AMA 
will  be  available. 

JULY  9-1  3,  1 991  — Present  and  Future  Clinical 
Applications  of  Tumor  Markers,  Ritz  Carlton 
Hotel,  Kona,  Hawaii/Category  1 AMA  credit 
will  be  available. 

OCTOBER  25-2  6,  1991  — Sixth  Annual  A Day 
With  The  Perinatologists,  Omaha,  Nebraska/ 
Category  1 AMA  Credit  and  AAFP  credit. 


For  further  information,  contact  Sally  C.  O'Neill,  Ph.D., 
Creighton  University  CME  Division,  2500  California  Street, 
Omaha,  NE  68  1 78. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927, 

Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424, SanFrancisco, CA94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington.  D C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
Independence  Mall  West,  6th  St.,  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafiier,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 
American  Hospital  Association 

Carol  M.  McCarthy,  Ph  D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  II  60610 
American  Society  of  Anesthesiologists 

Mr.  Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  II  60068-3189 
American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  II  60612 
American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D C.  20005 
American  Urological  Association,  Inc. 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph  D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  II  60610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Secretary 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha,  NE  68124-5255 

American  Diabetes  Association  • Nebraska  Affiliate,  Inc. 

Mary  Jones,  Executive  Director 
2730  South  114th  St.,  Omaha,  NE  68144 
.American  Heart  Association,  Nebraska  Affiliate 
Douglas  P-  Halleen,  Executive  Director 
3624  Farnam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast,  Rd.  #331 
Omaha,  NE  68128 
American  Red  Cross 
1701  "E"  Street 

P.O.  Box  83267,  Lincoln,  NE  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  9lsl  Court,  Omaha,  NE  68134 
Blue  Cross/Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24ih  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
George  Gammel,  M.D.,  President 

1919  South  40th  St.,  #333,  P.O.  Box  6960,  Uncoln,  NE  68506 

Nebraska  Cardiovascular  Society 
James  Karnegis,  M.D. 

VA  Hospital  — 4101  Woolworih,  Omaha,  NE  68105 

Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Kathleen  Bliese,  M.D.,  Secretary-Treasurer 
Jodi  L Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  No.  117th,  Omaha,  NE  68154 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M.D.,  Chairman 
2115  N.  Kansas,  Hastings,  NE  68901 
Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Dr.,  Elkhom,  NE  68022 
Nebraska  Chapter  — American  College  of  Physicians 
Robert  R.  Recerk,  M.D.,  Governor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  Chapter  - American  College  of  Surgeons 
F.  William  Karrer,  M.D.,  President 
8111  Dodge  St.,  #253,  Omaha,  NE  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.,  Omaha,  NE  68132 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 
Julie  A.  Sutcliffe,  President 
3015  North  90th  St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  — Birth  Defects  Foundation 
1618  L Street 
Lincoln,  NE  68508 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzarme  W.  Braddock,  M.D. 

2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 
1912  No.  90th  St.,  Lower  Level 
Omaha,  NE  68114 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha,  NE  68134 
National  Society  of  Prevent  Blindness,  Nebraska  AfTiliate 
120  North  69th  St.,  Suite  203 
Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
H.  Nicholas  Vondrak,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 


Nebraska  Academy  of  Otolaryngology 
Frederic  Ogren,  M.D. 

Dept.  Of  Otolaryngology,  University  Hospital 
42nd  & Dewey  Ave.,  Omaha,  NE  68132 

Nebraska  Allergy  Society 

Melvin  Hof&nan,  M.D.,  President 
600  N.  Cotner,  #208,  LincolrL  NE  68505 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Sle.  7,  Lincoln,  NE  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Pat  Hoidal,  President 
8303  Dodge  Street,  Omaha,  NE  68114 
Nebraska  Medical  Association 

William  L Schellpeper,  Executive  Director 
1512  FirsTier  Baiik  Bldg.,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L Schellpeper,  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Dotma  R.  Baker,  Executive  Director 
Suite  711,  941  O Street,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bengstrom,  M.D.,  Secretary 
215  E-  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Bruce  Taylor,  M.D. 

3145  O Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P,,  Executive  Director 
5440  South  St.,  Ste.  1200,  Lincoln,  NE  68506 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D.,  President 
2730  Katy  Circle,  Lincoln,  NE  68506 
Nebraska  Radiological  Society 

Susan  Williams,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  So.  56lh  St.,  Lincoln,  NE  68506 
Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
William  Heidrick,  M.D. 

P.O.,  Box  5363,  Lincoln,  NE  68505 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
Todd  Sorensen,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  AfTiliate  of  the  American  Association  of  Medical  Assistants 
Doima  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  for  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  C^neral  Hospital 
2200  South  16th  St.,  Lincoln,  NE  68502 
Nebraska  State  Department  of  Health 
Gregg  Wright,  M.D.,  Director  of  Health 

301  Centennial  Mall  South,  P.O.  Box  95007,  Lincoln,  NE  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
1111  S.  90th  St..  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205-B,  Omaha,  NE  68114 
Physician  Referral  Program,  OfTice  of  Rural  Health 
Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  So.,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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AMA  NEWS  NOTES 

Private  Insurance  Companies  may  be  es- 
caping as  much  as  $1  billion  annually  in  medi- 
care primary  payor  obligations  because  of 
government's  inability  to  identify  Medicare 
beneficiaries  who  continue  to  receive  coverage 
from  their  employers,  the  Senate  Government 
Affairs  Committee  was  told  in  hearings  this 
week.  Sen.  William  Roth  (R-DE),  who  is  the 
ranking  member  of  the  committee,  described 
the  problem  as  being  "absolutely  astounding." 
He  accused  one  private  insurance  company  of 
intentionally  avoiding  payments  for  which  it  is 
responsible.  Michael  Mangano,  Deputy  Inspec- 
tor General  for  the  Department  of  Health  and 
Human  Services,  advised  that  government  does 
not  know  how  many  Medicare  beneficiaries 
continue  to  have  employer-provided  coverage. 
He  said  that  Medicare  administrators  need  to 
develop  procedures  that  identify  such  benefici- 
aries since  federal  law  requires  that  they  are  to 
receive  primary  coverage  through  their  employ- 
ers. This  would  prevent  taxpayers  from  having 
to  pick  up  the  bills. 


Wisconsin 


Physicians  BE/BC 

It's  never  too  late  for  a new  beginning! 
Dial  1-800-338-0568  and  discover  "The 
Right  Choice"  for  your  medical  practice  in 
beautiful  Southern  Wisconsin. 


Specialties 


• Allergy 

• Cardiology 

• Dermatology 

• Emergency 
Medicine 

• Family  Practice 

• Internal  Medicine 


• Neurology 

• Obstetrics  & 
Gynecology 

• Ophthalmology 

• Orthopedics 

• Otolaryngology 

• Psychiatry 


The  Monroe  Clinic  associates  provide  the 
highest  continuum  for  patient  care  and 
you  have  easy  access  to  peers  or 
specialists  for  consultation  without  the 
distractions  of  office  management. 

For  an  early  prescription  to  a lasting, 
equitable  partnership,  please  call  or 
send  your  curriculum  vitae  to  Robert 
Enterline,  Physician  Staffing  Director, 
The  Monroe  Clinic,  1515  Tenth  Street, 
Monroe,  Wisconsin  53566. 


#rlw 


"equal  opportunity  employer" 


The  Monroe  Clinic 


Advances  in  Gynecologic  Cancer 


FRIDAY,  SEPTEMBER  14,  1990 
Peter  Kiewit  Conference  Center,  Omaha,  Nebraska 

Participants  at  this  conference  will  be  provided  with  information  on  the  most  recent  advances  in  Gynecologic  Cancer. 
The  content  will  be  of  interest  to  family  physicians,  obstetricians,  gynecologists,  internists,  and  medical  oncologists. 

SESSIONS: 

— Current  Issues  in  Screening  and  Epidemiology  — Epidemiology  and  Treatment  of  Breast  Cancer 

— Recent  Advances  in  Management  — Patient  Care  Issues 


GUEST  FACULTY 


JOHN  L.  CURRIE,  MD,  Associate  Professor, 

Department  of  Obstetrics  and  Gynecology; 

Director,  Divison  of  Gynecologic  Oncology; 

John  Hopkins  University  School  of  Medicine  and  Hospifal 

ROBERT  D.  HILGERS,  MD,  Professor  and  Chairman; 
Department  of  Obstetrics  and  Gynecology; 

Chief,  Gynecologic  Oncology  Service 
Southern  Illinois  School  of  Medicine 

GREGG  F.  WRIGHT,  MD,  MEd  Director, 

Nebraska  Department  of  Health 


LYNN  C.  HARTMAN,  MD  Associate  Professor, 

Oncology  Department;  Mayo  Medical  School;  Mayo  Clinic 
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Omaha,  Nebraska  68114 

(402)  397-1443 


§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 


AMA  NEWS  NOTES 

The  American  Medical  Association  is  disap- 
pointed thatthe  U.S.  Supreme  Court  decided  to 
deny  the  petition  by  Nancy  Cruzan  and  her 
parents  to  have  the  life  support  systems  re- 
moved which  are  keeping  her  alive  without  any 
hope  of  regaining  consciousness. 

"The  AMA  is  pleased  that  the  Court  recog- 
nized the  individual's  right  to  'due  process'  in 
refusing  life  support.  We  agree  with  the  minor- 
ityopinion  thatthere  was  clear  evidence  regard- 
ing how  Nancy  Cruzan  wanted  to  live  her  life 
and  that  her  parents  should  have  been  able  to 
carry  out  her  wishes.  Justice  Stevens'  opinion 
reminds  us  that  the  right  of  individual  privacy 
extends  to  prior  decisions  regarding  withhold- 
ing and  withdrawing  of  life  support  which  are 
intended  to  be  used  in  the  event  of  incompe- 
tency. We  echo  his  opinion. 

"The  AMA  believes  that  evidence  of  Nancy 
Cruzan's  intent  was  substantial  enough  to  have 
justified  the  withdrawal  of  her  life  support  and 
thus,  complying  with  her  wishes  and  ending  the 
needless  suffering  of  her  family  and  families  like 
hers  who  are  suffering  circumstances." 


As  a physician  in  the  Air  Gucuxl 
you  ai'e  in  for  considerably  more 
than  youi'  eveiyday  medical  practice. 

For  one  thing,  you  could  find  youi'self  solving 
medical  problems  you  have  never  even  thought 
about.  Paiticulculy  if  you  ai*e  one  of  the  adven- 
turous souls  who  wish  to  seiwe  the  Aii*  Guai'd  as  a 
Flight  Sui'geon. 

How  To  loin  Us. 


CALL  SMSGT  LARRY  BROOKS  AT  (402)  473-1145 


America's  Hometown  Air  Force. 
The  Air  Guard. 


22-A  Nebraska  Medical  Journal  August  1990 


Physicians’  Ciassified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  othei*wise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln.  NE  68508. 

STAFF  PHYSICIAN:  Norfolk  Regional  Center, 
a progressive  1 50-bed  state  psychiatric  hospital, 
has  an  opening  for  a staff  physician  to  provide 
general  medical  evaulations,  care,  and  treat- 
ment of  acute  and  extended  care  psychiatric 
patients.  Work  with  excellent  multidisciplinary 
team,  including  physician  assistants.  Limited  on- 
call.  Institution  practice  protected  by  State  Tort 
Claims  act.  Excellent  benefit  package  includes 
moving  expense  allowance  and  availability  of 
reasonable  housing.  Starting  salary  of  $65,000 
to  $80,000  depending  on  qualifications.  EOF. 
Must  be  eligible  for  Nebraska  medical  license. 
Eor  more  information,  contact  James  O'Sullivan, 
Clinical  Director,  Norfolk  Regional  Center,  P.O. 
Box  1209,  Norfolk, NE 68702, orcall  (402)  371- 
4343. 

CLIMATE  CAPITAL  OF  COLORADO:  Gen- 
eral practice  for  sale.  Equipment  is  new.  Across 
the  street  from  a very  modern  hospital.  Large 
nursing  home  practice  can  be  assumed.  Please 
contact:  J.  F.  Vincent,  M.D.,  1335  Phay  Ave., 
Canon  City,  CO  81212-2301,  (719)  275-7520. 

OTOLARYNGOLOGY  - BRAINERD,  MINNE- 
SOTA: Join  22  MD  multispecialty  clinic.  No  capi- 
tation. No  start-up  costs.  Two  hours  from  Min- 
neapolis. Beautiful  lakes  and  trees;  ideal  for  fami- 
lies. Call  collect/write  Curtis  Nielsen,  (218)  828- 
7100  or  827-4901,  P.O.  Box  524,  Brainerd,  MN 
56401. 

DERMATOLOGY  - BRAINERD,  MINNESOTA: 
Join  22  MD  multispecialty  clinic.  No  capitation. 
No  start-up  costs.  Two  hours  from  Minneapolis. 
Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  (218)  828-7100  or 
829-4901,  P.O.  Box  524  Brainerd,  MN  56401. 

PEDIATRICS  - BRAINERD,  MINNESOTA:  Join 
2 pediatricians  in  22  MD  multispecialty  clinic. 
No  capitation.  No  start-up  costs.  Two  hours  from 
Minneapolis.  Beautiful  lakes  and  trees;  ideal  for 
families.  Call  collect/write  Curtis  Nielsen,  (218) 
828-7100  or  829-4901,  P.O.  Box  524,  Brainerd, 
MN  56401. 

INTERNAL  MEDICINE  - BRAINERD,  MINNE- 
SOTA: Join  7 internists  in  22  MD  multispecialty 
clinic.  No  capitation.  No  start-up  costs.  Two 
hours  from  Minneapolis.  Beautiful  lakes  and  trees; 
ideal  for  families.  Call  collect/write  Curtis  Nielsen, 
(218)  828-7100  or  829-4901,  P.O.  Box  524, 
Brainerd,  MN  56401. 


PHYSICIANS:  Full-time  and  part-time  primary 
care  physicians  for  Nebraska  Department  of 
Correctional  Services,  Lincoln.  Responsible  for 
clinic  and  hospital  health  care  delivery  in  near 
new  facility  with  professionally  stimulating  pa- 
tient mix.  Conduct  Monday-Friday  sick  call  and 
hospital  rounds.  Unbeatable  call/work  sched- 
ule. Competitive  salary  and  state  benefits  pack- 
age with  malpractice  insurance  provided.  Fully 
equipped  clinic  including  minor  surgery  and 
emergency  medical  treatment  rooms  with  24 
hour  EKG  treatment.  Full  compliment  of  support 
staff  including  physician  assistants,  24  hour 
nursing  coverage,  laboratory,  x-ray,  optometry, 
mental  health,  etc.  Salary  negotiable.  Submit 
applications  to:  Nebraska  Department  of  Cor- 
rectional Services,  801  W.  Van  Dorn,  Lincoln, 
NE  68509,  402-479-3293. 

FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  TWO  family  physicians  for  a 
new  clinic  facility  currently  being  constructed. 
The  administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed  clinic. 
The  hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice,  disability, 
signing  bonus  and  student  loan  reduction/for- 
giveness program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact  Dan 
McCormick,  President,  Allen  McCormick,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota  55435,  612-835-5123. 

lOWA-PEDIATRICIAN:  To  join  busy  Pediatric 
Department  in  young  progressive  multispecialty 
group.  Enjoy  outstanding,  progressive  medium 
sized  community  quality  of  life  within  minutes  of 
downtown  Omaha.  Competitive  guaranteed 
salary  and  fringe  benefits,  plus  incentives  with 
full  corporate  membership  after  one  year.  Contact 
Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  Council  bluffs,  Iowa  51501. 
(712)  328-1801. 

FAMILY  PRACTICE  PHYSICIAN  INTERNIST: 
Full  time,  to  provide  general  medical  care  of  all 
inpatients  and  limited  outpatient  care.  On  call  4- 
5 nights  per  month,  including  weekend  call, 
about  every  8th  weekend.  Hastings  Regional 
Center  is  a JCAHO  accredited  psychiatric  facility 
which  provides  adult  and  geriatric  psychiatric 
care,  and  chemical  dependency  services.  Excel- 
lent State  of  Nebraska  benefits  package  which 
includes  annual  salary  increases.  EEOE/AA.  For 
more  information  contact:  Personnel  Office, 
Hastings  Regional  Center,  P.O.  Box  579,  Hastings, 
NE  68902,  402-463-2471. 
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Physicians’  Classified 


FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving,  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

EMERGENCY  MEDICINE  - SW  KANSAS  AND 
IOWA  — Career  opportunities  in  Emergency 
Medicine  with  company  providing  Emergency 
Physician  services  to  17  hospitals.  Physicians 
work  as  independent  contractors,  receive  guar- 
anteed hourly  compensation,  excellent  benefit 
package,  and  paid  malpractice  insurance.  Total 
compensation  exceeds  $110,000.  Physicians 
must  be  certified  in  ACLS  and  have  experience 
in  Emergency  Medicine.  Part-time  positions  also 
available.  Please  contact  Lowell  Sisson,  Emer- 
gency Practice  Associates,  P.O.  Box  1 260, 
Waterloo,  lA  50704  or  call  1-800-458-5003. 

KANSAS/MISSOURI:  Excellent  full-time  and 
part-time  opportunities  in  emergency  medicine 
for  primary  care  and  ABEM  Certified  and  pre- 
pared physicians.  Facilities  from  3,000-20,000 
patient  visits  per  year.  Big  city  amenties  with 
good  quality  of  life.  Contact  Emergency  Medical 
Services,  3101  Broadway,  Suite  1000,  Kansas 
City,  Missouri  64111.  (800)  821-5147. 
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PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician’s  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BOILDING 
LINCOLN.  NEBRASKA  68508 
PHONE 

(402)  474-4472 


Drug/Alcohol/Emotiona I/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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VASOTEC 


(ENALAPRIL  MALEATE  MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Coniraindicalions:  VASOTEC*  (Enalapril  Maleale,  MSO)  is  coniraindicated  in  palients  who  are  hypersensitive  to 
this  prodpcl  and  in  patients  with  a history  ot  angioederaa  retated  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  of  the  face,  extremities,  lips,  longue,  «is.  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlmed  to  the 
lace  and  lips,  the  conoilion  has  generally  resolved  without  liealment.  although  antihistamines  have  been  uselul  in 
•eiieving  symptoms  Angioedeuia  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of 
the  tongue,  glottis,  orlarynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g..  subcutaneous 
epinephrine  solution  1:1000  (0.3  ml  to  0.5  mL),  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS ) 

rgporension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose  but  discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
mstiuclions  are  followed,  caution  should  be  obseived  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
lailure.  h^onatremia.  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  lailure).  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initialing  therapy  with  VASOTEi; 
m patients  at  risx  lor  excessive  hypotension  who  are  able  to  tolerate  such  ad|ustments  (See  PRECAUTIONS.  Drug 
Uaactms  and  ADVERSE  REACTIIJNS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  of  treatment  and 
whenever  the  dose  ol  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  m whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
mtarclion  or  cerebrovascular  accident  If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  ol  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
lus  stabilized  If  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuielic  may  be  necessary 

NeulropeDa/Agidnulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  m patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  ol  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of 
white  blood  cell  counts  m patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  impaired  Renal  Funchon  As  a consequence  ol  inhibiting  the  renin-angiolensin-aldosterone 
system,  changes  in  renal  lunction  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  m blood  urea 
nitrogen  and  serum  creatinine  were  observed  m 20%  of  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapni  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
tusi  lew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
mcreases  m blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
'eduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  i 

HypeHelema  Elevated  serum  potassium  ( >5  7 mEq/L)  was  observed  m approximately  1%  ol  hypertensive  patients 
m clinical  trials  In  most. cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia 
was  a cause  ol  discontinuation  of  therapy  In  0 28%  ot  hypertensive  patients  In  clinical  Inals  m heart  failure,  hyper- 
kalemia was  observed  in  3 8%  of  palienfs  but  was  not  a cause  for  discontinuation 
Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant 
use  of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes  which 
should  be  used  cautiousfy,  if  at  all . with  VASOTEC  (See  Drug  Inleraclions- ) 

Surm! Anesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension. 
enaTapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
inlormalion  lor  Palienis 


Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ol  enalapril. 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  lace  extremities,  eyes  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hj/polension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  few  days  of  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  In  blood 
pressure  because  ol  reduction  m fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  m blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 
Hvpenalemia  Patients  should  be  told  not  to  use  sail  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g , sore  throat,  lever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  palients  being  treated  with  enalapril  is  warranted  This  information 
IS  intended  to  aid  in  the  sale  and  effective  use  ol  this  medication.  It  is  not  a disclosure  of  all  possible  adverse  or 
intended  effects 


Drug  tnterartions 

Rypolension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  therapy 
with  enalapril  The  possibility  of  hypotensive  effects  with  enalapni  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril  If  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAtjE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  anlihypertensive  effect  of  VASOTEC  is  augmented  by  antihyperfensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa  nitrates,  calcium-blocking  agents  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-lype  diuretics 
Polassium-sparmg  diuretics  (eg . spironolactone,  triamferene.  or  amilonde).  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomi- 
tant use  ol  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Uthium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium,  including  ACE  inhibitors  A few  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  of  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium 
Pwiancy- Category  C There  was  no  tetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Fetoloxicily.  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mg/kgday  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg 
kgday.  but  not  at  30  mg/kgday  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  of  fetal  toxicity  with  the  use  of  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC*  (Enalapni  Maleale  MSD)  should  be  used  during  pregnancy  only  if  the  potential  ben- 
efit justifies  the  potential  risk  to  the  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  ol  pregnancy  has  not  been  reported  to  affect  lelal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  lelal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy,  there  have  been  reports  ot  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  The  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  fetus  Infants  exposed  in  utero  to  A(3E  inhibitors  should  be  closely  observed 
for  hypotension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perfusion  wifh  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
IS  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactaling  rats  contains  radioactivity  following  administration  ol  "C  enalapril  maleale  It  is  not 
known  whether  this  drugis  secreled  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safely  and  effectiveness  in  children  have  not  been  established 


Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safely  in  more  than  10.000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
Inals  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  m controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%).  nausea  (1 4%),  rash  (1 4%),  cough  (1 3%).  orthostatic  edects  (1 2%),  and  asthenia  (1 1%). 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (7  9%).  hypotension  (67%).  orthostatic  effects  (2  2%),  syncope  (2  2%).  cough  (2  2%).  chest  pain  (21%),  and 
diarrhea  (2.1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (18%),  headache  (1 8%),  abdominal  pain(1 6%),  asthenia  (1 6%).  orthosta- 
tic hypotension  (1.6%),  vertigo  II  6%).  angina  pectoris  (1  5%).  nausea  (1  3°'o).  vomiting  (1  3%),  bronchitis  (1  3%). 
dyspnea  (1  3%).  urinary  tract  infection  (1  yVo).  rash  (1  3%),  and  myocardial  infarction  (f  2%), 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  of  patients  with  hypertension  or  hearltailure  in  clinical  trials  in  order  of  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarclion  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation. 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation. glossitis,  stomatitis,  dry  mouth 
Musculostreletal  Muscle  cramps 


NervousIPsychiatric.  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  Infection, 

Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Slevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme, urticaria,  pruritus,  alopecia,  flushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erylhrocyte  sedimentation  rate, 
arthralgias/arthritis,  myalgias,  fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  ol  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discohtinued  and  appropriate  therapy  instiluleo  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
foHowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  ther- 
apy in  01%  of  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  67%  and  syncope  occurred  in 
2 2%  of  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  1 9%  of  patients  with  heart 
failure  (See  WARNINGS.) 

Clinical  Lattoralory  Test  Findings 

Senrm  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  ih  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  of  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  oaur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTtONS  ) tn  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy  were  observed  m about  11%  of  patients 
Increases  in  blood  urea  mitogen  ot  creatinine  were  a cause  lor  discontinuation  in  1 2%  of  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately 
0 3 q%  and  1 0 vol  %.  respectively)  occur  frequently  m either  hypertension  or  heart  failure  patients  treated  with 
V/^OTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than 
01%  of  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysis  have  been  reported  in  patients  with  (56PD 
deficiency 

Uver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
continued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension.  (See 
WARNINGS ) If  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed. 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  tor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS. Drug  Inleraclions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  the  end  of  the 
dosing  interval.  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 


Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  of  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  of  up  to  approximately  3 mg/dLf  For  patients 
with  creatinine  clearance  s 30  mtimin  (serum  creatinine  a 3 mg/dL).  the  first  dose  is  2,5  mg  pnce  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 


Heart  Failure.  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  IS  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Dnig  Interactions ) If  possible,  the  dose  of  the  diuretic  shojiTd  ^ reduced,  which  may 
diminish  the  likelihood  of  hypotension.  The  appearance  of  hypotension  after  the  inilialfflosf  <f  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  following  effective  management 'onlie^^tolr^  " "" 
usual  therapeutic  dosing  range  lor  the  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided' 

maximum  daily  dose  is  40  mg.  Once-daily  dosing  has  been  effective  in  a controlleifiSti 

' n 40  mg.  the  maximum  recommended  daily  dose,  and  there  ha»%pp 
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this  study  were  given  4 

twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  rediid 
severe  heart  failure  (NYHA  Class  Iw.  palients  were  treated  with  2 5 to  40  mg  per  day  ol  V/ 
administered  in  two  divided  doses  (bee  CLINICAL  PHARMACOLOGY.  Ptiahaeodynarnicsand  Clinical 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WAFJwflGS,) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Rena!  Impairment  or  Hyponatremia  to  patignts  with  heart  failure 
who  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/dL.'therapy  sRpuld  be 
ated  at  2 5 mg  daily  under  close  medical  supervision,  (See  DOSAGE  AND  ADMINISTRATION,  Hear/ 


Failure.  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 
bid  then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  of  four  days  or  more,  if  at  the  time 
ot  dosage  adjustment  there  is  not  excessive  hypotension  or  significant  deterioration  of  renal  func- 
tion The  maximum  daily  dose  is  40  mg 

For  more  delaited  intormation.  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion.  Merck 
Sharp  & Dohme.  Division  ol  Merck  & Co . Inc  . West  Point.  PA  8486  J9VS61R2(819) 
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HYPERTENSION  ITSELF 


pVASOTEC  is  generally  well  tolerated 
not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  v^/ith  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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Your  commitment?  Sixteen  hours  a month. 

Fourteen  days  a year.  Less,  in  some  cases,  should  your 
civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And  in 
exchange  for  your  skills,  live  the  adventure  of  your  life. 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a sbmulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  • Is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  informab'on  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. '■3  ''  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yccon^  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927, 

Elk  Grove  Village,  IL  60009-0927 
/American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA 94 120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
/American  College  of  Physicians 

John  R.  Ball,  M D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
Independence  Mall  West,  6th  St.,  at  Race 
Philadelphia,  PA  19106-1572 
/American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
/American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
/American  Diabetes  /Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 
/American  Heart  /Association  National  Center 
Mr.  Dudley  Hafoer,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 
/American  Hospital  Association 

Carol  M.  McCarthy,  Ph  D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
/American  Medical  /Association 

James  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  11  60610 
/American  Society  of  /Anesthesiologists 

Mr.  Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  II  60068-3189 
/American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  L 60612 
/American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M D.,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D C.  20005 
/American  Urological  /Association,  Inc. 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
/Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph  D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  II  60610-1694 
.Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Secretary 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  /Association 

633  S.  Washington  St.,  /Alexandria,  VA  22314 
Radiological  Society  of  North  /America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  jirioritv’.  We  know 
we  re  not  just  insuring  your  finances.  We're 
protecting  vour  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsuqiassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liahiliU  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
emploved  onlv  the  most  experienced  and 
skilled  malpractice  lawvers  in  your  area.  We 
will  never  waver  from  this  commitment. 
Third,  commitment  of  this  kind  requires 
financial  strength  and  stabilitx.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
-A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
ser\e  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  vour  corner,  don't  wait.  Call  The 
Medical  Protective  (Company  General  .Agent 
in  vour  area  todav. 


I want  a 

malpractice  carrier 


that  knows  how  to 


nmt.  That’s  why 
I’m  with  Medical 


ll> 


Protective. 


, A'-.  i 


f M ti  P aty  e si.cj<  u 1 y_5i 

Sen’ing  Nebraska  Phvsicians  Since  1949. 


Gerry  Smeader,  Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  354-9689 


SPECIAUZE 
IN  AIR  FORCE 
MEDICINE. 

I 

ER  Physicians.  Radiolo  ' 
gists.  OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH 
PROFESSIONS 

402-551-0928 


AMA  NEWS  NOTES 

An  estimated  400  senior  citizens  pick- 
eted the  AMA  headquarters  building  July  18 
to  protest  the  Associations's  opposition  to 
nationalized  health  care. 

Members  of  the  National  Council  of  Senior 
Citizens,  meeting  in  Chicago  for  a four-day 
conference,  circled  the  building  at  noon 
carrying  signs  that  read  "National  Health 
Care  Now."  Some  of  the  protesters  were 
physically  disabled.  The  event  was  covered 
by  local  television  crews  and  newspapers. 

The  AMA  met  with  the  group  two  days 
before  the  protest  to  discuss  the  issue. 

"We  have  met  with  representatives  of  the 
NCSC  and  share  their  quest  for  a more 
equitable  health  care  system,"  M.  Roy 
Schwarz,  MD,  senior  vice  president  for 
medical  education  and  science,  said  in  a 
written  statement.  "However,  the  physicians 
of  the  AMA  believe  a governmentally  funded, 
administered,  and  regulated  health  care 
system  costing  more  than  $339  billion  would 
be  an  invitation  for  disaster." 

(continued  on  page  10A) 


Wisconsin 


Physicians  BE/BC 

It's  never  too  late  for  a new  beginningl 
Dial  1-800-338-0568  and  discover  "The 
Right  Choice"  for  your  medical  praaice  in 
beautiful  Southern  Wisconsin. 


Specialties 


Allergy 
Cardiology 
' Dermatology 
' Emergency 
Medicine 
Family  Practice 


• Neurology 

• Obstetrics  & 
Gynecology 

• Ophthalmology 

• Orthopedics 

' Otolaryngology 


• Internal  Medicine  • Psychiatry 

The  Monroe  Clinic  associates  provide  the 
highest  continuum  for  patient  care  and 
you  have  easy  access  to  peers  or 
specialists  for  consultation  without  the 
distraaions  of  office  management. 

For  an  early  prescription  to  a lasting, 
equitable  partnership,  please  call  or 
send  your  curriculum  vitae  to  Robert 
Enterline,  Physician  Staffing  Director, 
The  Monroe  Clinic,  1515  Tenth  Street, 
Monroe,  Wisconsin  53566. 


A1C 


"equal  opportunity  employer." 


The  Monroe  Clinic 


0^ Check  Out  The  Services 
Your  NMA  Membership  Offers 

Special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 


NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

ffl^NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 

NMA  VISA  Card  Program.  — Review  the  benefits. 

[g^Accounts  Collection  Service  offered  by  Bartling  and  Hinkle,  P.C., 
attorneys-at-law.  They  are  endorsed  by  NMA. 

ffl'^nquire  to  the  Nebraska  Medical  Association  for  full  details  on  these  and 
other  special  services  available  exclusively  to  NMA  members. 
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Colorful  Colorado 
Outstanding  Practice  Opportunity 
Obstetrics-Gynecology 

* Immediate  Assumption  of  a Growing  Practice 

* Excellent  Medical  Community 

* Ideal  Location  Adjacent  to  Major  Hospital 

* Expanding  Suburban  Area  of  Metropolitan  Denver 

* Attractive  Benefit  Package 

* Available  Second  Office  in  a Fully  Staffed  Clinic 
with  large  Patient  Population 

Avoid  the  problem  of  building  a new  practice  from 
scratch.  Enjoy  working  in  a young,  expanding  area 
while  stepping  into  an  established  patient  load  and 
referral  system,  a modern,  Birthing-Room  centered 
hospital,  with  the  latest  surgical  innovations  such  as 
Yag-Laser  and  Video  Monitoring. 

Contact: 

Jeanne  McGinnis  (303)  360-3032 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 


Guidelines  for  the  Physician's  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN,  NEBRASKA  68508 
PHONE 

(402)  474-4472 


AMA  NEWS  NOTES 

(continued  from  page  9A) 

Dr.  Schwarz  also  met  with  reporters  at  the 
scene  and  described  the  Health  Access 
America  proposal,  the  AMA's  alternative  to 
national  health  care. 

* * * 

The  AMA  Is  moving  to  its  new  headquar- 
ters building.  Most  departments  will  move 
during  the  11  days  starting  Aug.  16.  The 
move  is  scheduled  to  be  completed  Aug. 
27.  The  new  address  will  be  515  N.  State  St, 
Chicago,  III.  60610.  The  main  phone  num- 
ber will  be  (312)  464-5000. 

★ * * 

A 10-minute  videotape  describing  the 
AMA's  Medicare  reform  proposal  its  now 
available.  The  proposal,  introduced  in  Con- 
gress by  Rep.  Charles  Rose  (D,  N.C.),  would 
provide  senior  citizens  with  vouchers  to 
purchase  more  comprehensive  benefits  than 
the  present  system  provides. 

The  tape  includes  interviews  with  Rose 
and  James  S.  Todd,  MD,  AMA  executive 
vice  president.  Copies  are  available  on  a 
loan  basis.  For  more  information  contact  the 
Dept  of  Medical  Service,  (312)  645-4706. 
* ★ * 

The  AMA-sponsored  "anti-hassle"  Medi- 
care reform  bill,  HR  4475,  has  221  co-spon- 
sors, and  its  Senate  counterpart,  S 2591,  has 
21  co-sponsors. 

The  bill  contains  five  major  reforms:  per- 
mitting billing  for  covering  physicians;  pro- 
hibiting carrier  charges  to  physicians  for 
necessary  data  they  must  provide;  making 
release  of  carrier  screens  mandatory;  allow- 
ing medical  societies  to  represent  physi- 
cians in  appeals  of  inappropriate  denials; 
and  establishing  a physician  advisory  group 
to  the  Health  Care  Financing  Administration 
to  review  Medicare  regulations  before 
implementation. 

Nebraska  Senator  j.j.  Exon  is  co-sponsor- 
ing the  Senate  Bill.  Congressmen  Doug 
Bereuter  and  Peter  Hoagland  are  co-spon- 
sors  in  the  House. 
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NEBRASKA 
: MEDICAL 

ASSOCIATION 


PHONE:  (402)  474-4472 

1512  FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508  • FAX:  (402)  474-21 98 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Out 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 

The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 


BOARD  OF  DIRECTORS 

PAUL  E.  COLLICOTT,  M.D.,  President  / PERRY  T.  WILLIAMS,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
RICHARD  A RAYMOND,  M.D.  / DONALD  J.  PAVELKA  M.D. 

HERBERT  A HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  / JAMES  K RUIGH,  Assistant  Executive  Director 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101 


. / r S):iec/a/  Svfottatw/i  to 

\c/)/'{(s/of  . ffec/tca/  ^ CssodcfOwf 
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The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  addi| 
benefits  package  designed  specifically  to  meet  our  members’  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 18%  A.P.R. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit! 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibil 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/i| 

PLUS,  a special  credit  card  protection  package. 


I I Yes,  / accept!  Complete  this  form  and  return. 


□ INDIVIDUAL 


□ JOINT 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


Last  Name  < Please  Print  I 


Social  SecuntN  No 


Telephone  No 


Street  Address 


Z'PI 


Prt'.eni  Emplo\er 

Yrs 

Mo  Salar\ 

Income  from  alimonv.  child  'tuppori.  or  separate  maintenance  pav meats  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

sou  do  not  choose  to  hase  it  considered  b>  us  as  a basis  for  repayment 

Bank  smlh  Checking 


Bank  with  Sasings 


CO-APPLICANT  (IF  JOINT  ACCOUNT) 


Last  Name  iPlease  Pnr 


Social  Securitv  No 


Present  Emplmer 


Business  .Address.  Cits.  State 


Business  Tclephoi 


Position 

Yrs  Mo 

/ 

Mo  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
if  you  do  not  choose  to  hase  it  considered  by  us  as  a basis  for  repayment 

Source  of  Other  Income 

Amount 

* ■ 

r - ^ 

TRANSFER  CURRENT  BALANCE 

Please  transfer  ms  current  bank  credit  card  balance  to  ms  FirsTier  VISA 
VISA  Accixjnt  Number 


MasterCard  Account  Number  _ 


Bank  . 
Bank  . 


Balance  - 
Balance  . 


TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

Eseryihing  that  I base  slated  in  this  application  is  correct  to  the  best  of  my  knosvledge  I understand  that  you  svill  retain  this  application  whether  or  not  it  is  approsed  You  are  authorized  to  check  my  credit  and  emj 
history  and  to  anssver  questions  about  your  credit  experience  with  me 

1 understand  that  if  my  application  is  approsed.  I will  be  bound  by  all  the  terms  and  conditions  of  the  VISA  Agreement  that  will  be  sent  to  me  by  mail  Any  use  of  my  VISA  will  be  an  acceptance  of  the  VISA  Agi 


and  all  its  terms  and  conditions 


Applicant’s  Signature 
507 


Co-Applicant  Signature 
CS 


CHARGES 


Annual  PercentaKe  Rale  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  base  25  days  from  the  billing  cycle 
closing  date  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases:  Aserage  Daily  Balance  (including  new  purchases) 
Annual  Fees:  S20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec  19 
when  It  was  printed  This  information  may  change  after  the  printing  date. 

To  find  out  what  may  base  changed,  call  us  at  l-8(X)-432-3209  Or.  write  to  us  at  FirsTier  Bank  C 
Card  Center.  PO  Box  7.  Omaha.  NE  68101-9972. 
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“I  think  I need 
lessons  in  eating” 


Putting  good  clietan'  practices  to 
work  may  require  some  changes. 

As  part  of  the  food  community, 
the  beef  industry  faced  the  challenge 
of  change  several  years  ago.  We  re- 
affirmed Diet-Health  Principles  that: 

□ Support  a moderate  and  bal- 
anced consumption  of  all  foods. 

□ Foster  new  breeding  and 
feeding  techniques  to  produce 
leaner  animals. 

□ Encourage  retailers  to  promote 
lean  cuts  of  closely  trimmed  beef. 

This  continuing  commitment  to 
meet  Diet-Health  Principles  with 
leaner  beef  products  and  consumer 
information  can  now  help  you. 

A lean,  trimmed,  cooked 
3-ounce  serving  of  beef  can  be 
included  in  meal  plans  that  meet  the 
dietary  advice  of  most  leading  health 
authorities. 

“Mealstyles”  is  a new  booklet 
for  consumers.  It  provides  practical 
lessons  for  including  beef,  a food 
Americans  tmly  enjoy,  in  ways  that 
recognize  the  needs  of  changing  life- 
styles to  control  total  fat,  saturated 
fatty  acids,  dietary  cholesterol  and 
sodium. 


A free  copy  of  “Mealstyles”  is 
available  for  your  review  and  comments 
immediately.  And,  you  can  re-order  up 
to  100  free  copies  for  office  use. 

When  your  patients  recognize  the 
benefit  of  change,  help  them  succeed. 
Use  “Mealstyles”  to  provide  specific 
how-to’s  to  guide  your  patients  in 
making  moderate,  balanced  food 
selections  a part  of  their  BEEFi 

everyday  eating  styles. 
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Please  send  “Mealstyles 
and  the  beef  industry'  ’s 
Diet  Health  Principles. 
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Name, 


Address  _ 
C'itv 


. State . 


.Zip. 


Mall  to  Beef  Industrs  Council 

444  N Michigan  Avenue 
Chicago.  II,  Hflhl  I 


.J 


NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING 


LINCOLN,  NEBRASKA  68508 


PHONE:  (402)  474-441 
• FAX:  (402)  474-219 


Dear  Colleague; 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  pleased  to  endorse  Blue  Cross  and  Blue  Shield  ol! 
Nebraska  health  insurance  plans  designed  especially  for  the  Association's  members. 


The  NM.A,  Traditional  plan  offers  "first  dollar  coverage";  that  is,  no  deductible  or  coinsurance  is  applied  to  basic 
covered  services.  The  plan  also  includes  major  medical  coverage  featuring  a $250  individual/$500  family 
calendar  year  deductible.  Under  a single  membership,  once  the  deductible  has  been  satisfied,  the  plan  pays  80% 
and  the  employee  pays  20%  to  the  first  $5,000  of  covered  charges  (employee  pays  $ 1 ,000  of  this  amount). 
Under  a family  membership,  once  the  deductible  has  been  satisfied,  the  plan  pays  80%  and  the  employee  pays 
20%;  to  the  first  $10,000  of  covered  charges  (employee  pays  $2,000  of  this  amount).  Once  this  amount  has  been 
reached,  benefits  for  covered  services  are  paid  at  100%  for  the  remainder  of  the  calendar  year,  up  to  a lifetime 
maximum  of  $1  million. 


Under  the  Custom  Flex  plan,  basic  and  major  medical  benefits  are  combined  into  one  plan,  with  your  choice  of 
four  front-end  deductibles.  Again,  under  a single  membership,  once  the  deductible  has  been  satisfied,  the  plan 
pays  80%  and  the  employee  pays  20%  to  the  first  $5,000  of  covered  charges  (employee  pays  $1,000  of  this 
amount).  Under  a family  membership,  once  the  deductible  has  been  satisfied,  the  plan  pays  80%  and  the 
employee  pays  20%  to  the  first  $10,000  of  covered  charges  (employee  pays  $2,000  of  this  amount).  Benefits  for 
cov'ered  services  are  then  paid  at  100%  for  the  remainder  of  the  calendar  year, 
up  to  a lifetime  maximum  of  $1  million. 

Each  plan  offers  benefits  that  you  and  your  office  staff 
w ill  appreciate,  such  as  Saturday  Customer  Service 
phone-in  hours  from  8;00  a.m.  to  noon  for  questions 
about  coverage  and  claims.  We  invite  you  to  review  the 
infomiation  on  the  opposite  page  and  send  in  the  coupon 
for  more  infomiation  on  NMA  health  insurance  plans 
from  Blue  Cross  and  Blue  Shield  of  Nebra.ska. 

Sincerely, 


President 

Nebraska  Medical  Association 


BOARD  OF  DIRECTORS 

PAUL  E.  COLLICOTT,  M.D.,  President  / PERRY  T.  WILLIAMS,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
RICHARD  A RAYMOND,  M.D.  / DONALD  J.  PAVELKA  M.D. 

HERBERT  A HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L SCHELLPEPER,  Executive  Director  / JAMES  K RUIGH,  Assistant  Executive  Director 


wo  ways 
to  make  your  stan 
feel  better: 


NMA^ 

Traditional  Plan 


•"First  Dollar  Coverage"  - no 
deductible  or  coinsurance 
applied  to  basic  covered 
services. 

•$250  individual/$500 
family  calendar  year 
deductible  on  major  medical  services. 

• Single  membership:  we  pay  80%  of 
covered  charges  to  first  $5,000  (employee 
pays  $ 1 ,000  of  this  amount). 

•Family  membership:  we  pay  80%  of 
covered  charges  to  first  $1 0,000  (employee 
pays  $2,000  of  this  amount). 

• 1 00%  of  charges  for  covered  services  paid 
to  $1 ,000,000  after  above  criteria  are  met. 

•$100  endorsement  for  outpatient  doctor's 
office  x-ray  and  lab  services,  paying  1 00% 
of  covered  charges  with  no  deductible. 


Please  send  me  more  information  about  Blue  Cross  and 
Blue  Shield  of  Nebraska  NMA  Health  Insurance  Plans. 

Name 


NMA 

Custom  Flex 
Plan 

•Combines  basic  and 
major  medical  benefits. 

•Your  choice  of  four 
front-end  deductible 
amounts. 

•Single  membership:  we  pay  80%  of 
covered  charges  to  first  $5,000  (employee 
pays  $ 1 ,000  of  this  amount). 

•Family  membership:  we  pay  80%  of 
covered  charges  to  first  $ 1 0,000  (employee 
pays  $2,000  of  this  amount). 

• 1 00%  of  charges  for  covered  services  paid 
to  $1 ,000,000  after  above  criteria  are  met. 


A 


Address 


City_ 


State 


ZIP 


Mail  to:  Blue  Cross  and  Blue  Shield  of  Nebraska,  7261  Mercy  Road, 
Omaha,  NE  68180  Attention:  Marketing 


1 1 Blue  Cross  and  Blue  Shield 

of  Nebraska,  we  welcome  the 
opportunity  to  help  NMA  members 
and  their  employees  get  the  best 
coverage  and  the  best  service 
possible.  For  more  information  about 
our  NMA  plans,  simply  fill  out  and 
return  this  coupon,  or  call  toll-free 
1-800-642-8014. 


Blue  Cross 
Blue  Shield 

of  Nebraska 


Registered  Marxs  8iue  Cross  and  Blue  Snietd  Assooation 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor  Richard  B 

Svehla.  Omaha.  Counties:  Douglas, 
Sarpy- 

Second  District:  Councilor  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  Paul  M.  Scott, 
Auburn  Counties:  Gage,  Johnson  Nemaha, 
Pawnee.  Richardson. 

Fourth  District:  Councilor  Gordon  Adams. 
Norfolk.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon.  Knox.  Madison, 
Pierce.  Stanton,  Thurston,  Wayne. 
Fifth  District:  Councilor:  Kenneth  C. 
Bagby.  M.D.,  Blair.  Counties:  Boone, 
Burt,  Colfax.  Dodge.  Merrick.  Nance, 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  M.D.,  Seward.  Counties:  Butler. 
Hamilton,  Polk.  Saunders,  .Seward,  York. 
Seventh  District:  Councilor:  R.  A.  Blatny. 
M.D..  Fairbury.  Counties:  Clay.  Fillmore, 
Jefferson.  Nuckolls.  Saline.  Thayer. 
Eighth  District:  Councilor:  Richard  D. 
Fitch.  .M.D..  O'Neill,  Counties:  Boyd, 
Brown.  Cherry.  Holt.  Keya  Paha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine.  Buffalo. 
Custer,  Dawson.  Garfield.  Grant.  Greeley, 
Hall.  Hooker.  Howard.  Loup,  Sherman. 
Thomas.  Valley.  Wheeler. 

Tenth  District:  Councilor  Charles  F.  Damico. 
M.D..  Hastings.  Counties:  Adams.  Chase. 
Dundv.  Franklin.  Frontier.  Furnas, 
Gosper.  Harlan.  Hayes.  Hitchcock. 
Kearney.  Phelps,  Red  Willow.  Wel^ter. 
Eleventh  District:  Councilor:  Ronald  L. 
Asher.  M.D.,  No.  Platte.  Counties: 
Arthur.  Deuel.  Garden.  Keith.  Lincoln. 
Logan.  McPherson.  Perkins. 

Twelfth  District:  Councilor:  Milton  R. 
Johnson,  Scottsbluff,  Counties;  Banner, 
Box.  Butte,  Cheyenne,  Dawes,  Kimball. 
Morrill,  .Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  Countv  Medical  Societies 
COMPONENT  COUNTY  MEDICAL'  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


.Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keilh-PerkinS'Case 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders  

Scottsbluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr. 

Washington-Burt 

York 


Jerry  Seiler.  Hastings John  Welch,  Hastings 

David  John.son,  Osmond 


Wendell  Fairbanks,  Alliance 

. Frank  Lauro,  Kearney Cheri  Jensen.  Kearney 

V.J.  Thoendel,  David  City Jack  Kaufmann,  David  City 

R.  R.  Andersen,  Nehawka 

James  Thayer.  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman.  West  Point Scott  Green.  West  Point 

Loren  Jacobsen.  Broken  Bow N.  Leon  Brooks,  Broken  Bow 

Rodney  Sitorius,  Cozad 

James  Bridges,  Fremont W.  B.  Eaton,  Fremont 

Willis  L.  Wiseman.  Wayne Robert  Benthack,  Wayne 

Tom  Martin,  Ord Otis  Miller,  Ord 

Louis  J.  Gogela,  Jr.,  Beatrice Donald  Weldon,  Beatrice 

B.  Wariyar.  Grand  Island Gordon  Hrnicek.  Grand  Island 

J.C.  Wilcox,  Aurora M.D.,  Jobman,  Aurora 

Melvin  Campbell.  Ainsworth 

Gordon  0.  Johnson.  Fairbury R.  A.  Blatny,  Fairbury 

Berl  W'.  Spencer.  Ogallala Clifford  Colglazier,  Grant 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Alan  D.  Forker.  Lincoln James  Fosnaugh,  Lincoln 

Janet  Bemard-Stevens,  North  Platte ...  Robert  K.  Dellinger,  North  Platte 

Steffan  Lacey,  Norfolk P.  K.  Mistry,  Norfolk 

Allen  D.  Dvorak,  Omaha Eugene  M.  Zweiback,  Omaha 

C.  R.  Adams,  Norfolk Tod  Voss.  Norfolk 

Edward  Metz.  Crawford R.  H.  Rasmussen,  Chadron 

Dean  R.  Thomson,  Nebraska  City Paul  R.  Madison,  Nebraska  City 

Richard  Cimpl,  Columbus Milton  Zadina,  Columbus 

Robert  E.  Tuma,  Crete 

Michael  Moran.  Papillion Tracy  Osborne.  Papillion 

I.  M-  French.  Wahoo John  E.  Hansen.  Jr.,  Wahoo 

R.  S.  Anderson.  Scottsbluff Jim  Massey,  Scottsbluff 

Dick  Pitsch,  Seward Paul  Hoff,  Utica 

Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander.  Pawnee  City 

David  A.  Allerheiligen,  McCook Lenny  Deaver,  Cambridge 

Priscilla  Ruhe,  Blair Hans  Rath,  Omaha 

Darroll  Loschen,  York Harold  Nordlund,  York 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 

Call  L800-USA-ARMYext.431today. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 


Because  safety 
cannot  be  taken  for  granted 
in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,' 
Axid  does  not  inhibit  the  cytochromt 
P-450  metabolizing  enzyme  system: 


Swift  and  effective 
H2-antagonist  therapy 


Most  patients  experience 
pain  relief  with  the  first  dose^ 


Heals  duodena!  ulcer 
rapidly  and  effectively^^ 


Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 


References 

1 USP  D!  Update.  September/ October  1988.  p 120. 

2.  BrJ  Chn  Pharmacol  1985:20:710-713. 

3.  Data  on  file,  Lilly  Research  Laboratories. 

4.  Scand  J Gastroenterol  1987:22(supp!  136):61-70. 

5.  Am  J Gastroenterol  1989:84:769-774. 


AXID® 

nizatidine  capsules 

Brief  Suntmary.  Consult  the  package  literature  for  complete 
Information. 

Indications  and  Usage:  \.  Active  duodenal  ulcer-kn  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -lot  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  ot  1 50  mg  h.s  The  consequences  of  therapy  with  Axid 
tor  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensthvfty  to  other  H;-receptor  antagonists. 
Precautions:  Genera/- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastnc  malignancy. 

2.  Dosage  should  be  reduced  in  pahents  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  funchon  and  uncomplicated  hepatic 
dystuncbon,  the  disposibon  of  nizatdine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tes/s-False-positve  tests  lor  urobilinogen  with  Multishx* 
may  occur  dunng  therapy. 

Drug  Inleracbons-No  interacbons  have  been  observed  with  theophyl- 
line. chlordiazepoxide,  lorazepam,  lidocalne.  phenytoin,  and  wartann.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interacbons  mediated  by  inhibibon  of  hepabc  metabolism  are  not  expected 
to  occur.  In  pabents  given  very  high  doses  (3,900  mg)  of  aspinn  daily, 
increased  serum  salicylate  levels  were  seen  when  nizabdine,  150  mg 
b.i.d,,  was  administered  concurrently. 

Caranogenesis,  Mutagenesis,  Impairment  ol  Ferbtity- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  bmes  the  recommended  daily  therapeubc  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastnc  oxynbc 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepabc  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepabc  carcinoma  in  the  high-dose  animals  was  within  the  histoncal 
conbol  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (3Ci%)  weight  decrement  as  compared  with  concurrent 
conbols  and  eindenra  of  mild  liver  injury  (bansaminase  elevabons).  The 
occurrence  of  a marginal  hnding  at  high  dose  only  in  animals  given 
/Uud*  (nizabdine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (gnren  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potenbal  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genebc  toxicity,  including  bactenal  mutabon  tests,  unscheduied 
ONA  synthesis,  sister  chromabd  exchange,  mouse  lymphoma  assay, 
chromosome  aberrabon  tests,  and  a micronucleus  test 

In  a two-generabon,  pennatal  and  postnatal  ferblity  study  in  rats,  doses 
of  nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  o(  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  bmes  the  human  dose  revealed 
no  evidence  of  impaired  ferblity  or  teratogenic  effect  but  at  a dose 
equivalent  to  300  bmes  the  human  dose,  beated  rabbits  had  aborbons, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On  intra- 
venous adminisbabon  to  pregnant  New  Zealand  White  rabbits  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida  hydrocephaly, 
and  enlarged  heart  in  one  fetus  There  are,  however,  no  adequate  and 
well-conbolled  studies  in  pregnant  women.  It  is  atso  not  known  whether 
nizabdine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproducbon  capacity.  Nizabdine  should  be  used  dunng 
pregnancy  only  if  the  potential  benefit  jusbfies  the  potential  risk  to 
the  fetus 

Nursing  Mothers-SMies  in  lactating  women  have  shown  that 
0.f%  of  an  oral  dose  is  seaeted  in  human  milk  in  proporbon  to  plasma 
concentrabons  Because  of  growth  depression  in  pups  reared  by  beated 
lactabng  rats  a deasion  should  be  made  whether  to  disconbnue  nursing 
or  the  dnig,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use-Safety  and  etfecbveness  in  children  have  not  been 
established. 

Use  in  Bderty  /^bents-Healing  rates  in  elderly  pabents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalibes.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adverse  Reactions:  Clinical  mals  of  varying  durabons  included  almost 
5,000  pabents  /tmong  the  more  common  adverse  events  in  domesbc 
placebo-conbolled  trials  of  over  f,900  nizabdine  pabents  and  over  f,300 
on  placebo,  sweabng  (1%  vs  0.2%),  urbcana  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizabdine.  It  was  not  possible  to  detemiine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid*  (nizabdine.  Lilly) 


//qpabc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkalint 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
pabents  In  some  cases  there  was  marked  elevation  (>500  lU/L)  in  SGOT , 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  bom  dial 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  venbicular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  unbeated  subjects 
CAIS-Rare  cases  of  reversible  mental  contusion  have  been  reported 
Endocrine-C\mical  pharmacology  studies  and  controlled  clinical  bials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine 
Impotence  and  decreased  libido  were  reported  with  equal  bequency  by 
pabents  on  nizabdine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarefy. 

Hematologic-Fatal  thrombocytopenia  was  reported  in  a pabent 
beated  with  nizabdine  and  another  H,-receptor  antagonist  This  patient 
had  previously  expenenced  thromboc^openia  while  taking  other  drugs 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental-Sweatsrrg  and  urbcaria  were  reported  significantly 
more  bequenby  in  nizabdine-  ttian  in  placebo-beated  pabents  Rash  and 
exfoliabve  derniabbs  were  also  reported. 

Hypersensitivity -As  with  other  Hi-receptor  antagonists  rare  cases  of 
anaphylaxis  following  nizatidine  adminisbabon  have  been  reported. 
Because  cross-sensrbvity  among  this  class  has  been  observed,  H;-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  these  agents  Rare  episodes  of  hypersensitivity  reactions 
(eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Of/ier-Hyperuncemia  unassociated  with  gout  or  nephrolrlhiasis  was 
reported.  Ec^nophilia,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Dverdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs  activated  charcoal,  emesis  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  inaeased  plasma  clearance  by  approximately  84%. 
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THE  PROBLEM 

The  development  of  resistance 
to  the  penicillin  by  Neisse- 
ria gonorrhoeae  is  effected 
by  either  chromosomal  or  plasmid-mediated 
mechanisms Changes  in  the  affinities  of 
the  penicillin-binding  proteins  or  induced  by 
chromosomal  mutation  and  altered  outer 
membrane  permeability  have  resulted  in  the 
step-wise  increments  in  penicillin  dosage  re- 
quired for  organismal  erradicationJ'^  To  date, 
chromosomal  resistance  has  been  relative 
rather  than  absolute.  The  use  of  4.8  million 
units  of  procaine  penicillin  G coupled  with 
the  concomitant  use  of  probenicid  eradi- 
cates almost  all  of  strains  of  N.  gonorrhoeae. 

Plasmid-mediated  resistance  is  due  to  an 
elaboration  of  enzymes,  beta  lactamases, 
which  cleave  the  beta  lactam  ring.  This  struc- 
ture is  essential  for  interaction  of  penicillin 
molecule  with  penicillin-binding  proteins 
(PBP).  If  cleaved,  the  drug  is  rendered  bio- 
logically inert.  Strains  of  Neisseria  gonor- 
rhoeae possessing  penicillinases  are  desig- 
nated as  PPNC  strains  (pencillinase-producing 
Neisseria  gonorrhoeae).  The  therapeutic 
problem  posed  by  PPNG  strains  is  frequently 
compounded  by  the  concomitant  multiple- 
resistance  to  a number  of  alternative  antibi- 
otics used  in  the  therapy  of  monoetiological 
gonococcal  infections  such  as  the  tetracy- 
clines, erythromycins,  cephalosporihs,  etc. 

In  response  to  the  growing  prevalence  of 
PPNG  strains,  the  GDC  has  modified  its 
therapeutic  recommendations.^  If  the  pres- 
ence of  PPNG  is  greater  than  or  equal  to  1% 
of  isolates  in  a community,  it  is  recommended 
that  antimicrobial  coverage  be  extended  to 
include  the  PPNG  strains.  For  a community 
or  region  to  be  deemed  endemic  the  preva- 
lence of  PPNG  must  be  1%  over  a minimum 


of  two  month  period.  The  exception  is  when 
case-clustering  occurs. 

PPNG  IN  NEBRASKA 

Until  recently,  plasmid-mediated  resis- 
tance has  largely  been  a problem  of  the 
large  urban  centers,  primarily  on  the  East 
and  West  Coasts.  Living  in  a highly  mobile 
society  and  given  the  infectivity  of  Neisse- 
ria gonorrhoeae,  the  PPNG  strains  have 
made  their  way  into  the  heartlands  of  the 
United  States.  Their  presence  here  will 
modify  the  way  we  treat  gonococcal 
infection  and  disease  in  the  next  decade. 

Identification  of  isolated  cases  of  PPNG 
has  largely  rested  with  the  testing  of  gonoc- 
cocal  isolates  for  beta  lactamase  activity  or 
presumption  of  beta  lactamase  production 
when  test  of  cure  done  within  seven  days  of 
initial  therapy  indicates  persistance  of  the  or- 
ganism. The  incidence  of  PPNG  strains  in 
Nebraska  has  been  significantly  below  the 
1%  prevalence  cutoff  recommended  by  the 
GDC;  however,  the  pattern  of  prevalence 
has  been  one  of  progressive  increase.  Taken 
as  a state,  Nebraska  is  not  an  endemic  area, 
however,  the  clustering  of  cases  makes  selec- 
tive areas  within  Nebraska  probably  endemic 
sites.'’  Specific  localities  are  currently  meet- 
ing the  criteria  necessary  for  being  deemed 
endemic  rather  than  nonendemic.  (Tables  1 
and  2)  The  clustering  of  cases  within  Ne- 
braska is  consistent  with  the  acquisition  of 
infection  from  a single  individual  and  secon- 
dary spread.  To  date,  aggressive  case  con- 
tact, identification  and  therapy  have  been 
successful  in  attaining  strain  eradication  in 

*Address  correspondence  and  reprint  requests  to:  Gilles 
R.  C.Monif,  M.D.  Professor  of  Obstetrics  and  Gynecology, 
Creighton  University  School  of  Medicine,  601  North  30th 
Street,  Suite  481 0 Omaha,  Nebraska  681 31 . 
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TABLE  1 

Incidence  of  PPNG  in  Urban  Counties  and  in  the  State  of  Nebraska 
— January  1988  through  September  1989 


TIME  PERIOD 

DOUGLAS 

LANCASTER 

JEFFERSON 

SCOTTSBLUFF 

STATE 

January  1988 

3/927 

1/128 

5/5 

2/12 

11/281 

September  1988 

0.3% 

0.8% 

100% 

16.7% 

0.9% 

January  1989 

12/1044 

13/193 

0 

9/0 

25/1393 

September  1989 

1.2% 

6.7% 

0% 

0% 

1.8% 

TABLE  II 

Incidence  by  Month  of  PPNG  Strain  (1989) 


Total  Number 

Total  Number 

of  Isolates  of 

Isolates  of 

Neisseria 

PPNG 

Neisseria 

PPNG 

Month 

gonorrhea 

Isolates 

gonorrhea 

Isolates 

January 

153 

3 

22 

0 

February 

75 

0 

12 

0 

March 

115 

0 

10 

0 

April 

220 

0 

37 

0 

May 

21 

0 

June 

43 

1 

34 

0 

July 

221 

2 

4 

0 

August 

122 

4* 

20 

9* 

September 

140 

2* 

33 

4* 

‘Indicates  a prevalence  >1% 


most  instances  within  the  State  of  Nebraska. 
(Table  1)  For  example,  in  1988  Jefferson 
County  had  five  cases  of  PPNG.  With  the 
implementation  of  aggressive  public  health 
measures,  no  cases  have  been  reported  in 
1989. 

The  1989  increase  in  PPNG  within  the 
State  of  Nebraska  can  be  traced  to  individual 
introduction  of  PPNG  strains  into  Omaha 
and  secondary  spread  to  Lincoln.  (Table  2) 
The  dissemination  of  PPNG  into  these  urban 
centers  has  partially  eluded  traditional  pub- 
lic health  containment  and  eradication  pro- 
grams. It  is  probable  that  the  endemic  preva- 
lence of  PPNG  strains  is  being  established  in 
the  major  urban  centers  of  Nebraska. 

PHYSICIAN  RESPONSE 

Cultures  should  be  used  to  diagnose  all 
cases  of  gonorrhea.  Gram  stained  slides  can 
be  used  for  establishing  a presumptive  diag- 
nosis. However,  a culture  of  the  organism  is 


needed  to  determine  beta  lactamase  produc- 
tion and  antibiotic  sensitivity. 

Incorporation  of  antimicrobial  compounds 
effective  against  PPNG  into  initial  therapy  is 
advocated  when  the  prevalence  of  isolates  is 
greater  than  or  equal  to  1%.  Currently  it 
would  not  be  effective  to  initially  employ 
PPNG  effective  antibiotics  in  all  cases  of 
gonococcal  infection  or  disease;  however, 
certain  measures  can  be  implemented  which 
prospectively  will  increase  the  likelihood  of 
identification  of  the  individual  with  the  PPNG 
strain.  The  following  is  a list  of  recommenda- 
tions. 

1.  The  influence  of  endemic  areas  unfor- 
tunately impacts  heavily  on  those  which  are 
considered  nonendemic.  When  treating  a 
person  with  suspected  contact  to  Neisseria 
gonorrheae,  question  the  patient  about  the 
location  of  contact.  Did  the  person  leave 
Nebraska  (or  a low  risk  area)  recently  or  did 
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the  contact?  Ask  the  patient  about  recent 
travel  by  themself  or  with  their  sexual  consort 
or  consorts  to  major  cities  such  as  Los  Ange- 
les, Miami,  New  York,  Detroit,  etc.  Infection 
acquired  directly  or  indirectly  from  Lincoln 
or  Omaha  should  be  treated  as  being  PPNG. 

2.  After  evaluation  and  treatment,  advise 
against  intercourse  until  culture  results  are 
known.  Since  with  treatment  symptoms  abate 
rapidly,  the  patient  with  PPNG  may  experi- 
ence a change  in  symptoms  and  perceiving  it 
as  cure,  go  on  to  infect  others. 

3.  If  a patient  admits  to  multiple  sexual 
partners,  it  is  best  to  presume  the  presence 
of  penicillinase-producing  strain  and  treat 
with  ceftriaxone  or  spectinomycin  or  cip- 
rofloxacin. 

For  individuals  with  PPNG  isolates,  treat 
them  with  a single  dose  of  ceftriaxone  250 
mg  intramuscularly,  spectinomycin  2 g intra- 
muscularly. Ciprofloxacin  250  mg  by  mouth 
is  also  highly  effective,  but  the  use  of  cip- 
rofloxacin is  absolutely  contraindicated  in 
pregnancy  and  in  children  16  years  of  age  or 
younger  and  is  not  currently  FDA  approved 
for  this  indication.'’  Doxycycline,  100  mg 
twice  a day  orally  for  seven  days  should  be 
added  to  any  of  the  PPNG  treatments.  This 
is  to  cover  coexisting  chlamydial  infection 
which  has  been  documented  in  up  to  45%  of 
gonorrhea  cases  in  some  populations.® 

Treatment  failure  following  combined 
ceftriaxone/doxycycline  therapy  is  rare;  there- 
fore, a follow-up  culture  ("test-of-cure")  is 
not  essential.  A more  cost-effective  strategy 
may  be  a reexamination  with  culture  1-2 
months  after  treatment.  Because  there  is  less 
long-term  experience  with  drugs  other  than 
ceftriaxone,  patients  treated  with  regimens 
other  than  ceftriaxone/doxycycline  should 
have  follow-up  cultures  obtained  for  4-7 
days  after  completion  of  therapy. 

Persistent  symptoms  after  treatment  should 
be  evaluated  by  culture  for  N.  gonorrhoeae, 
and  any  gonococcal  isolate  should  be  tested 
for  antibiotic  sensitivity.  Symptoms  of  ure- 
thritis may  also  be  caused  by  C.  trachoma- 
tis and  other  organisms  associated  with  non- 
gonococcal urethritis.  Additional  treatment 
for  patients  with  gonorrhea  should  be  ceftriax- 
one, 250  mg.  followed  by  doxycycline.  In- 
fections occurring  after  treatment  with  one  of 


the  recommended  regimens  are  commonly 
due  to  reinfection  rather  than  to  treatment 
failure  and  indicate  a need  for  improved  sex- 
partner  referral  and  patient  education.® 

All  patients  need  to  be  counseled.  Many 
patients  have  no  understanding  of  transmis- 
sion of  disease.  Safer  sex  practices  including 
latex  condoms  with  nonoxynol-9,  barrier 
contraceptives  and  limited  sexual  contact 
numbers  are  recommended. 

Persons  treated  for  gonorrhea  should  have 
a serologic  test  for  syphilis. 
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COMMENT: 

There  is  a component  of  overstatement  in 
the  article  that  I find  difficult  to  accept.  The 
authors  stated  that  "the  endemic  prevalence 
of  PPNG  strains  is  being  established  in  the 
major  centers  of  Nebraska."  In  reality,  there 
were  three  cases  of  penicillinase-producing 
gonorrhea  noted  in  Lincoln  during  early 
September,  1989.  Two  of  the  three  cases 
were  sexual  contacts  that  were  traced  back  to 
Omaha.  The  third  case  was  a long  distance 
truck  driver  who  acquired  PPNG  from  a 
sexual  contact  on  the  West  coast.  There  has 
not  been  another  reported  cases  of  PPNG  in 
Lincoln  since  that  time  even  though  there 
have  been  the  usual  numbers  of  gonorrhea 
cases  reported.  In  addition,  all  gonorrhea 
isolates  have  been  tested  for  penicillinase 
activity  without  discovering  any  other  cases 
than  the  three  cases. 

Richard  Morin,  M.D. 

Lincoln,  NE 
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INTRODUCTION 

Malignant  glioma  is  not  only 
the  tumor  most  commonly 
seen  in  adults,  but  is  also  the 
most  malignant  of  primary  brain  tumors.  The 
extremely  poor  prognosis  and  survival  of 
patients  with  malignant  glioma  has  been  well 
documented  in  the  literature  with  greater 
than  50%  mortality  at  six  months,  and  90% 
mortality  within  one  and  one  half  years. 
The  overall  five  year  survival  rates  remain  in 
the  range  of  0-6%  depending  on  the  relative 
proportion  of  anaplastic  astrocytomas  (Grade 
III  astrocytoma).  Although  radiation  treat- 
ment can  make  a significant  difference  in 
survival,  there  is  no  report  of  a permanent 
cure  despite  extensive  research  and  clinical 
trials  of  various  therapeutic  modalities." 
Because  of  the  infiltrative  nature  of  tumor, 
complete  resection  is  not  possible.  The  me- 
dian survival  from  surgery  alone  ranges  from 
4.5  to  6 months,  while  fewer  than  20%  of  pa- 
tients survive  12  months. Chemotherapy 
also  has  limited  efficacy.^®  A radical  debulk- 
ing  followed  by  radiation  therapy  in  high 
doses  provides  the  best  median  survival.  Un- 
fortunately, the  maximum  dosage  of  radia- 
tion is  limited  by  the  tolerance  of  normal 
brain  to  irradiation.  Because  malignant  gli- 
oma is  a relatively  localized  disease,  a local- 
ized high  dose  radiation  treatment  of  the 
tumor  appears  to  be  a reasonable  approach 
in  future  management  of  this  extremely 
malignant  tumor.  The  stereotactic  implanta- 
tion technique  of  radioactive  sources  into 
brain  tumors  (interstitial  brachytherapy)  has 
been  developed  to  safely  administer  high 
dose  ratiotherapy  to  the  tumor  and  at  the 
same  time  avoid  excessive  irradiation  to 
normal  brain. ^ The  representative  results  from 
two  prominent  institutions  with  brain  bra- 
chytherapy programs  will  be  reviewed.  A 
case  history  of  our  patient  undergoing  inter- 


stitial brachytherapy  with  a favorable  result 
will  also  be  presented. 

Stereotactic  Brain  Brachytherapy 

The  initial  experience  of  one  of  the  au- 
thors (HWC)  was  obtained  at  the  University 
of  Kentucky  from  1980  through  1986.^°  A 
clinical  trial  was  designed  to  evaluate  the  fea- 
sibility and  side  effects  of  brain  implantation, 
as  well  as  determine  the  response  rate,  dura- 
tion of  response,  survival,  and  complications 
associated  with  brain  brachytherapy."  Pa- 
tients comprising  that  study  group  had  a 
tissue  diagnosis  of  malignant  glioma,  were 
less  than  80  years  of  age,  and  exhibited  a 
Karnofsky  Performance  Status  of  greater  than 
50%.  During  the  period  from  November  1980 
to  October  1983,  thirty-two  such  patients 
(24  males  and  eight  females)  were  treated 
with  brain  brachytherapy.  More  than  half  of 
the  patients  in  this  investigation  were  be- 
tween 50  and  69  years  of  age,  with  the  peak 
incidence  of  tumor  noted  to  be  in  the  sixth 
decade.  12.5%  of  patients  were  classified  as 
having  anaplastic  astrocytomas  and  87.5% 
had  Glioblastoma  Multiforme.  All  patients 
were  initially  treated  with  debulkment  of  the 
tumor  mass.  Brain  implantation  was  usually 
performed  within  two  weeks  of  the  original 
surgery.  In  addition,  the  patients  received 
external  beam  radiation  treatment  using  Co- 
balt-60 or  6 MeV  radiation  sources.  The 
development  of  the  clinical  trial  in  the  3-year 
period  can  be  divided  into  two  stages.  In 
stage  I,  the  patients  underwent  a single  tube 
implantation,  followed  by  5000-6000  cGy  of 


^Address  correspondence  and  reprint  requests  to:  H. 
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Street,  Omaha,  NE  681  31 . 
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external  brain  irradiation.  The  details  of  the 
stage  I study  have  been  published  elsewhere.® 
The  stage  I study  suggested  that  brain  bra- 
chytherapy  was  a safe,  easily  applied  proce- 
dure that  was  well  tolerated.  Furthermore, 
the  study  suggested  that  brain  brachytherapy 
might  prolong  the  survival  expectancy  of  the 
patients  as  well  as  improve  the  quality  of  that 
survival.  However,  in  patients  with  a single 
tube  implant,  the  increase  in  survival  was 
short-lived  due  to  insufficient  and  inhomo- 
genous  tumor  doses  delivered  in  this  man- 
ner. 

In  an  attempt  to  optimize  the  tumor  dos- 
ing, a multiple  tube  implantation  technique 
was  introduced.  Stage  II  study  patients  re- 
ceived this  modality  of  therapy.  The  use  of 
multiple  catheters  did  not  increase  the  fre- 
quency of  adverse  reactions  nor  decrease 
patient  tolerance.  All  patients  tolerated  the 
procedures  well.  The  improvement  in  the 
Karnofsky  performance  status  as  well  as  the 
prolongation  of  survival  was  encouraging.’^ 

The  failure  rate  was  only  12%  in  the  bra- 
chytherapy group  at  six  months  post-opera- 
tively  compared  to  28%  in  the  conventional 
external  radiotherapy  group. In  sharp  con- 
trast, 58%  of  patients  who  had  brain  surgery 
alone  died  within  the  first  six  months  follow- 
ing brain  surgery.  Regardless  of  the  particular 
implantation  technique  (single  vs.  multiple 
tuoes),  there  were  few  deaths  within  the  ini- 
tial six  month  post-operative  period.  Begin- 
ning at  the  seventh  month,  the  survival  curve 
with  a single  tube  implantation  fell  sharply. 
In  contrast,  with  multiple  tube  implantation, 
the  survival  curve  declined  at  a more  gradual 
rate;  36%  of  those  patients  survived  two 
years  after  surgery. 

Studies  at  other  centers  have  reported  a 
similar  benefit.  At  the  University  of  California 
San  Francisco,  the  median  survival  for  pa- 
tients with  glioblastoma  multiforme  under- 
going brachytherapy  was  95  weeks  com- 
pared to  52  weeks  in  matched  controls  not 
undergoing  the  implant  procedure.  The 
median  survival  for  patients  with  anaplastic 
astrocytoma  undergoing  implantation  was 
223  weeks  compared  with  165  weeks  in 
matched  controls.’® 

Brain  Implantation  Therapy 
At  Creighton  University 

In  February  1989,  Creighton  University 


embarked  upon  a program  of  brain  brachyth- 
erapy. The  following  case  history  involving  a 
malignant  glioma  illustrates  the  methods 
utilized  by  this  program; 

CASE  ILLUSTRATION: 

A 56  year  old  right-handed  female  devel- 
oped frontal  headaches  in  january,  1989. 
The  headaches  progressed  in  intensity  over  a 
two  month  period  and  became  associated 
with  memory  loss.  The  patient  developed 
visual  obstructions  and  noted  difficulty  with 
speaking.  She  described  a right-sided  move- 
ment disorder  suggestive  of  Jacksonian  sei- 
zure activity. 

On  physical  examination  a fundoscopic 
exam  revealed  moderate  papilledema.  A 
mini-mental  status  examination  revealed  her 
to  be  alert  and  oriented.  Her  language  exhib- 
ited an  expressive  aphasia.  The  motor  exami- 
nation disclosed  a mild  right  hemiparesis. 
The  Babinski  sign  was  present  on  the  right 
side. 

An  MR  scan  revealed  a complex  contrast 
enhancing  mass  in  the  region  of  the  internal 
capsule  and  thalamus  on  the  left  side.  The 
lesion  was  associated  with  significant  edema 
which  extended  into  the  occipital  and  tem- 
poral lobes,  exhibited  rather  marked  mass- 
effect,  and  cause  displacement  of  the  midline 
structures  to  the  right. 

The  patient  was  admitted  to  St.  Joseph 
Hospital  in  March,  1989.  A stereotactic  brain 
biopsy  rendered  a diagnosis  of  grade  III  an- 
aplastic astrocytoma.  Because  the  tumor  was 
deep-seated,  she  was  not  considered  to  be  a 
candidate  for  a standard  debulking  proce- 
dure. One  week  subsequent  to  the  sterotac- 
tic  biospy,  the  patient  underwent  stereotac- 
tic interstitial  brachytherapy  (Figure  1).  Util- 
izing the  Leksell  frame,  an  array  of  six  im- 
plant catheters  were  stereotactically  placed 
within  the  contour  of  the  tumor  bed  (Figure 

2) .  A computer  reconstruction  of  overlap- 
ping isodose  curves  demonstrated  a satisfac- 
tory distribution  of  radiation  sources  (Figure 

3) .  A total  of  3000  cGy  was  stereotactically 
delivered  to  a localized  region  of  tumor.  Ad- 
ditionally she  received  6000  cGy  of  conven- 
tional external  radiation  treatment  to  the 
tumor.  Her  post-radiation  course  has  been 
unremarkable.  A follow-up  CT  scan  six  months 
later  demonstrated  a remarkable  improve- 
ment in  the  radiographic  appearance  of  the 
tumor  (Figures  4 and  5). 
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FIGURE  1: 

Patient  has  been  placed  into  the  Leksell's  stereotactic  frame 
and  the  first  implant  catheter  is  inserted  into  the  target  point 
inside  of  the  tumor  according  to  X,  Y,  Z coordinates. 


implantation  treatment  well.  There  were  no 
complications  and  the  post-implantation  per- 
formance status  was  excellent.  One  such 
objective  example  is  shown  in  Figures  4 and 
5. 

While  the  ability  to  implant  radioactive 
sources  into  the  tumor  with  relative  ease  is 
demonstrated  in  our  study,  several  problems 
remain  inherent  in  the  utilization  of  intersti- 
tial brachytherapy.^^  These  include  the  ex- 
tent to  which  tumor  can  be  radically,  yet 
safely,  debulked  at  the  time  of  craniotomy 
and  the  precision  with  which  the  tumor  can 
be  anatomically  defined  (both  pre-  and  post- 
operatively)  for  the  ideal  isodose  curve  cal- 
culations. The  degree  to  which  an  anatomi- 
cally feasible  implantation  catheter  array  cor- 
responds to  the  theoretically  optimum  isodose 
curves  is  another  difficulty  that  must  be  con- 
sidered. The  interface  of  the  patient's  anat- 
omy with  the  limits  of  surgical  precision  in 
the  placement  of  these  catheters  will  no 
doubt  occasionally  pose  an  insurmountable 
obstacle.  The  maximum  dosages  and  ideal 
schedules  for  interstitial  irradiation,  as  well 
as  external  radiotherapy,  will  no  doubt  be 
determined  as  the  number  of  patients  so 
treated  increases. 


FIGURE  2: 

Computerized  tomography  scan  localizing  the  posi- 
tions of  implant  catheters  to  confirm  acceptable 
placement  of  catheters  into  the  tumor. 

DISCUSSION 

It  is  too  early  to  discuss  the  treatment 
results  of  our  own  experience  because  of  the 
short  follow-up  period.  However,  all  patients 
underwent  the  implantation  procedure  suc- 
cessfully and  tolerated  the  whole  course  of 
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FIGURE  3: 

Dosimetry  of  isodose  distribution  of  a six-catheter 
implant,  superimposed  on  the  lateral  view  of  the 
skull  X-ray. 


FIGURE  4: 

Computerized  tomography  scans  of  a left  tempo- 
rooccipital  tumor  before  (A)  and  6 months  after  (B) 
brachytherapy  treatment,  showing  a remarkable  de- 
crease in  size  of  contrast  enhanced  tumor. 


k 
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FIGURE  5: 

Computerized  tomography  scans  of  the  same  pa- 
tient with  no  contrast  (about  1 cm  lower  level)  before 
(A)  and  6 months  after  (B)  brachytherapy.  Extensive 
edema,  shifting  of  ventricles,  and  tumor  have  disap- 
peared and  the  follow-up  scan  (B)  appears  almost 
normal. 
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INTRODUCTION: 

Leptomeningeal  carcino- 
matosis is  an  uncommon 
I form  of  systemic  cancer  re- 
sulting in  the  focal,  multifocal,  or  diffuse  me- 
tastatic seeding  of  the  leptomeninges.  Fre- 
quent presenting  symptoms  include  head- 
ache, lethargy,  confusion,  nausea  and  vom- 
iting, seizures,  gait  disturbances,  and  cranial 
nerve  abnormalities.  Leptomeningeal  carcino- 
matosis can  strongly  be  suspected  in  patients 
with  cranial  nerve  dysfunction  and  presence 
of  neoplastic  cells  in  the  CSF.  The  diagnosis 
can  be  established  by  arachnoid  enhance- 
ment on  cranial  CT  scan.^  Cranial  MRI  with 
Cd  DTPA  injection  proved  to  be  a better 
diagnostic  modality  in  establishing  the  diag- 
nosis of  meningeal  carcinomatosis.  We  re- 
port a case  of  leptomeningeal  carcinomato- 
sis with  a characteristic  magnetic  resonance 
imaging. 

A CASE  REPORT 

An  80-year  old  right-handed  white  female 
was  referred  for  progressive  right  peripheral 
VII  nerve  paresis  over  a seven  month  period 
with  minimal  pain  notable  on  mastication. 
Numbness,  paresthesia,  and  tic-like  pain  on 
right  side  of  face,  involuntary  movement, 
headache,  lethargy,  confusion,  memory 
impairment,  nausea,  emesis,  and  seizure  were 
denied.  Recent  progressive  gait  disturbance 
was  reported  and  described  as  unsteadiness 
and  falling  toward  the  right  side.  A 30-40 
pounds  one  year  weight  loss  was  recorded. 
Past  medical  history  is  unremarkable.  Ca- 
rotid doppler  studies  revealed  right  internal 
carotid  artery  stenosis  of  approximately  50%. 
Bone  scan  and  ultrasound  of  the  abdomen 
were  negative  for  metastasis.  Colonoscopy 
and  upper  Cl  series  were  unremarkable. 
Patient  was  alert  and  oriented  with  good  rec- 


ognition and  comprehension.  Profound 
peripheral  right  VII  nerve  paresis  was  noted 
which  involved  the  forehead,  the  orbicularis 
oculi  muscle,  and  the  lower  innervated  facial 
muscle.  She  was  unable  to  completely  close 
her  right  eye.  Hearing  loss  was  decreased  bi- 
laterally. Brainstem  auditory  evoked  poten- 
tials revealed  clear  indication  of  defect  of 
transmission  in  the  auditory  pathway  on  stimu- 
lation of  the  right  ear.  Bilateral  mammogra- 
phy showed  no  evidence  of  malignancy. 
Blood  studies  were  within  normal  limits. 
Spinal  fluid  analysis  was  yellow  in  color  with 
a hazy  turbidity.  CSF  showed  1000  RBCs, 


FIGURE  1: 

The  contrast  enhanced  axial  CT  of  the  head  shows  a 
questionable  contrast  enhancement  of  the  pre  medullary 
cistern  (arrow). 

‘Address  correspondence  and  reprint  requests  to:  Francis  J, 
Hahn,  M.D.,  Department  of  Radiology,  University  of  Nebraska 
Medical  Center  42nd  & Dewey  Avenue,  Omaha,  NE  68105, 
(402)559-4477. 
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FIGURE  2A 

TheTI  weighted  coronal  and  axial  images  ofthe  head  with 
Gadolinium  DTPA  enhancement  show  irregular  diffuse 
arachnoidal  enhancement  along  the  cer\icomedullary 
medullary  cord  (white  arrows).  An  intraventricular  enhanc- 
ing tumor  (black  arrow)  is  also  noted. 


FIGURE  2B 

The  T 1 weighted  coronal  and  axial  images  ofthe  head  with 
Gadolinium  DTPA  enhancement  show  irregular  diffuse 
arachnoidal  enhancement  along  the  cervicomedullary 
medullary  cord  (white  arrows).  An  intraventricular  enhanc- 
ing tumor  (black  arrow)  is  also  noted. 


FIGURES 

The  T1  weighted  coronal  image  ofthe  head  with  Gadolinium  DTPA  enhancement  shows 
abnormal  enhancement  in  both  the  7th  and  8th  cranial  nerve  bundles  (white  arrows).  In 
addition,  a left  intraventricular-enhancing  tumor  is  noted  in  the  left  lateral  ventricle  (black 
arrow).  The  tumor  is  possibly  a metastasis,  however,  a biopsy  was  not  performed. 


1 • 
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WBC's  showed  341  with  77%  PMNs,  lym- 
phocytes and  monocytes  showed  1 5%,  and 
malignant  showed  8%  appearing  cells.  Cytol- 
ogy was  performed  and  revealed  malignant 
cells  with  features  of  adenocarcinoma.  Or- 
ganisms were  not  seen  on  Gram  stain.  No 
growth  on  culture  was  noted.  Contrast  en- 
hanced computerized  tomography  (CT)  of 
the  head  revealed  A questionable  contrast 
enhancement  of  the  premedullary  cistern 
suggesting  a possible  leptomeningeal  metas- 
tasis (FIGURE  1.)  Magnetic  Resonance  Imag- 
ing (MRI)  of  the  head  with  Gd  DTPA  clearly 
displayed  diffuse  membranous  leptomenin- 
geal enhancement  at  the  premedullary  cis- 
tern extending  to  the  cervicomedullary  area 
and  the  VII  and  VIII  cranial  nerve  bundles  bi- 
laterally. (FIGURE  2.  A,B  and  EIGURE  3.) 

DISCUSSION: 

A primary  cancer  was  not  identified  in  this 
patient.  Leptomeningeal  metastasis  can  occur 
by  hematogenous  spread  or  by  direct  exten- 
sion from  a preexisting  metastasis.  Neoplasms 
that  can  cause  leptomeningeal  carcinomato- 
sis include  carcinoma  of  the  breast, 
adenocarcinoma  of  the  lung,  ovary  or  stom- 
ach, small  cell  carcinoma  of  the  lung,  malig- 
nant melanoma,  lymphoma,  and  paranasal 
sinuses  or  palatal  carcinoma.  Meningeal 


leukemia  from  acute  lymphocytic  leukemia 
is  now  less  common  because  of  prophylactic 
therapy  directed  at  the  CNS.  Leptomenin- 
geal carcinomatosis  maybe  the  primary 
manifestation  of  cancer.^  The  neoplasm  can 
spread  along  subarachnoid  pathways  via  the 
CSF  flow  resulting  in  widely  disseminated 
leptomeningeal  metastases.^  Therefore,  signs 
and  symptoms  may  involve  all  parts  of  the 
nervous  system  as  the  entire  neuraxis  can  be 
seeded  or  signs  and  symptomsmay  be  local- 
ized, e.g.,  VII  and  VIII  cranial  nerve  involve- 
ment. Cells  in  the  CSF  imply  that  the  leptom- 
eninges  have  been  seeded  by  viable  tumor. 
Cranial  MRI  and  GD  DTPA  injection  proved 
to  be  a valuable  new  diagnostic  modality  in 
the  diagnosis  of  leptomeningeal  carcinoma- 
tosis. Although  our  experience  with  MRI  in 
this  disease  is  limited,  there  is  promise  this 
new  modality  either  alone  or  in  combination 
with  CT  will  improve  diagnostic  accuracy. 
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EDITORIAL 


Health  Managed  Care 

J.B.  BASTANI,  M.D. 


Psychiatry  has  been  in  the  forefront  of 
various  experimentations  by  insurance 
companies  to  increasingly  place  the  finan- 
cial burden  on  their  member  subscribers. 
Co-payments,  prepayments,  second  opin- 
ions, pre-certification,  and  now  ongoing 
medical  reviews,  under  the  euphemism  of 
Managed  Health  Care,  is  being  tried  out  in 
various  parts  of  the  country  as  well  as  in 
Nebraska. 

The  Health  Managed  Care  agency  con- 
tracts with  the  insurance  company  with 
promised  reduction  in  health  costs  for  psy- 
chiatric care  to  the  insurance  company.  The 
impact  of  this  has  necessitated  increasing 
paperwork  and  time  spent  on  the  telephone 
with  the  reviewing  bodies  with  various  re- 
sults by  the  psychiatrist.  A typical  phone  call 
goes  as  follows;  "Doctor,  this  will  only  take 
a couple  of  minutes.  What  is  the  reason  for 
the  patient's  hospitalization"?  Painless  as  it 
sounds,  this  interview  takes  anywhere  be- 
tween ten  to  fifteen  minutes,  covering  the 
reason  for  the  patient's  hospitalization, 
diagnosis,  diagnostic  criteria  utilized  to  arrive 
at  the  diagnosis  as  defined  by  a set  of 
standards,  medications  tried  prior  to  hospi- 
talization and  if  the  patient  be  treated  as  an 
outpatient.  At  the  end  of  this,  an  allowance 
of  three  to  five  days  of  hospitalization  with 
requests  for  further  hospitalization  is  allowed. 

A surprising  amount  of  time  is  spent  trying 
to  track  down  the  physician  reviewer.  This 
is  handled  impersonally  by  electronic  voice 
mail.  The  return  calls  as  usually  to  the  office, 
whereas  the  patients  are,  with  their  charts 
and  medical  information,  in  the  hospital. 
There  is  a resultant  lack  of  information  which 
leads  to  feelings  of  frustration,  when  at  the 
end  of  the  lengthy  interrogation  a statement 
is  made  of  allowance  of  five  days  hospitali- 
zation for  this  patient. 

It  is  assumed  that  there  are  competent. 


able  psychiatrists  on  the  other  end,  who 
have  been  in  the  trenches,  similar  to  us 
dealing  with  suicidal/manic/hallucinatory 
patients. 

At  the  end  of  the  allocated  period  there  is 
a further  concession  of  another  similar  brief 
period  after  going  through  another  inter- 
rogatory review. 

Occasionally  a nurse  reviewer  may  be  en- 
countered on  the  other  end  who,  after  a de- 
tailed inquiry,  may  inform  us  that  she  does 
not  have  the  necessary  power  to  authorize 
duration  of  approved  hospital  stay  but  that 
a supervisor  psychiatrist  will  be  getting  back 
in  touch. 

A recent  case  involved  a nineteen  year 
old  who  was  found  hanging  in  his  garage  by 
his  father  and  was  subsequently  hospital- 
ized at  a local  hospital  with  rope  burns 
around  his  neck.  He  was  reviewed  by  such 
an  individual.  Progress  notes  in  the  chart  at 
the  time  were  brief  and  was  something  like 
this,  "Patient  depressed,  father  found  him 
hanging  in  the  garage,  rope  burns  around 
the  neck,  continues  to  be  depressed.  Clini- 
cal impression:  Rule  out  Major  Depressive 
Disorder".  Recommendation:  further  inter- 
view with  family  members,  individual  psy- 
chotherapy and  consider  antidepressant  if 
necessary".  This  was  met  with  denial  of  hos- 
pitalization due  to  "inadequate  information". 
Being  in  the  area  of  patient  care  is  not 
exactly  a situation  where  you  can  be  calm 
and  composed  with  individuals  perceived  as 
working  to  the  patient's  detriment.  It  is  true 
that  the  reviewers  have  a job  to  do  but  if 
they  are  in  the  business  of  saving  money  for 
insurance  companies,  at  the  risk  of  refusing  or 
terminating  hospitalizations  for  individuals  who 
are  hurting,  then  a different  set  of  ethics  gov- 
erns such  individuals  (i.e.,  patient  care  versus 
loyalty  to  insurance  companies  with  promises 
of  cost-saving  measures). 
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This  is  a small  but  prosperous  business  in 
evolution  in  health  management  care  with 
the  sole  purpose  of  health  care  dollar  expen- 
diture cutbacks. 

The  reality  remains,  that  sickness  has  to 
be  treated.  Is  it  a decision  to  be  made  by  the 
caring  physician  or  by  an  impersonal,  unin- 
volved spokesperson  for  an  agency  whose 
sole  purpose  is  to  continue  to  make  a profit 
for  the  insurance  company? 

The  impact  of  this  monitoring  by  the  man- 
aged health  care  has  been  a series  of  stan- 
dardized questions,  one  of  them  being,  "has 
the  patient  been  tried  on  Prozaz?".  Needless 
to  say  having  been  down  this  road  with 
other  bureaucratic  requirements  in  the  past, 
we  will  learn  the  rules  and  play  the  games 
accordingly  for  our  patient's  care.  We  learn 
to  use  the  right  jargon  and  standards  so  that 
a patient  who  needs  medical  care  is  not 
deprived  due  to  fears  of  paying  out  of  their 
pocket. 

Unfortunately  these  changes  are  slow  but 
they  do  have  a corrupting  influence  in  terms 
of  what  is  the  appropriate  care  for  our  pa- 
tient and  what  is  an  expenditious  care  for 
the  patient.  For  instance,  in  a hospitalized 
depressed  patient,  will  it  come  to  pass  that 


ECT  would  be  the  first  treatment  of  choice 
since  this  is  an  expeditious  manner  to  treat 
depression  versus  an  antidepressant  which 
may  take  anywhere  from  two  to  six  weeks  to 
be  effective.  To  rephrase,  "doctor  have  you 
tried  ECT?"  after  the  first  five  days  of  allow- 
ance have  elapsed.  Schizophrenics  with 
command  auditory  hallucinations  would  be 
treated  only  symptomatically  to  where  their 
hallucinations  are  under  control  but  the  rest 
of  the  illness  is  in  a subacute  mode  only  to 
be  told  that  they  be  treated  as  outpatients. 

The  other  side  of  the  coin  is  that  de- 
pressed people  successfully  attempt  to 
complete  a suicide  act  when  they  are  coming 
out  of  the  depression.  Schizophrenics  suffer- 
ing setbacks  after  their  discharge  from  the 
hospital  do  act  on  their  command  hallucina- 
tions and  inflict  grief  and  loss  on  family 
members  and  strangers  due  to  inadequate 
medication  and  therapy. 

The  final  line  is  that  patient  care  by  phy- 
sician will  continue  to  be  increasingly  inter- 
fered by  various  agency  and  with  resultant 
stressors  on  the  treating  physician.  At  what 
point  will  their  ethics  be  compromised  by 
the  ongoing  and  progressive  demands  by 
bureaucratic  and  societal  demands? 
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Smoking  Deaths  in  Nebraska 


MARK  MILLER  & NORM  NELSON 
Nebraska  Department  of  Health 
Division  of  Health  Data  Systems 


The  method  is  based  upon  a JAMA  article 
(November  20,  1987-Vol.  258,  No.  19)  on 
United  States  smoking-attributable  mortal- 
ity. The  article  gives  the  proportions  for 
males  and  females  for  23  smoking  related 
causes.  The  following  table  lists  the  specific 
fractions  for  Nebraska  which  were  provided 
by  the  Centers  for  Disease  Control  (CDC): 


Disease  Category* 

MALE 

FEMALE 

Adults  >=20  years  old 

SAP** 

SAF** 

Neoplasms: 

140-149 

Lip,  oral  cavity,  pharynx 

0.647 

0.377 

150 

Esophagus 

0.541 

0.498 

151 

Stomach 

0.149 

0.224 

157 

Pancreas 

0.267 

0.126 

161 

Larynx 

0.791 

0.377 

162 

Trachea,  lung,  bronchus 

0.768 

0.688 

180 

Cervix  uteri 

0.334 

188 

Urinary  bladder 

0.335 

0.250 

189 

Kidney,  other  urinary 

0.227 

0.102 

Circulatory 

diseases: 

401-405 

Hypertension 

0.138 

0.133 

410-414 

lachemic  heart  disease  < age  65 

0.252 

0.171 

410-414 

lachemic  heart  disease  >=age  65 

0.148 

0.050 

427.5 

Cardiac  arrest 

0.346 

0.307 

430-438 

Cerebrovascular  disease 

0.078 

0.123 

440 

Arteriosclerosis 

0.205 

0.291 

441 

Aortic  aneurysm 

0.590 

0.437 

Respiratory 

Diseases: 

480-487 

Pneumonia,  influenza 

0.173 

0.082 

491-492 

Chronic  bronchitis,  emphysema 

0.836 

0.665 

496 

Chronic  airways  obstruction 

0.836 

0.665 

Digestive  i 

diseases: 

531-534 

Ulcers 

0.444 

0.412 

Pediatric  diseases,  <1  year  old: 

765 

Short  gestation,  low  birthweight 

0.170 

0.170 

769 

Respiratory  distress  syndrom 

0.170 

0.170 

770 

Other  respiratory  conditions 

of  newborn 

0.170 

0.170 

798.0 

Sudden  infant  death  syndrome 

0.119 

0.119 

* — international  Classification  of  Diseases,  ninth  revision  (ICD-9) 
**  — smoking-attributable  fraction 


The  Bureau  of  Vital  statistics  assigns  ICD-9 
codes  to  all  Nebraska  death  certificates. 
From  this,  the  Division  of  Health  Data  Sys- 
tems runs  these  codes  through  the  ACME 
(automated  classification  of  medical  enti- 
ties) system.  ACME  is  a computer  program 
that  determines  the  cause  of  death  from  the 
causes  listed  on  the  death  certificate.  The 
sum  of  each  cause  of  death  is  multiplied  by 
the  SAF  and  the  resulting  numbers  are  listed 
below  for  1989  and  1988: 

SMOKING  DEATHS  IN  NEBRASKA 

The  Following  Deaths  Can  be  Attributed  to 
Smoking 

During  1989  During  1988 


Total  2,202  2,101 

From  Cancer  827  750 

From  Respiratory  Diseases  531  478 

From  Circulatory  Diseases  814  833 

From  Digestive  Diseases  20  28 

From  Pediatric  Diseases  10  12 


If  you  have  any  questions,  please  contact 
the  Nebraska  Health  Department,  Division 
of  Health  Data  Systems,  (402)  471-2241. 
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PRESIDENT'S  PAGE 


Medicaid  Update 


PAUL  E.  COLLICOTT,  M.D. 
President,  Nebraska  Medtcal  Association 


The  purpose  of  this  month's  President's 
Page  is  to  bring  you  up  to  date  on  the 
current  status  of  the  Medicaid  reforms  which 
were  passed  last  year  by  the  State  Legisla- 
ture and  signed  into  law  by  Governor  Orr,  as 
well  as  to  inform  the  Association's  member- 
ship of  the  changes  in  the  Medicaid  reim- 
bursement system  for  the  upcoming  year. 
The  main  purpose  of  this  month's  page  is 
that  of  providing  as  much  information  as 
possible  in  order  to  avoid  any  potential 
misunderstandings  that  physicians  may  have 
regarding  Medicaid  reimbursement  as  well 
as  to  eliminate  some  of  the  potential  fear 
that  Medicaid  recipients  have  regarding 
access  to  appropriate  medical  care.  In  the 
past  it  has  been  popularized  that  the  Medi- 
caid patient  is  denied  access  to  medical  care 
based  upon  physicians'  fear  of  liability  expo- 
sure and  that  the  complexities  of  paperwork 
required  to  care  for  the  Medicaid  patient  are 
too  complex.  This  has  led  some  physicians 
to  have  fairly  strong  attitudes  regarding  the 
Medicaid  program. 

According  to  statistics  available  from  the 
Department  of  Social  Services,  the  number 
of  Medicaid  eligibles  seeking  physicians'  care 
in  Nebraska  currently  numbers  101,000 
compared  to  87,000  last  year.  In  1990,  45% 
of  all  Medicaid  eligibles  were  from  Lancas- 
ter, Douglas,  and  Sarpy  counties,  while  55% 
were  located  in  the  remainder  of  the  state. 
Federal  guidelines  under  OBRA  '89  have 
required  the  state  to  provide  Medicaid  serv- 
ices to  pregnant  women  and  children  up  to 
the  age  of  six  if  they  have  income  at  or 
below  133%  of  the  federal  poverty  level. 
These  new  federal  guidelines  certainly  will 
further  increase  the  number  of  Medicaid 
eligibles  seeking  care  from  physicians.  The 
Department  of  Social  Services  recognizes 
that  physicians  are  seeing  an  increase  in  the 
number  of  Medicaid  patients  in  their  prac- 
tices and  therefore  have  made  efforts  to 
make  Medicaid  participation  an  attractive 


Paul  E.  Collicott,  M.D. 


option  for  physicians.  As  stated  previously, 
this  began  with  an  infusion  of  further  dollars 
within  the  Medicaid  budget  in  order  that  the 
physician  would  be  able  to  cover  his  prac- 
tice costs  for  delivering  care  to  these  pa- 
tients. Claim  filing  procedures  have  been 
streamlined  and  the  reimbursement  system 
has  been  completely  revised  and  simplified. 
The  claims  completion  requirements  are 
compatible  with  other  third  party  payors 
utilizing  the  universal  claim  form  and  coding 
system  as  recognized  by  Medicare  and  Blue 
Cross  and  Blue  Shield.  During  the  month  of 
June,  1990,  80%  of  all  physicians'  claims 
were  paid  within  20  days  from  the  date  that 
they  were  received  by  the  Department  of 
Social  Services.  As  with  all  third  party  pay- 
ors, processing  and  payment  time  is  depend- 
ent on  the  number  of  claims  received  and 
the  number  of  edits  that  must  be  manually 
resolved. 

It  should  be  recognized  that  the  reim- 
bursement system  has  been  redesigned  to 
be  more  responsive  to  the  needs  of  the 
physicians  of  the  State  of  Nebraska  and  the 
concerns  of  Nebraska  physicians  as  ex- 
pressed to  the  Department  by  the  Nebraska 
Medical  Association.  Effective  August  1, 
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1989,  the  Department  implemented  a state- 
wide fee  schedule  based  on  relative  value 
units  for  the  CRT  codes  for  each  type  of 
service.  The  relative  values  were  purchased 
by  the  Department  of  Social  Services  from 
a commercial  publisher,  McGraw  Hill.  These 
values  are  based  on  a statistical  compilation 
of  responses  received  to  annual  surveys 
conducted  with  the  physicians  by  the 
McGraw  Hill  publishing  company.  Physi- 
cians contacted  during  this  review  included 
representatives  of  the  state  specialty  socie- 
ties as  well  as  the  Nebraska  Medical  Associa- 
tion. The  unit  values  take  into  consideration 
such  factors  as  severity  of  illness,  intensity  of 
service,  physician  expertise  required,  time, 
risk  to  the  patient  and  risk  to  the  physician 
involved  in  conducting  each  procedure.  The 
reimbursement  for  primary  care  and  obstet- 
rics were  targeted  for  enhanced  reimburse- 
ment to  encourage  physicians  to  accept  and 
continue  to  care  for  Medicaid  patients. 

In  addition,  the  revised  fee  schedule  elimi- 
nates variance  and  allowables  based  on  the 
physicians'  specialty  or  geographical  loca- 
tion within  the  state.  A fee  is  established  for 
each  CRT  procedure  code  and  reimburse- 
ment up  to  that  fee  is  allowed  to  any  prac- 
titioner claiming  the  service.  There  is  no 
longer  any  differentiation  in  amounts  paid  to 
practitioners  based  on  urban  or  rural  prac- 
tice or  whether  the  physician  is  a specialist 
or  a generalist. 

Data  from  the  Department  of  Social  Serv- 
ices for  the  most  recent  quarter  (April  1, 
1990  through  June  30,  1990)  revealed  that 
71%  of  Medicaid  allowable  submitted 
charges  were  reimbursed.  That  is  to  say  that 
overall,  physicians  are  discounting  their  usual 
and  customary  charges  approximately  30%, 
which  at  times  may  be  comparable  to  those 
discounted  services  already  provided 
through  prepaid  health  care  management 
programs,  RROs  and  HMOs.  It  should  be 
noted  that  the  reimbursement  may  well  be 
supplemented  by  any  payment  from  other 
sources  such  as  the  patient  or  supplemen- 
tary insurance.  Early  analysis  of  the  data 
provided  by  the  Department  of  Social  Serv- 
ices would  indicate  that  payment  is  at  least 
at  the  level  of  83%  of  the  average  submitted 
charge  for  all  obstetrical  care  with  a vaginal 
delivery,  CRT  code  procedure  59400,  and  at 


least  86%  of  the  average  submitted  charge 
for  total  OB  care  with  C-section.  The  reim- 
bursement level  of  office  visits,  CRT  codes 
90000  through  90080,  generally  ranged  70- 
80%  of  the  average  submitted  charge  and 
early  periodic  screening,  diagnosis  and  treat- 
ment exams  are  currently  being  reimbursed 
at  an  average  of  96%  of  the  submitted  charge. 
The  Department  of  Social  Services  is  more 
than  willing  to  work  with  Nebraska  physi- 
cians and  their  hospital  staffs  in  providing  up 
to  date  and  accurate  information  as  well  as 
answers  to  questions  on  the  McGraw  Hill 
Relative  Value  Schedule.  The  Department  of 
Social  Services  encourages  that  you  contact 
Laura  Rigg,  R.N.,  B.S.  (402)-471-9368  or 
Chris  Wright,  M.D.,  Medical  Director  (402) 
471-9136  with  issues  which  you  perceive  as 
barriers  to  accepting  Medicaid  patients  into 
your  practice. 

We,  as  physicians,  have  a responsibility  in 
providing  adequate  access  to  appropriate 
medical  care  for  the  Medicaid  recipients 
and  all  must  do  our  "fair  share"  in  providing 
such  services  and  access.  There  appears  to 
be  no  scientific  proof  that  malpractice  suits 
are  higher  with  Medicaid  recipients  than 
with  those  recipients  of  health  care  insured 
by  other  carriers.  This  appears  to  be  an 
erroneous  fallacy  which  has  been  perpetu- 
ated by  word  of  mouth  rather  than  scientific 
evidence.  In  addition,  it  is  estimated  that  less 
than  half  of  the  Medicaid  recipients  con- 
tinue their  eligibility  for  Medicaid  assistance 
for  more  than  a year.  Many  of  these  patients 
are  in  a temporary  situation  which  has  been 
brought  on  by  factors  out  of  their  control 
and  should  not  be  further  penalized  by  dif- 
fuculty  in  accessing  the  system  due  to  erro- 
neous rumors  that  have  been  spread. 

I know  that  all  Nebraska  physicians  will 
continue  their  excellent  efforts  in  providing 
good  medical  care  for  all  of  the  citizens  of 
the  State  of  Nebraska  and  the  Association 
will  continue  to  be  the  patient's  advocate  at 
all  socioeconomic  levels.  I wish  to  express 
my  sincere  thanks  to  those  who  already 
provide  these  services  to  the  Medicaid 
recipients  either  officially  or  "unofficially" 
and  further  encourage  those  physicians  who 
eliminate  this  type  of  patient  from  their 
practice  to  reconsider  their  position. 
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THE  AUXILIARY 


Message  From  The  President 
"Take  Pride!" 

JEANETTE  SCHLICHTEMEIER 
NMAA  President 


"TAKE  PRIDE!"  is  an  appropriate  theme 
for  the  Auxiliary.  We  can  take  pride  in  our 
community  work  for  better  health  education 
and  in  raising  funds  for  medical  education 
and  research.  We  can  take  pride  in  our  work 
to  educate  our  legislators  and  in  our  mem- 
bership. . .777  strong!  We  can  be  proud  of 
our  spouses  and  the  care  they  give.  Our  role 
as  a liaison  between  the  medical  profession 
and  the  lay  public  is  a responsibility  we  take 
very  seriously. 

On  July  18,  27  members  of  the  NMAA 
Board  met  in  Lincoln  for  an  Orientation 
Workshop.  Members  learned  about  the 
federation  of  the  national,  state  and  county 
auxiliaries  and  how  they  interact  and  com- 
plement each  other.  The  new  board  learned 
about  AMA-ERF,  NMF,  health  projects,  leg- 
islation and  membership.  We  received  an 
update  from  the  resident  spouse  group  at 
UNMC.  The  project  bank  and  the  newsletter 
were  also  discussed. 

Following  the  orientation  session,  time 
was  allowed  for  the  various  committees  to 
meet  to  exchange  information  and  ideas, 
organize  and  develop  plans  for  the  year.  The 
committees  on  membership,  health  pro- 
jects, auditing  and  by-laws  met  during  this 
time. 

An  emphasis  is  being  placed  on  MEMBER- 
SHIP this  year.  I'm  excited  about  the  devel- 
opment of  a new  membership  brochure. 
This  will  be  a wonderful  marketing  tool  to 
reach  potential  members.  We  will  use  it  to 
educate  potential  members  about  the  auxil- 
iary. . .what  it  does,  and  how  they  can  join. 
This  project  will  be  funded  in  part  by  the 
Gavel  Club. 

I'm  also  excited  about  the  Media  Library 
project.  This  library,  located  at  the  NMA 
office,  will  consist  of  audio  and  video  tapes 
and  publications  on  health  issues,  etc.  Shirley 
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Johnson  will  organize  and  catalog  these 
materials.  County  presidents  will  receive  a 
list  of  resource  materials  which  will  be 
available  for  loan  simply  by  calling  the  NMA 
office. 

I'd  like  to  thank  Dr.  Paul  Collicott,  Bill 
Schellpeper,  and  the  NMA  office  staff  for 
their  assistance.  We  appreciate  their  sup- 
port very  much.  We  will  continue  to  assist 
the  NMA  with  programs  that  improve  the 
health  and  quality  of  life  of  all  people. 

The  state  officers  will  travel  across  Ne- 
braska again  this  fall,  meeting  members  of 
organized  auxiliaries  and  members-at-large. 
This  has  truly  been  one  of  the  most  reward- 
ing parts  of  this  job.  Meeting  medical  spouses 
across  this  state  has  been  an  experience  I'll 
always  treasure. 

Mark  September  26,  1990  on  your  calen- 
dar. The  NMA  Auxiliary  Fall  Meeting  will  be 
held  at  the  1-80  Holiday  Inn  in  Grand  Island. 
Adams,  Hall,  and  Buffalo  Counties  will  host 
this  meeting.  Coffee  will  be  served  at  9 a.m. 
Colleen  Adam,  past  AMAA  Membership 
Chairman,  will  speak  at  9:30.  She  is  currently 
serving  as  an  AMAA  Director.  We  are  fortu- 
nate to  have  Colleen  representing  Nebraska 
at  the  national  level.  Come  and  hear  what 
she  has  to  say. 

I'm  looking  forward  to  seeing  you  in  Grand 
Island! 
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COMING  MEETINGS 


EMERGENCY  MEDICAL  SERVICES 
COURSE  SCHEDULE 


SEPTEMBER  17,  1990  — Advanced  Cardiac 
Life  Support  Recert  (ACLS). 

SEPTEMBER  18-19,  1990  — Pediatric  Advanced 
Life  Support  (PALS). 

SEPTEMBER  20-21,  1 990  — Advanced  Trauma 
Life  Support  (ATLS). 

OCTOBER  8-9,  1 990  — Advanced  T rauma  Life 
Support  (ATLS). 

OCTOBER  10-11,1990  — Pediatric  Advanced 
Life  Support  (PALS). 

OCTOBER  1 2,  1 990  — Advanced  Cardiac  Life 
Support  Instructor  (ACLS). 

OCTOBER  16-17,  1990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

OCTOBER  23,  1990  — Basic  EKG. 

NOVEMBER  5-6,  1990  — Advanced  Trauma 
Life  Support  (ATLS). 

NOVEMBER  1 3-14,  1990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

NOVEMBER  27-28, 1 990  — Pediatric  Advanced 
Life  Support  (PALS). 


NOVEMBER  29  & 30  - DECEMBER  1,  1990  — 
Advanced  Trauma  Life  Support,  Ogallala 
(ATLS). 

DECEMBER  3-4,  1990  — Trauma  Nurse  Core 
Course  (TNCC). 

DECEMBER  11,  1990  — Advanced  Cardiac 
Life  Support  Recert  (ACLS). 

DECEMBER  12,  1990  — Advanced  Cardiac 
Life  Support  Instructor  (ACLS). 


If  no  location  has  been  specified  — the 
programs  will  be  held  at  the  Center  for 
Continuing  Education,  University  of  Nebraska 
Medical  Center  campus. 

For  further  information,  contact  Cindy  Hanssen,  Univer- 
sity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  600  South  42nd  Street,  Omaha,  Nebraska 
68798-6700.  Telephone  (402)  559-5979  or  our  toll-free 
MED  CONSULT  numbers  and  ask  for  Continuing  Education. 
In  Nebraska  call  (800)  642-7095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CENTER  FOR  CONTINUING  EDUCATION 


(General  CME 

SEPTEMBER  24-29,  1990  — Emergency  Med- 
icine Review. 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

NOVEMBER  1,  1990  — Untie  the  Elderly, 
Holiday  Inn  Central,  Omaha. 

NOVEMBER  29  - DECEMBER  1,  1990  — 
Nebraska  OB-GYN  Society  Scientific  Session, 
Bally's,  Las  Vegas,  Nevada. 

FEBRUARY  9-1  2,  1 991  — 9th  Annual  Park  City 
Eye  & Facial  Plastic  Surgery  Conference, 


Programs) 

Olympic  Hotel,  Park  City,  Utah. 

MARCH  1 1-22,  1991  — Family  Practice 

Review. 

MARCH  28-29,  1991  -—  40th  Annual  Program 
on  Obstetrics  and  Gynecology,  Holiday  Inn 
Central,  Omaha. 

APRIL  8-19,  1991  — Family  Practice  Review. 

If  no  location  has  been  specified  - the 
programs  will  be  held  at  the  Center  for 
Continuing  Education,  University  of  Nebraska 
Medical  Center  campus. 
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CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

SEPTEMBER  14,  1990  — Advances  in  the 
Management  of  GYNECOLOGIC  CANCER, 
Kiewit  Conference  Center,  Omaha,  Ne- 
braska/Category 1 AMA  credit  will  be  avail- 
able. 

OCTOBER  1-6,  1990  — Anesthesiology  Board 
Review  Seminar,  Palm  Desert,  California/ 
60  credit  hours  Category  1 AMA. 

OCTOBER  6,  1990  — Gastroesophageal 

Reflux  Disease:  Medical  versus  Surgical 
Therapy,  Embassy  Suites,  Omaha, 
Nebraska  Category  1 AMA  credit  will  be 
available. 

OCTOBER  26-27,  1990  - Fifth  Annual  A 
Day  With  The  Perinatologists,  Holiday  Inn/ 
Old  Mill,  Omaha,  Nebraska/12  credit  hours 
Category  1 AMA,  12  prescribed  hours  AAFP 
and  12  Cognates  ACOG. 

NOVEMBER  1-4,  1990  — Controversies  & 
Clinical  Management  in  High  Risk  Obstet- 
rics, New  Orleans,  Louisiana/Category  1 
AMA  credit  will  be  available. 

NOVEMBER  9-11,  1990  — Acute  Manage- 
ment of  the  Trauma  Patient,  Marriott  Hotel, 
Omaha,  Nebraska/Category  1 AMA  credit 
will  be  available. 

APRIL  12,  1991  — Eleventh  annual  Infectious 
Disease  Symposium/Category  1 AMA  credit 
will  be  available. 

JULY  9-13,  1991  — Present  and  Future  Clini- 
cal Applications  of  Tumor  Markers,  Ritz 
Carlton  Hotel,  Kona,  Hawaii/Category  1 
AMA  credit  will  be  available. 

OCTOBER  25-26,  1991  — Sixth  Annual  A 
Day  With  The  Perinatologists,  Omaha, 
Nebraska/Category  1 AMA  credit  will  be 
available. 

MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellowships 
on  a variety  of  topics.  They  are  designed  for 
the  physicians  who  can  leave  their  practice 
for  a period  of  intensive  personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 


graphic research  techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha,  Nebraska. 

DISTINGUISED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 
1 -800-5 48-CM ED  or  1-402-280-1830. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

58TH  ANNUAL  POSTGRADUATE  ASSEM- 
BLY - October  25,  26,  27,  1990,  (Thurs- 
day, Friday  & Saturday).  Red  Lion  Inn, 
Omaha,  Nebraska.  For  information,  please 
contact:  Miss  Lorraine  Seibel,  Executive 
Secretary,  Omaha  Mid-West  Clinical  Soci- 
ety, 7363  Pacific  Street,  #205-B,  Omaha, 
NE  68114. 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  — A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSH I PS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff. 
Dates  and  length  of  time  are  scheduled  at 
the  mutual  convenience  of  registrant  and 
faculty. 

FELLOWSHIPS  — Provide  in-depth  under- 
standing of  an  area  of  medicine,  but  does 
not  lead  to  certification.  These  programs  are 
usually  scheduled  for  three  to  six  months  in 
length.  Registrations  are  accepted  on  an 
individual  basis  and  scheduled  at  the  mutual 
convenience  of  the  registrant  and  the 
department. 

For  further  information,  contact  Marge  Adey,  Coordin- 
ator of  Continuing  Medical  Education,  University  of 
Nebraska  Medical  Center,  Center  for  Continuing  Educa- 
tion, 600  South  42nd  Street,  Omaha,  Nebraska  68198- 
6100.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 
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NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates, 
April  25-28,  1991,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 12-14,  1991,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 


FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-1  1,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Omaha. 

ANNUAL  SESSION  — House  of  Delegates, 
April  27-30,  1995,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 21-23,  1995,  Cornhusker  Hotel, 
Lincoln. 


NEW  MEMBERS 


David  V.  Stephenson,  M.D. 

807  Ash  St. 

Gordon,  NE  69343 

Jeffrey  C.  Popp,  M.D.  (reinstated) 
8300  Dodge  St.,  #200 
Omaha,  NE  68114 

John  T.  Symonds,  D.O. 

216  E.  16th 

Falls  City,  NE  68355 

Nancy  H.  Ingham,  M.D. 

301  S.  70th  St. 

Lincoln,  NE  68510 

Ervin  M.  Heiser,  M.D.  (reinstated) 
2204  Heritage  Pines  Ct. 

Lincoln,  NE  68506 

Stephen  C.  Raynor,  M.D. 

720  N.  87th  St.,  #204 
Omaha,  NE  68114 

Harris  A.  Frankel,  M.D. 

370  Doctors  Bldg.,  N.  Tower 
Omaha,  NE  68131 

James  V.  Huerter,  M.D. 

UNMC  - 600  S.  42nd  St. 

Omaha,  NE  68198 


Jeffrey  C.  Gotschall,  M.D. 
1454  - 28th  Ave. 

Columbus,  NE  68601 

Stephen  C.  Johnson,  M.D. 
Two  West  42nd  St.,  # 2600 
Scottsbiuff,  NE  69361 


IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


ROBERT  J.  MORGAN,  M.D.  - (Born  May  23, 
1912  — died  June  6,  1990).  Medical  Spe- 
cialty — General  Practice.  Doctor  Morgan 
was  a graduate  of  the  University  of  Ne- 
braska College  of  Medicine  in  1940  and 
practiced  in  Alliance.  Doctor  Morgan  was 
a past  President  of  the  Nebraska  Medical 
Association,  as  well  as  being  a member  of 
the  NMA  and  the  American  Medical  Asso- 
ciation. Survivors  include:  his  wife,  Helen; 
three  children;  seven  grandchildren;  and 
four  sisters. 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Paul  E.  Collicott,  M.D.,  Lincoln President 

Perr>  T.  Williams,  M.D.,  Omaha President-Elect 

Chris  C.  Caudill.  M.D.,  Lincoln Secretar>-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Cornelius.  Jr.,  M.D..  Sidney;  — 

John  D.  Coe,  M.D..  Omaha;  — Louis  J.  Gogela.  M.D. 
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BOARD  OF  DIRECTORS 
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AD-HOC  CO.M.MITTEE  ON  TU.MOR  REGISTRY 


F.  William  Karrer,  .M.D.,  Chairman Omaha 

Gordon  D.  .Adams.  M.D Norfolk 

Joe  L.  Auchmoedy.  M.D Kearney 

Elvin  G.  Brown.  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy.  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Scott  G.  Rose.  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame.  M.D Omaha 

AD-HOC  COM.MITTEE  ON  LOW  LEVEL 
RADIOACTIVE  WASTE  DISPOSAL 

Merton  .A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  .M.  Dettman.  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Dennis  D.  Hatch,  M.D Superior 

David  J.  Hoelting,  M.D Pender 
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Stacey  Goodrich,  M.D Tecumseh 
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Kenneth  M.  Johnson.  M.D McCook 

Ronald  Klutman.  M.D Columbus 

Dale  E.  Michels,  .M.D Lincoln 

.Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 


Samuel  H.  Perry.  II.  M.D North  Platte 

Harlan  C.  Shriner.  Jr Lincoln 

Eugene  A.  Waltke.  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

N.MA  PRO  OVERVIEW  CO.MMITTEE 

Gordon  J.  Hmicek,  M.D.,  Chairman Grand  Island 

David  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Tim  Biga,  .M.D Norfolk 

Dennis  M.  Connolly.  M.D Lincoln 

Doak  C.  Doolittle,  M.D Holdrege 

Wendell  L.  Fairbanks.  M.D Alliance 

Glen  .A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Richard  Jackson.  .M.D Pawnee  City 

.M.  Jack  Mathews.  M.D Lincoln 

J.  T.  McGreer.  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage.  M.D Omaha 

N.MA  PRO  GRIEVANCE  CO.M.MITTEE 

M.  Jack  Mathews,  M.D Lincoln 

Timothy  J.  Biga.  M.D Norfolk 

Wendell  L.  Fairbank.s.  .M.D Alliance 

C.  T.  Frerichs,  M.D Beatrice 

John  C.  Sage.  M.D Omaha 

CO.M.MISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman.  M.D.,  Chairman Columbus 

Charles  D.  Gregorius,  M.D.,  Vice-Chairman Lincoln 

Dennis  Beavers.  M.D Omaha 

Judith  A.  Butler.  M.D Superior 

Melvin  A.  Churchill.  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head.  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre.  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Dennis  G.  O'Leary,  .M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne.  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro.  M.D Lincoln 

James  N.  Shreck.  M.D North  Platte 

John  W.  Smith.  M.D Omaha 

Steven  R.  Thomas.  M.D., York 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 


AD-HOC  CO.M.MITTEE  ON  HEALTH  POLICY  STATEMENTS 


C.  Lee  Retelsdorf.  M.D.,  Chairman Omaha 

Joel  T.  Johnson,  M.D Kearney 

Darrol  J.  Loschen,  M.D Y'ork 

Dale  E.  Michels,  M.D , Lincoln 

William  R.  Palmer,  M.D Omaha 

Charles  S.  Wilson,  .M.D Lincoln 

Willis  L.  Wiseman.  M.D Wayne 
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James  H.  Dunlap,  M D.,  Chairman Norfolk 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley.  M.D Grand  Island 

George  W.  Orr.  M.D Omaha 

Dwainc  J.  Peetz,  M.D Neligh 
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Charles  .A.  Dobry.  M.D Omaha 

Stacey  Goodrich.  M.D Tecumseh 
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Steffan  R.  Lacey,  M.D Norfolk 

Richard  L.  O'Brien.  M.D Omaha 

William  R.  Schlichtemeier,  .M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  Susman,  M.D Omaha 

Robert  H.  Waldman.  .M.D Omaha 
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AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 


Patrick  E.  Clare.  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Michael  R.  Gross.  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R.  Jones.  M.D Lexington 

George  Sullivan.  R.P.T Lincoln 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley.  M.D.,  Chairman Grand  Island 
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Richard  W.  Hammer.  M.D Lincoln 

Stephen  J.  Lanspa,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm.  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Easier,  M.D.,  Chairman Lincoln 

David  E.  Borg.  M.D Falls  City 

H.  Jeoffrey  Deaths.  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donalci  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman.  Jr.,  M.D., Omaha 

Lawrence  D.  Helmick.  M.D Kearney 

Jon  J.  Hinrichs.  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Joseph  M.  Stavas,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kirk  Muffley.  M.D.,  Chairman Omaha 

J.  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  Eilts,  M.D Omaha 

James  A.  Fosnaugh.  M.D Lincoln 

L.  D.  Helmick.  M.D Kearney 

David  J.  Hilger,  M.D Lincoln 

Jeffrey  Itkin,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson.  M.D Cambridge 

Robert  Langdon.  Jr..  M.D Omaha 

Michael  J.  McGahan,  M.D West  Point 

Kevin  Nohner,  M.D Omaha 

Timothy  O’Holleran,  M.D North  Platte 

Roselyn  Remington.  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler.  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Mike  Sullivan,  M.D Aurora 

Jeff  Susman,  M.D Omaha 

Keith  Verbicky,  M.D Norfolk 

Mohammed  K.  Zahra,  M.D Norfolk 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker.  M.D.,  Chairman Kearney 

John  B.  Bryd,  M.D Neligh 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak.  M.D Lincoln 

Joesph  G.  Rogers,  M.D Lincoln 

Larr>'  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid.  M.D Omaha 

William  A.  Shiffermiller,  M.D Omaha 
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AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 


Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 
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David  R.  Dyke,  M.D Lincoln 
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Richard  H.  Meissner.  M.D Omaha 
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R.  C.  Weldon,  M.D Nebraska  City 

Wesley  Wilhelm,  M.D Omaha 
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Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity.  M.D Grand  Island 

Mrs.  Robert  G.  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese.  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken.  M.D Omaha 
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NMA  Annual  Session 

April  26-28,  1991 

Cornhusker  Hotel 
Lincoln,  NE 
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AMA  NEWS  NOTES 

Implications  of  Abortion  is  a new  publi- 
cation from  the  American  College  of  Obste- 
tricians and  Gynecologists,  with  information 
contributed  by  medical  and  health  organiza- 
tions including  the  AMA,  the  American 
Medical  Women's  Assn.,  and  the  American 
Psychiatric  Assn. 

Designed  for  health  professionals,  this  40 
page  publication  is  divided  into  four  sec- 
tions: background,  which  provides  a clinical 
overview  of  abortion  today;  talking  points, 
where  the  public  health  implications  of 
abortion  laws  are  examined  from  a policy 
perspective;  appendices  that  list  other 
concerned  groups  working  at  the  national, 
state,  and  local  levels;  and  a bibliography 
that  gives  citations  for  scientific  articles  and 
reports  on  medical  aspects  of  abortion  as 
well  as  legal  citations. 

To  request  copies,  write  to  ACOG,  Dept, 
of  Government  Relations,  409  12th  St.  SW, 
Washington,  D.C.  20024-2188.  ACOG  will 
bill  $1  per  copy  plus  postage. 

* * * 


America's  Hometown  Air  Force. 
The  Air  Guard. 


As  a physician  in  the  Air  Guai'd 
you  ai*e  in  for  considerably  more 
than  your  eveiyday  medical  practice. 

For  one  thing,  you  could  find  youi'self  solving 
medical  problems  you  have  never  even  thought 
about.  Paiticulai'ly  if  you  ai*e  one  of  the  adven- 
turous souls  who  wish  to  seiwe  the  Aii*  Guai'd  as  a 
Flight  Sui'geon. 

How  To  Join  Us. 


CALL  SMSGT  LARRY  BROOKS  AT  (402)  473-1145 
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Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 

STAFF  PFHYSICIAN;  Norfolk  Regional  Center, 
a progressive  150-bed  state  psychiatric  hospital, 
has  an  opening  for  a staff  physician  to  provide 
general  medical  evaulations,  care,  and  treat- 
ment of  acute  and  extended  care  psychiatric 
patients.  Work  with  excellent  multidisciplinary 
team,  including  physician  assistants.  Limited  on- 
call.  Institution  practice  protected  by  State  Tort 
Claims  act.  Excellent  benefit  package  includes 
moving  expense  allowance  and  availability  of 
reasonable  housing.  Starting  salary  of  $65,000 
to  $80,000  depending  on  qualifications.  EOE. 
Must  be  eligible  for  Nebraska  medical  license. 
For  more  information,  contact  James  O'Sullivan, 
Clinical  Director,  Norfolk  Regional  Center,  P.O. 
Box  1209,  Norfolk, NE68702,orcall  (402)  371- 
4343. 

CLIMATE  CAPITAL  OF  COLORADO:  Gen- 
eral practice  for  sale.  Equipment  is  new.  Across 
the  street  from  a very  modern  hospital.  Large 
nursing  home  practice  can  be  assumed.  Please 
contact:  j.  F.  Vincent,  M.D.,  1335  Phay  Ave., 
Canon  City,  CO  81212-2301,  (719)  275-7520. 

OTOLARYNGOLOGY  - BRAINERD,  MINNE- 
SOTA: Join  22  MD  multispecialty  clinic.  No  capi- 
tation. No  start-up  costs.  Two  hours  from  Min- 
neapolis. Beautiful  lakes  and  trees;  ideal  for  fami- 
lies. Call  collect/write  Curtis  Nielsen,  (218)  828- 
7100  or  827-4901,  P.O.  Box  524,  Brainerd,  MN 
56401. 

DERMATOLOGY  - BRAINERD,  MINNESOTA: 
Join  22  MD  multispecialty  clinic.  No  capitation. 
No  start-up  costs.  Two  hours  from  Minneapolis. 
Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  (218)  828-7100  or 
829-4901,  P.O.  Box  524  Brainerd,  MN  56401. 

PEDIATRICS  - BRAINERD,  MINNESOTA:  Join 
2 pediatricians  in  22  MD  multispecialty  clinic. 
No  capitation.  No  start-up  costs.  Two  hours  from 
Minneapolis.  Beautiful  lakes  and  trees;  ideal  for 
families.  Call  collect/write  Curtis  Nielsen,  (218) 
828-7100  or  829-4901,  P.O.  Box  524,  Brainerd, 
MN  56401. 

INTERNAL  MEDICINE  - BRAINERD,  MINNE- 
SOTA: Join  7 internists  in  22  MD  multispecialty 
clinic.  No  capitation.  No  start-up  costs.  Two 
hours  from  Minneapolis.  Beautiful  lakes  and  trees; 
ideal  for  families.  Call  collect/write  Curtis  Nielsen, 
(218)  828-7100  or  829-4901,  P.O.  Box  524, 
Brainerd,  MN  56401. 


PHYSICIANS:  Full-time  and  part-time  primary 
care  physicians  for  Nebraska  Department  of 
Correctional  Services,  Lincoln.  Responsible  for 
clinic  and  hospital  health  care  delivery  in  near 
new  facility  with  professionally  stimulating  pa- 
tient mix.  Conduct  Monday-Friday  sick  call  and 
hospital  rounds.  Unbeatable  call/work  sched- 
ule. Competitive  salary  and  state  benefits  pack- 
age with  malpractice  insurance  provided.  Fully 
equipped  clinic  including  minor  surgery  and 
emergency  medical  treatment  rooms  with  24 
hour  EKG  treatment.  Full  compliment  of  support 
staff  including  physician  assistants,  24  hour 
nursing  coverage,  laboratory,  x-ray,  optometry, 
mental  health,  etc.  Salary  negotiable.  Submit 
applications  to:  Nebraska  Department  of  Cor- 
rectional Services,  801  W.  Van  Dorn,  Lincoln, 
NE  68509,  402-479-3293. 

FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  TWO  family  physicians  for  a 
new  clinic  facility  currently  being  constructed. 
The  administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed  clinic. 
The  hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice,  disability, 
signing  bonus  and  student  loan  reduction/for- 
giveness program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact  Dan 
McCormick,  President,  Allen  McCormick,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota  55435,  612-835-5123. 

ULTRASOUND  MACHINES  AVAILABLE  - 
ATL  mk600  stereo  doppler,  3 transducers,  hard 
copy  $9,750.00;  ATL  mk450  peripheral  vascu- 
lar/general purpose  $5,550.00;  IREX  Exemplar 
system  w/doppler  $7,500.00,  HP  78303A  Four- 
channel  monitors  $595.00,  HP  7830  cardiac 
monitors  $575.00.  Call  for  other  equipment. 
BTX  MEDICAL  Specializing  in  Used  Equipment, 
Phillip  Le  Frois,  (919)  828-0960. 

FAMILY  PRACTICE  PHYSICIAN  INTERNIST; 
Full  time,  to  provide  general  medical  care  of  all 
inpatients  and  limited  outpatient  care.  On  call  4- 
5 nights  per  month,  including  weekend  call, 
about  every  8th  weekend.  Hastings  Regional 
Center  is  a JCAHO  accredited  psychiatric  facility 
which  provides  adult  and  geriatric  psychiatric 
care,  and  chemical  dependency  services.  Excel- 
lent State  of  Nebraska  benefits  package  which 
includes  annual  salary  increases.  EEOE/AA.  For 
more  information  contact:  Personnel  Office, 
Hastings  Regional  Center,  P.O.  Box  579,  Hastings, 
NE  68902,  402-463-2471. 
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FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

FAMILY  PRACTICE  — Northwest  Iowa.  An  ex- 
ceptional teaching/practice  opportunity  in  Sioux 
City,  Iowa  with  a well-established  Family  Prac- 
tice Clinic  affiliated  with  the  University  of  Iowa 
Residency  Program.  This  clinic  serves  over  30,000 
patients  annually  and  is  located  within  one  mile 
of  two  regional  medical  centers.  Excellent  com- 
pensation potential  in  excess  of  100K  for  a 
qualified  BC/FP  physician.  Many  recreation  and 
cultural  opportunities  plus  a life  style  unequaled 
in  larger  urban  areas  are  available  in  our  commu- 
nity. Call  Bruce  Blankley  at  1-800-666-4041  to 
find  out  more,  or  send  C.V.  to:  Williams  & 
Company,  Department  6,  P.O.  Box  268,  Sioux 
City,  lA  51102. 


AIM  F1IGH  — Be  an  Air  Force  physician  in  a 
sophisticated  medical  environment.  The  bene- 
fits are  excellent  and  vacation  consists  of  30 
days  with  pay  per  year.  Talk  to  an  Air  Force 
medical  program  manager  about  quality  lifestyle 
and  quality  practice  with  a non-contributing 
retirement  plan  if  you  qualify.  Learn  more  about 
becoming  an  Air  Force  physician.  Call:  Capt. 
Thomas  Rice  collect  402-551-0928. 

KANSAS/MISSOURI  - Excellent  full-time  and 
part-time  opportunities  in  Emergency  Medicine 
for  primary  care  and  ABEM  Certified  and  pre- 
pared physicians.  Eacilities  range  from  3,000  - 
20,000  patient  visits  per  year.  Big  city  amenities 
with  good  quality  of  life.  Contact  Emergency 
Medical  Services,  3101  Broadway,  Suite  1000, 
Kansas  City,  Missouri  64111,  (800)  821-5147. 
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Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Imagine  A Atedkal  Center 
M Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and  ^ 
ask  for  the  Synapse  coordinators. 

Let  us  show  you  how  Synapse  can 
provide  valuable  g-- 
support  for  your  |4-‘  Enter 
patient  practice.  I 

ff 

Enter  into  a partnership  - a partnership 
in  patient  management. 


SEP  I 7 use 


A service  of  your  University  of  Nebraska  Medical  Center 


''Earning  my  professional 
reputation  takes  hard 
work.  Protecting  it 
takes  a multi-billion 
dollar  company.” 

purchased  the  best  medical  liability  insurance 
available  for  physicians  anywhere.  My 
reputation  is  protected  by  a financially 
stable  company  with  more  than 
$11  billion  in  assets. 

I depend  on  my  insurer  to  spare  no 
expense  in  protecting  and  defending 
my  reputation.  The  lawyers  most 
experienced  in  medical  liability  are 
ready  to  defend  me.  And  a claim 
representative  who  understands 
my  profession  is  available 
at  all  times. 

I work  hard  to  earn  my  professional 
reputation.  I depend  on  The  St.  Paul  to 
protect  it.  So  can  you. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul 


Or  call  The  St.  PauPs  Omaha  Service  Office  at 
(402)  330-5400  or  1-800-642-8430  and  ask 
for  Robert  Slaughter,  Vice  President  and 
General  Manager. 


the  new  YORK  ACADEMY  OF  MED. 

library  periodicals  deft. 

FART  103RD  ST.  ^ _ 

i 1 X -'w/i  Y io(.)2y 

new  YORK 
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Call  your  independent  insurance  agent 
representing  The  St.  F^uL 

Or  call  The  St  Paul’s  Omaha  Service  Office  at 
(402)  330-5400  or  1-800-642-8430  and  ask 
for  Robert  Slaughter,  Vice  President  and 
General  Manager. 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D..  2221  So.  17.  Suite  310.  Lincoln.  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  comer  with  the  author  s surname. 

Review’  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laborator>'  research  should  be 
limited  to  2.000  w'ords  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summar>'  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summar>’  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  ( as  listed  in  Index  Medicus) . volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  81^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editon  letters  are  encouraged  by  ail  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company. 
Inc..  P.O.  Box  278.  Norfolk,  Nebraska  68702-0278. 
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The  body’s 
most  vital  muscle 
has  been 
hidden  from  view 


Until  no^  at  Saint  Joseph. 


^ou  can  see  the  future  of  heart  care  at  Saint 
Joseph  Hospital/Creighton  L'niversit)'  Medical  Center. 
Because  Saint  Joseph  c'an  “see”  the  heart  like  no  other 
hospital  in  Nebraska. 

Saint  Joseph  is  one  of  the  first  hospitals  in  the 
count!}'  to  offer  Positron  Emission  Tomograph)-  in  clinical 
care.  A nonim  asive  PET  scan  pro\ides 
the  ph)sician  \\’ith  unique,  potentially 
lifesa\ing  information  about  the  \ia- 


bilit)'  of  the  heart  muscle.  It  can  help  you  plan  treat- 
ments, predict  the  outcome  of  surgical  v-s.  nonsurgical 
options  and  rule  out  heart  disease  in  the  presence  of 

inconclusive  eUdence. 

At  most  hospitals,  PET  and  its  advantages  are 

only  a promise  of  things  to  come.  But  they’re  present 
today  at  Saint  Joseph  / Creighton  - 
the  hospital  with  a Msion  of  what  heart 
care  should  be. 


Saint  Joseph 


_ Crd)|iton  l’ni\'ersit\'  Mediatl  Center  _ 

T!x’  Htroi  Specuilist 


The  Nebraska  Medical  Journal 


EDITOR  — 

BENJAMIN  R.  GELBER,  M.D. 


VOL.  75  NO.  9 


Neurological  Surgery 
2221  So.  17th  St„  Suite  310 
Lincoln,  NE  68502 


EDITORIAL 

Quality  Assurance:  Fact  or  Fiction 

John  H.  Casey,  M.D. 


EDITORAL  BOARD: 


OCTOBER  1990 


275 


James  0.  Armitage,  M.D.,  Omaha 
Rodney  S.W.  Basler,  M.D.  Lincoln 
Jehangir  B.  Bastani,  M.D.,  Lincoln 
John  H.  Casey,  M.D.,  Lincoln 
Sushil  S.  Lacy,  M.D.,  Lincoln 
Scott  P.  Liggett  M.D.,  Lincoln 
Hal  K.  Mardis,  M.D.,  Omaha 
Richard  A.  Mortin,  M.D.,  Lincoln 
Pradip  K.  Mistry,  M.D.,  Norfolk 
Timothy  P.  O'Holleran,  M.D.,  North  Platte 
Walter  J.  O'Donohue,  M.D,,  Omaha 
William  F.  Rayburn,  M.D.,  Omaha 
Michael  A.  Schmidt  M.D.,  Lincoln 
David  L.  Smith,  M.D.,  Lincoln 
Kenton  L.  Shaffer,  M.D.,  Kearney 
Joseph  M.  Staves,  M.D.,  Lincoln 
Jon  S.  Thompson,  M.D.,  Lincoln 
William  L.  Vosik,  M.D.,  Kearney 
Arthur  Weaver,  M.D.,  Lincoln 
Stewart  P,  Westburg,  M.D.,  Lincoln 
Charles  S.  Wilson,  M.D.,  Lincoln 


ORIGINAL  ARTICLES 

7-Up  Anti-Acid  Lithiated  Lemon  Soda  or 

Early  Medicinal  Use  of  Lithium  277 

John  F.  Aita,  M.D. 

John  A.  Aita,  M.D. 

Virginia  Ann  Aita,  M.S.N.,  R.N. 


Complexities  of  Prescribing  Home  Oxygen 281 

Walter  J.  O'Donohue,  Jr.,  M.D. 

Optic  Nerve  Enlargement  in  Acute  Optic  Neuritis 284 

Robert  E.  Steg,  M.D. 

David  M.  Lefkowitz,  M.D. 

Zbigniew  Wszolek,  M.D. 

Andrew  A.  Jordan,  Jr.,  M.D. 


PRESIDENTS  PAGE 

Physician  Reimbursement  Update:  Part  II 

Paul  E.  Collicott,  M.D. 


/ 


288 


SUBSCRIPTION  RATE 
$18,00  Per  Year  U.S. 

$18.00  Per  Year  Foreign  Country 
Single  Copies  $1.50  Each 


THE  AUXILIARY 

NMF  & AMA-ERF  291 

Jeanette  Schlichtemeier 


Copyright®  1990  Nebraska  Medical  Associa- 
tion. Information  concerning  reprints  of  the 
articles  in  this  Journal  and  concerning  obtain- 
ing permission  for  the  reproduction  of  any 
portion  of  this  Journal  may  be  obtained  from 
the  Editor. 

The  Nebraska  Medical  Journal  docs  not  as- 
sume responsibility  for  statements  made 
opinions  expressed  by  the  authors.  Products 
and  services  advertised  are  neither  endorsed 
nor  warrantied  by  the  Nebraska  Medical  Asso- 
ciation. The  Nebraska  Medical  Journal  re- 
serves the  right  to  accept  or  reject  advertising 
copy. 

Published  monthly  and  Second-Class  Postage 
paid  at  Lincoln,  Nebraska  and  at  additional 
mailing  offices  (ISSn  0091-6730). 

Address  all  correspondence  related  to  sub- 
scriptions, advertising  or  address  changes  to 
William  L.  Schellpeper,  Business  Manager, 
1512  FirsTier  Bank  Building,  Lincoln,  Ne- 
braska 68508.  Phone  (402)  474-4472.  POST- 
MASTER: Send  address  changes  to  Nebraska 
Medical  Journal,  1512  FirsTier  Bank  Build- 
ing, Lincoln,  Nebraska  68508. 


COMING  MEETINGS  293 

NEW  MEMBERS  296 


COVER  PICTURE 

"NATURE'S  COLOR" 

Dean  M.  Bloch,  M.D.,  Arlington,  NE 


PHOTOGRAPHERS  & ARTISTS: 

Pictures  wanted  for  front  cover  of  the  Nebraska  Medical  Journal. 
Vertical  format  prints  of  subjects  typical  of  Nebraska  preferred. 
Mail  to  Stuart  P.  Westburg,  M.D.,  2756  O Street,  Lincoln,  NE 
68510. 


October  1990  Nebraska  fVledical  Journal 


5-A 


YOCON' 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ ^ 

Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ i tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied;  Oral  tablets  of  Yocon?  1/12  gr.  5.4  mg  in 

bottles  of  100's  NDC  53159-001-01  and  1000's  NDC  

53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
Independence  Mall  West,  6th  St.,  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
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Philip  Lesser,  Ph.D.,  Executive  Director 
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Thelma  J.  Borresen,  Executive  Secretary 
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Radiological  Society  of  North  America 
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A BRIGHT  IDEA... 

IN  MILD  TO  MODERATE 
HYPERTENSION 

180-mg  Calan  SR...once-daily,  single-agent  therapy 

• Efficacy  proven  comparable  to  240  mg^ 

• 24-hour  control  with-once-daily  dosing^* 

• Low-dose,  well-tolerated'  therapy' 

A more  economical  choice* 


180 


CE 


LY 


laiTgL^ 

lyerapMHOI^ 

SUSTAINED-RELEASE  CAPLETS 


•Total  dally  dosages  above  240  mg  should  be  administered  in  divided 
doses.  Calan  SR  should  be  administered  with  food. 

Constipatioh,  which  is  easily  managed  in  most  patients,  is  the  most 
commonly  reported  side  effect  of  Calan  SR. 

■Price  comparison  versus  240-mg  Calan  SR. 

Please  see  next  page  of  this  advertisemeht  for  references  and  a brief 
summary  of  prescribing  information. 


Consistent  with  1988  JNC  recommendation... 

The  1988  report  of  the  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  that  blood  pressure 
be  controlled  "...with  the  fewest  drugs  at  their  lowest  dose...."^ 


References: 

1.  Data  on  file,  C.D.  Searle  & Co.  2. 1988  Joint  National  Committee: 

The  1988  report  of  the  Joiht  Natiohal  Committee  on  Detection, 

Evaluation,  and  Treatment  of  High  Blood  Pressure  Arch  intern  Med 
1988:148:1023-1038 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitonng  of  liver  function  in  patients  on 
verapamil  is  prudent  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventncular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%)  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and^r  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscuiar  transmis- 
sion Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxin.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents.  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contractili . 
AV  conduction,  and  repolanzation.  Combined  verapamil  and  quinidine  therapy  in  patients  w 1 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  rest 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels  i 
Increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  careful  i 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may  redu ' 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  increa  i 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonis 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentia 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolanzing);  dosage  reductii 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed.  One  stui 
in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Am. 
test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregna  i 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  neede 
Verapamil  is  exaeted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during  verapar 
use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5% < 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%) 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  ra:: 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0% 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angiil 
pectons,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitatior 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasi 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibrium  disorders,  insomm 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  ras 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens- Johnson  syndrom 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstruatio 
Impotence.  12/21/89  • P90-W19f 

D!  C Searle  & Co 

OC*l/l  A-C  Box  5110.  Chicago.  IL  60680 

Address  medical  inquiries  to: 

G.D.  Searle  & Co. 

Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie.  IL  60077 


©1990,  C D Searle  & Co 
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America's  Hometown  Air  Force. 


The  Air  Guard. 


As  a physician  in  the  Air  Gu^u'd 
you  ai*e  in  for  considerably  more 
than  youi'  everyday  medical  practice. 

For  one  thing,  you  could  find  yourself  solving 
medical  problems  you  have  never  even  thought 
about.  Particulai'ly  if  you  ai*e  one  of  the  adven- 
turous souls  who  wish  to  serve  the  Air  Guai'd  as  a 
Flight  Surgeon. 


How  To  Join  Us. 


CALL  SMSGT  LARRY  BROOKS  AT  (402)  473-1145 


Professional  Full  Service 


MEDICAL  ACCOUNT  COLLECTIONS 


by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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...there  may  be  bronchitis 


‘‘Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These  ^ 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


cefaclor 


Pulvules'' 
250  mg 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brnf  SufflRary. 

Csns4dt  t&e  package  tHeratare  for  prescr^  oforBatioa. 
iRdicattoii:  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  influemae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci). 

CofttraMication:  Known  allergy  to  cephalosporins. 
WarsiROs;  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUOE  ANAPHYLAXIS. 

Administer  cautiousty  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-specbura  antibiobcs.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

PrecauttoRs: 

• Oisconfinue  Ceclor  in  the  event  ol  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptiMe  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiobcs  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointesbnal 
disease,  particularly  coliUs. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lacfabon,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caudon 
in  prescribing  for  these  patients 


Adverse  ReacOofls:  {percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reacbons  have  been  reported  in  about 
1.5%  of  pabents  and  include  morbibiform  eruptions 
(1  in  100).  Pniritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  2M  patients.  Cases 
of  seruR-sickness-like  reactions  have  been  repotted 
wib)  the  use  of  Ceclor.  These  are  characterized  1^ 
findings  of  erythema  mulbforme,  rashes,  and  obier  skin 
manifestations  accom^nied  by  arbiritis/arthralgia,  wibi 
or  wibKHJt  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  bie  reaction.  While 
further  investigation  is  ongoing,  serum-sickRess-tike 
reacbons  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequemiy  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  21X1  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  bials  (wibi  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.(X)3%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
wibiin  a few  days  after  cessation  of  bierapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies),  hi  those  requiring  hospitalizaUon,  bie  symp- 
toms have  ranged  bom  mild  to  severe  at  the  time  of 
admission  with  more  of  bte  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported, 

• Stevens- Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointesbnal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colibs  may  appear 
either  during  or  after  antibiotic  beatment. 

• As  wibi  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepabtis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilla,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstibal  nephritis. 

Atmormalities  in  laboratory  results  of  uncertain  etioKxiv. 

• Slight  elevabons  in  hepatic  enzymes, 

• Transient  lymphocytosis,  leukopenia,  and.  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creabnine. 

• Posibve  direct  Coombs'  test. 

• False^ibve  tests  for  urinary  glucose  with  Benedict's 
or  Fehling's  solution  and  Clinitest'  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip.  Lilly). 

PA  8791  AMP  [021490LRI1 

Additional  information  available  to  the  profession 
on  repuest  from  Ell  Lilly  and  Company  Indianapolis, 
Indiana  46285. 

EH  LiHy  Industries,  Inc 
Carolina,  Puerto  Rico  (X)630 
A Subsidiary  ol  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 

CR-0525-B-049333  © 1990,  EU  LALY  AND  COMPANY 


AMA  NEWS  NOTES 

James  S.  Todd,  M.D.,  AMA  Executive 
Vice  President,  met  with  Rep.  Ron  Wyden 
(D-OR)  to  resolve  some  of  the  tough  prob- 
lems involved  in  implementing  the  National 
Practitioner  Data  Bank  (NPDB).  The  AMA 
raised  a number  of  concerns  about  data 
bank  operations  that  could  adversely  affect 
physicians: 

• inconsistent  reporting  of  medical  liabil- 
ity determinations, 

• Inappropriate  data  retention,  and 

• Inadequate  confidentiality  protections. 

A new  AMA  booklet  explains  the  Data 
Bank's  implications  for  Physicians.  The  Na- 
tional Practitioner  Data  Bank,  Information 
for  Physicians  describes  the  Data  Bank  and 
clarifies  reporting  and  querying  require- 
ments. 

Advice  on  how  you  can  dispute  informa- 
tion reported  to  the  Data  Bank  is  included, 
along  with  commonly  asked  questions  and 
answers.  Free  to  AMA  members.  To  order, 
call  1-800-262-321  1. 

★ * ★ 

The  AMA  firmly  opposes  the  fourteen- 
day  hold  in  payment  by  Medicare  carriers 
and  told  the  Health  Care  Financing  Admini- 
stration (HCFA)  that  thus  delay  is  unfair  and 
imposes  hardships  on  physicians  and  pa- 
tients. The  federal  government  benefits  from 
this  lag  in  payment  at  the  expense  of  medi- 
care patients,  the  AMA  said. 

This  legislatively-mandated  hold  on  pay- 
ment attempts  to  balance  the  budget  on  the 
backs  of  those  who  are  supposed  to  be 
protected  by  Medicare.  Carriers  should  pay 
claims  promptly  and  efficiently,  the  AMA 
told  HCFA  in  a recent  letter. 

* * * 

The  AMA  strongly  urged  the  Health  Care 
Financing  Administration  to  change  part  of 
its  proposed  "secondary  payer"  regulations 
for  disabled  Medicare  beneficiaries  who 
work.  The  way  the  proposed  regs  now  stand, 
payment  could  be  withheld  from  you  on  an 
assigned  claim,  or  from  the  patient  on  an 
unassigned  claim,  if  an  employer  fails  to 
verify  the  employment  status  of  a disabled 
worker.  This  isn't  fair  to  you  or  your  patients, 
says  the  AMA. 


LOOKING 
fora 

fast  start? 

Family  Practice/ 

Internal  Medicine  Opportunities 

Our  growing  southern  Wisconsin  community  of  20,000  needs  you 
now!  Watertown,  located  on  the  Rock  River,  50  minutes  from  Madi- 
son and  Milwaukee,  offers  country  living  with  metropolitan  benefits. 
It's  a community  that  values  the  family  and  respects  its  physicians. 

Internal  Medicine  Specialist 

Solo  practice  opportunity  with  coverage  by  established  internist.  Area 
needs  2+  additional  internists.  Financial  and  management  aid  to  start 
practice.  Office  space  available  in  M.O.B.  next  to  hospital. 

Family  Practice  Physician 

Two  established  FP,  single  specialty  groups  are  looking  to  add  one, 
possibly  two  members.  Medical  staff  offers  full  family  practice  privi- 
leges including  deliveries,  stress  testing,  and  EKG  interpretation. 
Watertown  Memorial  Hospital  offers  a recently  expanded  100+  bed 
facility,  a young,  progressive  medical  staff  of  34  active  members  and 
27  consultants.  24-hour  ER  physician  coverage.  Accredited  C.M.E. 
program. 

Attractive  compensation  package.  Interview  expenses  reimbursed. 
Other  considerations  may  include  assistance  with  educational  ex- 
penses. 

Contact:  Leo  Bargielski,  hospital  President  at  (414)  261 -4210  or  Dr. 
Ed  Hoy,  Chief  of  Staff  (41 4)  261  -8225.  We  are  located  at  1 25  Hospital 
Drive,  Watertown,  Wl  53094. 


Wisconsin 

Physicians  BE/BC 

It's  never  too  late  for  a new  beginning! 
Dial  1-800-338-0568  and  discover  "The 
Right  Choice"  for  your  medical  practice  in 
beautiful  Southern  Wisconsin. 


Specialties 


• Allergy 

• Cardiology 

• Dermatology 

• Emergency 
Medicine 

• Family  Practice 

• Internal  Medicine 


• Neurology 

• Obstetrics  & 
Gynecology 

• Ophthalmology 

• Orthopedics 

• Otolaryngology 

• Psychiatry 


The  Monroe  Clinic  associates  provide  the 
highest  continuum  for  patient  care  and 
you  have  easy  access  to  peers  or 
specialists  for  consultation  without  the 
distraaions  of  office  management. 

For  an  early  prescription  to  a lasting, 
equitable  partnership,  please  call  or 
send  your  curriculum  vitae  to  Robert 
Enterline,  Physician  Staffing  Director, 
The  Monroe  Clinic,  1515  Tenth  Street, 
Monroe,  Wisconsin  53566. 

' equal  opportunity  employer.  " 


^FI^UFThe  Monroe  Clinic 
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Imagine  A IWedkal  Center 
At  Yew  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


A service 

1 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable  | 

support  for  your  1 4-'  Enter 

patient  practice.  I 


inter  into  a partnership  - a partnership 
in  patient  management. 


I 


NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING 


LINCOLN,  NEBRASKA  68508 


PHONE:  (402)  474-4472 
• FAX:  (402)  474-2198 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Out 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 

The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 

We  hope  that  you  will  take  advantage  of  this  offer  that  provides  extended  benefits 
you.  Simply  complete  the  brief  application  on  the  reverse  side  of  this  letter 
and  return  to  FirsTier  Bank,  National  Association,  Omaha, 

Nebraska. 

Sincerely, 

PaiU  <T.  ^ 

Paul  E.  Collicott,  M.D.,  President 
Nebraska  Medical  Association 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101 


BOARD  OF  DIRECTORS 

PAUL  E.  COLLICOTT,  M.D.,  President  / PERRY  T.  WILLIAMS,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
RICHARD  A RAYMOND,  M.D.  / DONALD  J.  PAVELKA  M.D. 

HERBERT  A HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  / JAMES  K RUIGH,  Assistant  Executive  Director 


yt  iS/Mc/a/ ^laitation  to 

^ 1 pyrs/ia  ^ f/c(//ca/  ^ wsoctattoy? 


ifeynS^, 


The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  adc 
benefits  package  designed  specifically  to  meet  our  members’  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 


• 18%  A. PR. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Personalized  credit  cheques  to  access  your  credi 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibi 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/ 

PLUS,  a special  credit  card  protection  package. 


I I Y^S,  / accept!  Complete  this  form  and  return.  □ INDIVIDUAL □ JOINT 


CO-APPLICANT  (IF  JOINT  ACCOUNT) 


.Annual  Percentage  Rate  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  base  25  days  from  the  billing  cycle 
closing  date  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  ('oniputing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  S20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec 
when  It  was  printed  This  information  may  change  after  the  printing  date 
To  find  out  what  may  have  changed,  call  us  at  1-800-432-3209  Or.  write  to  us  at  FirsTier  Bank 
Card  Center.  PO  Box  7.  Omaha.  NE  68101-9972. 


CARDIOLOGY 

UPDATE  '90 


\ 

WEDNESDAY,  OCTOBER  31,1990 
8 A.M.  TO  4 P.M. 

SIOUX  CITY  CONVENTION  CENTER 
SIOUX  CITY,  IOWA 

\ 


GUEST  FACULTY 


FRANK  V.  AGUIRRE,  M.D.,  Assistant 
Professor  of  Medicine,  St.  Louis 
University  Medical  Center,  Division  of 
Cardiology,  St.  Louis,  MO 

BRUCE  R.  CARR,  M.D.,  Director,  Divi- 
sion of  Reproductive  Endocrinology,  De- 
partment of  Obstetrics  and  Gynecology, 
University  of  Texas  Southwest  Medical 
Center,  Dallas,  TX 

ROBERT  S.  ELLIOT,  M.D.,  Director,  the 
Cardiovascular  Institute,  Swedish  Med- 
ical Society,  Denver,  CO  and  Director,  Pre- 
ventative and  Rehabilitative  Cardiology, 
Heart  Lung  Center,  St.  Luke's  Hospital, 

Phoenix,  AZ 


MARC  R.  PRITZKER,  M.D.,  Medical  Di- 
rector, Cardio-Thoraic  Transplant  Pro- 
gram, Minneapolis  Heart  Institute,  Abbott 
Northwestern  Hospital,  Minneapolis,  MN 

ANDREW  P.  SELWYN,  M.D.,  Associate 
Director  of  Medicine,  Director  of  Cath 
Lab,  Brigham  and  Woman's  Hospital, 
Harvard  University,  Boston,  MA 

JOHN  R.  WINDLE,  M.D.,  Assistant  Pro- 
fessor of  Medicine,  Director  of  Electro- 
Physiology,  University  of  Nebraska  Med- 
ical Center,  Omaha,  NE 


FOR  DETAILS  AND  MORE  INFORMATION, 
SEE  THE  REVERSE  SIDE. 


SPONSORED  BY 


MIDWEST 

HEART 

INSTITUTE 


Midwest  Heart  Institute  is  a joint  venture  of  Cardiovascular  Associates,  Marian  Health  Center, 
St.  Luke's  Regional  Medical  Center,  and  Siouxiond  Cardiovascular  Surgeons 
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CARDIOLOGY  UPDATE  '90 

WEDNESDAY,  OCTOBER  31, 1990 
SIOUX  CITY  CONVENTION  CENTER 


8:30  A.M.-REGISTRATION  AND 
CONTINENTAL  BREAKFAST 

8:55  A.M.-WELCOMING  REMARKS 

9:00A.M.— "New  Understanding  of  the  Cell 
Biology  of  Atherosclerosis  Lesions  and  Treatment 
of  Coronary  Syndromes" 

Andrew  P.  Selwyn,  M.D. 

9:50  A. M.— "Overview  on  Current  Issues  in 
Thrombolytic  Therapy" 

Frank  Aguirre,  M.D. 

10:40A.M.-BREAK“^ 

11:10  A.M.—  "Cardiovascular  Benefits  of 
Estrogen  Therapy" 

Bruce  R.  Carr,  M.D. 

12:00  NOON-LUNCH,  First  floor.  Gallery  B 
"Health  Care  Reimbursement:  Medicare  in  the  1990's" 
Congressman  Fred  Grandy 
R-Iowa,  6th  District 

‘Cardiology-related  diagnostic  equipment  on  exhibit— Gallery  C. 


COURSE  AND  PROGRAM  OBJECTIVES 


This  course  is  targeted  to  physicians  and  nurses 
whose  practice  includes  a higher  level  of  cardiac  nurs- 
ing. Other  nurses  are  welcome  to  attend  if  they  wish. 

Participants  at  the  completion  of  this  program  should 
be  able  to  discuss  current  concepts  and  trends  in  the 
treatment  of  cardiovascular  disease.  Specific  topics  to  be 
addressed  are:  Atherogenesis  and  Clinical  Management; 
Thrombolvtic  Therapy  for  Acute  Myocardial  Infarctions; 
Estrogen  Replacement  Therapy  and  CV  Risk:  The  Con- 
tinuing Controversy;  Cardiac  Arrythmia  in  Acute/Post 
MI  Patients;  End  Stage  Heart  Failure  and  the  Role  of 
Cardiac  Transplant;  Stress  and  Sudden  Death  Syndrome. 

REGISTRATION.  Registration  is  complete  when  form  and  fee 
have  been  received  in  the  Continuing  Education  Office, Marian 
Health  Center,  801  5th  Street,  Sioux  City,  Iowa 
51101.  Pre-registration  is  encouraged. 

FEE.  The  symposium  registration  fee  in- 
cludes: course  materials,  breaks,  luncheon  and 
continuing  education  credit.  A full  refund  is 
available  if  a cancellation  notice  is  received  by 
the  Midwest  Heart  Institute  prior  to  the  Oc- 
tober symposium. 

Category  I:  As  an  organization  accredited  by 
the  Iowa  Medical  Society  for  Continuing  Med- 
ical Education,  the  Marian  Health  Center's 
Medical  Staff  Continuing  Medical  Education 
Program  certifies  that  this  CME  offering  meets 
the  criteria  for  6 hours  in  Category  I of  the 
A.MA  Physician's  Recognition  Avvard,  pro- 
vided it  is  used  and  completed  as  designated. 

AAFP:  This  program  has  been  reviewed  and 


1:00  P.M.— "Antianythmics  Overview" 

John  R.  Windle,  M.D. 

1:50  P.M.— "Management  of  End  Stage  Failure" 
Marc  R.  Pritzker,  M.D. 

2:40  P.M.-BREAK* 

3:10  P.M.— "Stress  and  Sudden  Death" 

Robert  S.  Elliot,  M.D. 

4:00  P.M.— Summary  and  Evaluation 

4:15  P.M.— Adjournment 


SIOUX  CITY  FACULTY 


Cardiovascular  Associates 
John  T.  Bailer,  M.D. 

Allan  S.  Manalan,  M.D. 

William  R.  Wanner,  M.D. 

Diane  K.  Werth,  M.D. 

Stephen  R.  Zumbrun,  M.D. 

Siouxland  Cardiovascular  Surgeons,  P.C. 
Theodore  P.  Roman,  M.D. 

Bruce  W.  Stavens,  M.D. 


is  acceptable  for  6 elective  hours  by  the  American  Academy  c 
Family  Physicians. 

Nurses:  Upon  completion  of  the  entire  program,  each  nurs 
will  be  granted  0.7  CEUs  by  Marian  Healtn  Center.  Approvei 
Provider  of  continuing  education  by  Iowa  Board  of  Nursing 
#56. 

No  partial  credit  will  be  granted. 

LOCATION.  The  Sioux  City  Convention  Center,  4th  and 
Jones  Streets,  Sioux  City,  Iowa.  The  program  will  be  held  in  t 
second  floor  meeting  rooms.  The  telephone  number  of  the  Cc 
vention  Center  is  712-279-4800. 

LODGING.  A block  of  rooms  has  been  reserved  for  the  pa 
ticipants  at  the  Sioux  City  Hilton  Inn,  707  4th  Street,  (712)277 
4101.  The  room  rates  for  this  course  are  $53  single  and  $63  do 
ble  occupancy.  In  order  to  receive  this  special  rate,  be  sure  to 
identify  yourself  with  the  Midwest  Heart  Institute  when  mak 
ing  your  reserv'ations. 


REGISTRATION 

FORM 

NAME 

ADDRESS 

CITY 


CARDIOLOGY  UPDATE  1990 

OCTOBER  31, 1990 

HOME  TELEPHONE 


ZIP 


WORK  TELEPHONE. 

EMPLOYER 

PROFESSION 


Lie.# 


Registration  Fee  (check  one) 

□ S45.00  Physicians 

□ S25.00  Nurses  □ S25.00  Other 

■Make  checks  payable  to  Marian  Health  Center. 
Return  completed  form  to: 

Marian  Health  Center 
801  5th  Street  Sioux  City,  Iowa  51101 
Attn:  Continuing  Education 


SOCIAL  SECURITY  # 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH 
PROFESSIONS 
"STAT" 
402-551-0928 


NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING  • 


LINCOLN,  NEBRASKA  68508 


PHONE:  (402)  474-^ 

» FAX:  (402)  474-d 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  pleased  to  endorse  Blue  Cross  and  Blue  Shield 
Nebraska  health  insurance  plans  designed  especially  for  the  Association's  members. 


The  NMA  Traditional  plan  offers  "first  dollar  coverage";  that  is,  no  deductible  or  coinsurance  is  applied  to  basi  t 
covered  services.  The  plan  also  includes  major  medical  coverage  featuring  a $250  individual/$5(X)  family 
calendar  year  deductible.  Under  a single  membership,  once  the  deductible  has  been  satisfied,  the  plan  pays  80' 
and  the  employee  pays  20%  to  the  first  $5,000  of  covered  charges  (employee  pays  $1,000  of  this  amount). 
Under  a family  membership,  once  the  deductible  has  been  satisfied,  the  plan  pays  80%  and  the  employee  pays 
20%  to  the  first  $10,000  of  covered  charges  (employee  pays  $2,000  of  this  amount).  Once  this  amount  has  bee 
reached,  benefits  for  covered  services  are  paid  at  100%  for  the  remainder  of  the  calendar  year,  up  to  a lifetime 
maximum  of  $1  million. 

Under  the  Custom  Flex  plan,  basic  and  major  medical  benefits  are  combined  into  one  plan,  with  your  choice  of  I 
four  front-end  deductibles.  Again,  under  a single  membership,  once  the  deductible  has  been  satisfied,  the  plan  ; 
pays  80%  and  the  employee  pays  20%  to  the  first  $5,000  of  covered  charges  (employee  pays  $ 1 ,000  of  this  j 

amount).  Under  a family  membership,  once  the  deductible  has  been  satisfied,  the  plan  pays  80%  and  the  I 

employee  pays  20%  to  the  first  $10,000  of  covered  charges  (employee  pays  $2,000  of  this  amount).  Benefits  fc  j 
covered  services  are  then  paid  at  100%  for  the  remainder 
up  to  a lifetime  maximum  of  $ 1 million. 

Each  plan  offers  benefits  that  you  and  your  office  staff 
will  appreciate,  such  as  Saturday  Customer  Service 
phone-in  hours  from  8:00  a.m.  to  noon  for  questions 
about  coverage  and  claims.  We  invite  you  to  review  the 
information  on  the  opposite  page  and  send  in  the  coupon 
for  more  information  on  NMA  health  insurance  plans 
from  Blue  Cross  and  Blue  Shield  of  Nebraska. 

Sincerely, 

FYesident 

Nebraska  Medical  Association 


BOARD  OF  DIRECTORS 

PAUL  E.  COLLICOTT,  M.D.,  President  / PERRY  T.  WILLIAMS,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
RICHARD  A RAYMOND,  M.D.  / DONALD  J.  PAVELKA  M.D. 

HERBERT  A HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  / JAMES  K RUIGH,  Assistant  Executive  Director 
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feel  better: 


NMA 

Custom  Flex 
Plan 

•Combines  basic  and 
major  medical  benefits. 

•Your  choice  of  four 
front-end  deductible 
amounts. 


NMA, 

Traditional  Plan 

•"First  Dollar  Coverage"  - no 
deductible  or  coinsurance 
applied  to  basic  covered 
services. 

•$250  individual/$500 
family  calendar  year 
deductible  on  major  medical  services. 

•Single  membership:  we  pay  80%  of 
covered  charges  to  first  $5,000  (employee 
pays  $1 ,000  of  this  amount). 

•Family  membership:  we  pay  80%  of 
covered  charges  to  first  $1 0,000  (employee 
pays  $2,000  of  this  amount). 

• 1 00%  of  charges  for  covered  services  paid 
to  $1 ,000,000  after  above  criteria  are  met. 


•Single  membership:  we  pay  80%  of 
covered  charges  to  first  $5,000  (employee 
pays  $1 ,000  of  this  amount). 

•Family  membership:  we  pay  80%  of 
covered  charges  to  first  $1 0,000  (employee 
pays  $2,000  of  this  amount). 

• 1 00%  of  charges  for  covered  sen/ices  paid 
to  $1 ,000,000  after  above  criteria  are  met. 


•$100  endorsement  for  outpatient  doctor's 
office  x-ray  and  lab  services,  paying  1 00% 
of  covered  charges  with  no  deductible. 


Please  send  me  more  information  about  Blue  Cross  and 
Blue  Shield  of  Nebraska  NMA  Health  Insurance  Plans. 

Name 


A 


t Blue  Cross  and  Blue  Shield 

of  Nebraska,  we  welcome  the 
opportunity  to  help  NMA  members 
and  their  employees  get  the  best 
coverage  and  the  best  service 
possible.  For  more  information  about 
our  NMA  plans,  simply  fill  out  and 
return  this  coupon,  or  call  toll-free 
1-800-642-8014. 


Address, 


C ity State Z I P | 

Mail  to:  Blue  Cross  and  Blue  Shield  of  Nebraska,  7261  Mercy  Road,  i 
Omaha,  NE  68180  Attention:  Marketing  * 
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Blue  Cross 
Blue  Shield 

of  Nebraska 


® Registered  Marks  Blue  Cross  arxl  Blue  Stiieid  Assooaiior> 


CLARKSON  MEDICAL 
LECTURE  SERIES 


PRIMARY  CARE  RADIOLOGY  FOR  THE  1990’s 

Friday,  November  16, 1990  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m.  Omaha,  Nebraska 


Featured  speakers  include:  C.  Everett  Koop,  M.D.  Leonard  E.  Swischuk,  M.D. 


Topics  include: 

• How,  When  and  What  to  Order  for  Radiology 
Tests  for  the  1990’s 

• Acute  Pediatric  Chest  Problems 

• Easily  Missed  Fractures 

• Richard  A.  Bunting,  M.D.,  Memorial  Lecture: 
CT  or  MRI?  Which  Should  I Order? 

• The  Acute  Abdomen  - Where  Do  I Go  From 

Here? 


• Henry  J.  Lehnhoff,  M.D.,  Lecture:  Acute 
Abdomen  and  Vomiting  in  Infants  and 
Children 

• Chest  Radiology  for  the  Primary  Care 

Practitioner 

• Radiology  Evaluation  of  Back  Pain 

• Vascular  and  Interventional  Radiology 

• Health  Care  in  the  '90s 


Lecture  Series  courtesy  of  Clarkson  Hospital  Medical/Dental  Staff 

For  more  information  call  402-559-2370 


0^ Check  Out  The  Services 
Your  NMA  Membership  Offers 


Special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 


NMA  Blue  Cross-Blue  Shield  health  care  coverage. 
Your  family  and  staff  can  be  covered. 


NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 

^ NMA  VISA  Card  Program.  — Review  the  benefits. 

ffl^Accounts  Collection  Service  offered  by  Bartling  and  Hinkle,  P.C., 
attorneys-at-law.  They  are  endorsed  by  NMA. 

a^nquire  to  the  Nebraska  Medical  Association  for  full  details  on  these  and 
other  special  services  available  exclusively  to  NMA  members. 
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EDITORIAL 


Quality  Assurance:  Fact  or  Fiction 


)OHN  H.  CASEY,  M.D. 


"Quality  Assurance"  has  become  one  of 
the  most  oft-heard  phrases  in  today's  hospi- 
tals. From  early  beginnings  as  the  retrospec- 
tive "audit",  quality  assurance  has  pervaded 
the  most  remote  recesses  of  the  hospital 
care  system.  "Quality  Assurance"  or  "Quality 
Assessment"  as  some  prefer  to  call  it,  is  re- 
quired for  accreditation,  regardless  of  the 
nature  of  the  accrediting  body.  Hospital 
insurance  carriers  are,  likewise,  becoming 
interested  in  quality  assurance  as  a risk 
management  tool.  The  majority  of  hospital 
committees  now  spend  the  bulk  of  their 
time  addressing  quality  assurance  issues  (to 
the  detriment,  I might  add,  of  other  impor- 
tant issues).  Given  the  importance  and  time 
allotted  to  quality  assurance,  the  question 
needs  to  be  asked:  "Is  it  having  any  effect  — 
is  it  fact  or  fiction"? 

The  majority  of  physicians,  although  they 
are  truly  interested  in  delivering  quality 
patient  care,  have  great  trouble  understand- 
ing how  to  apply  principles  of  quality  assur- 
ance to  something  as  complex  as  diagnostic 
and  treatment  decisions.  This  process  of 
application  is  not  always  helped  by  the  myriad 
of  publications  on  the  subject  or  is  it  neces- 
sarily facilitated  by  the  emerging  army 
"Quality  Assurance"  consultants  and  their 
computer  systems.  Is  this  problem  because 
of  physician  resistance  to  the  concept  of 
quality  assurance  (and  its  inevitable  reviews) 
or  is  it  because  quality  assurance,  as  we 
know  it  today,  is  not  really  applicable  to  the 
practice  of  medicine.  As  with  most  polar- 
ized viewpoints,  the  truth  may  lie  some- 
where in  between. 

Several  issues  require  resolution  prior  to 
implementing  any  effective  quality  assur- 
ance programs. 

(1)  Is  quality  assurance  educational  or 
punitive?  In  theory  at  least,  the  program 
should  identify  areas  of  practice  in  need  of 


improvement.  In  reality,  however,  the  prob- 
lems identified  most  often  relate  to  only  a 
few  practitioners.  These  individuals,  fre- 
quently on  the  defensive  anyway,  may  be 
highly  resistant  to  educational  efforts,  espe- 
cially when  the  issue  in  question  is  pre- 
sented as  a "group  problem".  This  failure  to 
change  behavior  leads  to  the  punitive  ap- 
proach at  which  point  battle  lines  are  drawn 
and  the  "system"  grinds  to  to  a halt. 

(2)  Can  "peer  review"  really  work  effec- 
tively? Although  I know  this  question  has 
been  addressed  repeatedly,  I am  not  so 
certain  that  the  truth  has  been  told.  Al- 
though peers  should  theoretically  be  in  the 
best  position  for  the  reviewing  process,  there 
are  a number  of  complicating  factors.  Physi- 
cians are  notoriously  reluctant  (except  for 
professional  witnesses)  to  criticize  their 
fellow  practitioners.  I do  not  necessarily 
think  this  is  due  to  an  unspoken  code  of 
ethics,  but  more  to  the  realization  that  this 
"could  have  happened  to  me".  Regardless  of 
the  reason  for  the  reluctance,  quality  assur- 
ance review  is  made  considerably  more 
difficult.  An  additional  complicating  factor 
arises,  particularly  in  pathology,  radiology 
and  anesthesiology,  where  an  entire  depart- 
ment consists  of  individuals  associated,  one 
with  another,  in  a partnership.  Can  effective 
quality  assurance  occur  under  these  circum- 
stances? One  only  need  ask  themselves  how 
their  own  associates  would  respond  to  peer 
review,  at  least  if  a criticism  was  implied  or, 
worse  yet,  overtly  stated. 

(3)  Can  quality  assurance  function  if  there 
are  only  a few  physicians  on  the  entire  staff 
or  if  any  entire  department  consists  of  one 
physician.  In  other  words,  there  are  no  peers. 
Has  a mechanism  been  developed  to  pro- 
vide a workable  program  in  these  situations? 

(4)  Even  if  a peer  review  quality  assurance 
program  is  established  which  incorporates 
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all  of  the  necessary  ingredients  for  effective 
action  and  change,  would  other  (public, 
government,  liability  carriers,  etc.)  accept  it 
or  would  it  be  viewed  as  the  "fox  guarding 
the  chicken  coop." 

(5)  Is  it  possible  for  a complex,  incredibly 
time  consuming,  quality  assurance  system 
to  be  forced  on  an  unwilling  medical  staff? 
The  increasing  review  of  medical  care  by 
agencies  outside  the  hospital  suggests  that 
the  internal  review  systems  may  be  failing  al- 
though alternate  explanations  are  certainly 
possible. 

The  well-established  principles  of  quality 
assurance  should  be  applicable  to  medical 
care  delivery  although  the  system  must  of 


necessity  be  complex,  I believe  the  current 
system  which,  to  a great  extent  was  forced 
upon  medicine,  suffers  from  significant 
problems,  some  of  which  have  been  ad- 
dressed earlier  in  this  discussion.  If  we,  as 
physicians,  wish  to  maintain  some  control  of 
our  practice  destiny,  as  well  as  improving 
overall  patient  care,  then  now  is  the  time  to 
change  our  viewpoint  from  quality  assur- 
ance enemy  to  quality  assurance  advocate. 
Let  us  work  together  to  address  and  correct 
the  current  problems  with  the  system.  Let  us 
develop  methods  which  allow  quality  assur- 
ance to  be  used  as  an  educational  tool  as 
well  as  a monitoring  device  and  let  us 
demonstrate  that  we  have  moved  beyond 
the  protective  and  destructive  "good  old 
boy"  mentality. 
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ORIGINAL  ARTICLE 


7-Up  Anti-Acid  Lithiated  Lemon  Soda  or 
Early  Medicinal  Use  of  Lithium 

♦JOHN  F.  AITA,  M.D.,  JOHN  A.  AITA,  M.D.  VIRGINIA  ANN  AITA,  M S N.,  R.N. 

Neurologist,  Nebraska  Methodist  Hospital 


Presented  in  part  at  the:  American  Academy  of  Neurology 
41  St  Annual  Meeting,  Chicago,  Illinois,  April  13-19,  1989. 

Lithium,  an  alkaline  substance 
and  lightest  of  all  solid  ele- 
I ments  was  first  discovered  in 
1817  by  John  August  Arfvedson,  a Swedish 
chemistry  student.  He  named  the  element 
lithium  after  the  Greek  word  for  stone,  lithos.' 

Historically,  in  the  2nd  century  A.D.  in 
Rome  the  Greek  physician  Soranus  of  Eph- 
esus, referred  to  the  use  of  natural  alkaline 
spring  waters  for  the  treatment  of  mania. 
Caelius  Aurelianus,  the  5th  century  A.D. 
Roman  physician  treated  certain  physical  and 
mental  ailments  with  the  use  of  specific  alka- 
line springs,  many  of  which  contained  lith- 
ium. 

Several  centuries  passed  before  lithium 
again  found  medicinal  uses.  During  the  mid- 
1 800's  lithium  salts  were  a popular  treatment 
for  gout,  rheumatic  gout  and  urinary  stones. 
It  was  reported  that  uric  acid  would  dissolve 
in  a solution  of  lithium  salts.'’® 

In  1864,  Gibb  described  lithium  bromide 
as  a mild  "tonic."’’  William  A.  Hammond  of 
Bellevue  Hospital  in  New  York  in  1871  treated 
acute  depression  (Melancholia)  and  acute 
mania  with  lithium  bromide.'®'"  '^  In  1874, 
Levey  used  lithium  bromide  as  a sedative.’® 

S.  Weir  Mitchell  wrote  in  1870  that  lith- 
ium-bromide was  an  effective  anti-epileptic 
therapy.  It,  also,  relieved  headaches,  tinnitus 
and  insomnia.’’’  By  1877,  he  felt  that  lithium- 
bromide  uses  had  expanded  to  include  the 
alleviation  of  autonomic  hyperactivity, 
emotional  lability,  hypervigilance,  fatigue, 
anorexia  and  insomnia  (likely  what  we  today 
would  consider  an  affective  disorder  and 
anxiety.)  He  felt  that  this  lithium  salt  was 
more  effective  than  other  lithium  salts.’®  The 
dose  recommended  would  be  close  to  the 
300  mg  TID  dose  that  we  use  today. 


Garrod  (1876),  Aulde  (1887),  and  Haig 
(1888)  spoke  of  gout  symptoms  as  manifes- 
tations of  uric  acid  diathesis  which  included 
mood  disturbances,  mental  depression,  irri- 
tability, manic-depressive  disorders,  "gouty" 
mania,  and  many  forms  of  headaches.  Lith- 
ium salts  were  believed  useful  in  the  treat- 
ment and  prophylactic  treatment  of  these 
symptoms.’®’® 

Carl  Lange,  a Danish  physician,  described 
in  1886  a syndrome  of  periodic  depression 
masked  by  somatic  symptoms.'^  This  en- 
dogenous depression  was  accompanied  by 
urinary  sediment  which  he  thought  was  uric 
acid.  This  led  to  the  first  unequivocal  use  of 
lithium  salts  as  prophylactic  therapy  for  a 
psychiatric  condition.  His  brother,  F.  Fritz 
Lange,  in  1894,  was  the  first  to  propose  using 
lithium  alone  in  the  acute  treatment  of  de- 
pression.®® 

Later,  during  the  19th  century.  Lithium 
salts  were  discovered  in  American,  English 
and  German  spa  waters.  Spas  and  natural 
springs  and  their  waters  have  been  used 
through  out  the  centuries  and  even  to  date 
for  the  treatment  of  a wide  ranging  list  of  dis- 
orders including  emotional  illness.®'®'  How- 
ever, the  amount  of  lithium  in  many  of  these 
waters  was  so  minuscule  that  great  quantities 
would  need  to  be  consumed  for  any  thera- 
peutic effect  to  take  place  - upwards  to 
150,000  - 225,000  gallons  of  water  per  day.®® 
This  led  to  the  marketing  of  lithium  tablets 
and  artificial  lithia  waters  and  may  have  pro- 
vided a window  of  opportunity  for  Mr.  C.  L. 
Grigg. 

In  1920,  C.  L.  Grigg  organized  and  founded 
the  Howdy  Company  and  marketed  an  or- 
ange drink  called  "Howdy"  - the  orange  fla- 

’Address  for  Correspondence:  ).F.  Aita,  M.D.,  8601 
West  Dodge  Road,  Suite  1 1 0,  Omaha,  NE  681 1 4. 
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vored  sugar  drink.  While  this  drink  became 
a national  leader  among  orange  drinks,  Grigg 
was  dis-satisfied  and  considered  it  just  an- 
other good  orange  drink. 

Grigg  had  in  mind  a new  soft  drink  that 
would  be  so  good,  so  wholesome,  and  so  dif- 
ferent that  the  market  would  literally  come  to 
it.  He  wanted  a flavor  with  universal  appeal, 
a distinctively  different  flavor,  a flavor  that 
would  be  a new  and  unusual  taste  experi- 
ence. He  decided  on  lemon-lime  as  the  basic 
drink  flavor.  At  the  time  there  were  more 
than  600  lemon  flavored  drinks  on  the  market. 
In  searching  for  the  drink  formula,  Grigg 
knew  of  the  popularity  of  mineral  waters 
dating  back  to  Spanish  explorer  Ponce  de 
Leon's  search  for  the  fountain  of  youth.  Ponce 
discovered  natural  mineral  springs  contain- 
ing lithium,  regarded  as  beneficial  to  health. 
According  to  7-Up  Company,  Grigg  intro- 
duced "Bib-Label  Lithiated  Lemon-Lime 
Soda",  in  1929,  two  weeks  before  the  stock 
market  crash.  In  "Lithiated  Lemon  Limes", 
the  lemon  was  glorified,  the  limes  were 
pepped  up  and  lithium  and  sodium  citrate 
salts  were  added  to  give  an  alkaline  reaction 
when  swallowed  and  to  act  as  a solvent  in  the 
blood. 

During  this  time,  the  disease  of  fashion 
was  "an  acid  condition".  All  adults  were 
troubled  with  acidosis.  People  needed  a 
"natural"  soft  drink  to  neutralize  acidosis, 
make  the  blood  more  alkaline  and  dissolve 
toxins  or  poisons  in  the  blood  and  Howdy 
Lithiated  Lemon  Limes  was  just  what  they 
wanted.  A testimonial  by  Dr.  McCoy  noted: 
"By  keeping  the  blood  stream  thoroughly  al- 
kaline, one  has  probably  the  finest  protective 
measure  against  disease.  An  alkaline  blood 
stream  means  an  abundance  of  energy,  en- 
thusiasm, a clear  complexion,  lustrous  hair, 
and  shining  eyes." 

Howdy  Lithiated  Lemon  Limes  was  a better 
drink  for  the  home.  Not  only  did  it  satisfy  the 
thirst  better  and  was  more  refreshing  in  its 
after-effects,  but  it  was  a wanted  drink  that 
was  of  much  benefit  in  every  house.  Every 
adult  needed  the  antiacid  it  provided.  By  this 
keeping  the  blood  alkaline,  one  was  assured 
of  real  health  as  colds  and  similar  affections 
by-passed  those  with  proper  blood  alkalin- 
ity. 

The  exact  origin  of  the  name  and  trade- 
mark 7-Up  is  uncertain.  According  to  the  7- 


Up  Company,  the  term  7-Up  does  not  refer 
in  number  or  form  to  any  of  the  ingredients 
in  the  beverage.  While  there  have  been  various 
theories  concerning  the  origin  of  7-Up,  only 
the  following  story,  though  never  verified, 
has  persisted. 


LITHIATED 
LEMOH  SODA 


Figure:  1931  7-Up  Sign 


Whether  the  name  7-Up  was  chosen 
because  of  its  lithium  content  is  unknown. 
However,  Grigg,  being  interested  in  cattle 
brands  thought  the  cattle  brand  "7-U"  sug- 
gested "7-Up"and  registered  the  "7-Up"  trade- 
mark in  1928. 

How  long  lithium  remained  a "7-Up  Antia- 
cid Lithiated  Lemon  Soda"  (Figure)  ingredi- 
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ent  is  uncertain.  The  mid-1930's  found  lith- 
ium's commercial  use  questionable  and  it 
was  omitted  from  the  drink,  whose  name  was 
changed  to  7-Up.  In  1936,  the  company  was 
renamed  the  Seven-Up  company. 

Regardless  of  the  intent  of  the  lithium  or 
the  original  origin  of  the  name  7-Up,  the  bev- 
erage has  remained  a "fresh,  clean-tasting 
thirst-quencher." 

The  next  major  medicinal  use  of  lithium 
occurred  in  1949  when  John  F.  J.  Cade  of  the 
Bundoora  Repatriation  Hospital  in  Melbourne 
reported  on  the  use  of  lithium  salts  in  the 
treatment  of  psychotic  excitement.  His  re- 
sults proved  lithium  to  be  therapeutically 
effective  in  all  10  of  the  manic  patients. 

At  the  same  time.  United  States  psychia- 
trists were  reluctant  to  use  lithium  because  of 
cases  of  severe  lithium  intoxication  among 
patients  using  lithium  chloride  as  a salt  sub- 
stitute for  sodium  chloride.  A sodium  free 
diet  markedly  enhances  lithium  toxicly.^’-^'’ 
Thus,  it  was  not  until  1970  that  the  FDA  ap- 
proved lithium  for  use  in  acute  mania  and  in 
1974  that  it  approved  lithium  for  the  preven- 
tion of  recurrences  of  mania.  In  1975  the 
Task  Force  on  Lithium  Therapy,  1975  found 
lithium  to  be  effective  in  prophylaxis  against 
recurrent  depression  especially  in  cases  of 
manic  depressive  illness  ie  - bi-polar  affective 
illness. 

Currently,  other  investigational  uses  of  lith- 
ium include  treatment  of  cluster  headaches, 
depression,  alcoholism,  premenstrual  syn- 
drome, aggression  and  schizophrenia.^’^'’ 

Lithium  is  still  available  for  over-the-counter 
self-administration  in  the  form  of  yet  another 
beverage  - Lithia  Christmas  Beer  which  is 
bottled  during  the  holiday  season  by  the 
Walter  Brewing  Company,  Eau  Claire,  Wis- 
consin.^’ But,  that's  a story  for  another  time. 
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Comment:  The  Story  behind  the  Story 

My  father  and  I had  just  presented  a his- 
tory of  neurology  paper  at  the  American 
Academy  of  Neurology  Meeting  in  New 
Orleans  in  1986.  The  last  paper  of  the  day 
went  with  the  100th  anniversary  of  Coca- 
Cola  and  the  use  of  Cocaine  in  the  product 
originally.  One  of  the  members  of  the  audi- 
ence stood  up  at  the  end  of  the  paper  and 
mentioned  that  in  New  Orleans  people  were 
more  interested  in  7-Up  and  that  when  th's 
product  originally  came  out  in  the  midst  of 
the  depression  it  was  popular  because  it 
contained  Lithium  — nobody  commented 
on  this  and  I simply  filed  the  information 
away  thinking  that  it  was  interesting. 

A year  and  one  half  later  I was  with  my 
wife's  family  at  an  Art  Festival  in  Park  City 
Utah  and  found  myself  wandering  through 
an  antique  store.  There,  in  one  corner  of  the 
store,  was  the  7-Up  sign,  a picture  of  which 
is  depicted  in  our  article.  It  had  been  the  sign 
that  I was  looking  for  and  I was  bound  and 
determined  to  purchase  it  on  the  spot  for  the 
asking  price  of  $175.00.  My  wife  thought 
otherwise  and  I ended  up  not  getting  the 


sign.  My  wife  did  offer  to  photograph  the  sign 
when  she  returned  to  the  Salt  Lake  City  area 
a few  months  later  and  it  is  that  photo  of  the 
sign  which  appears  in  our  article. 

I tried  to  obtain  information  from  the  7-Up 
Company  about  the  use  of  Lithium  but  was 
unable  to  find  the  7-Up  Company  which 
turned  out  to  be  a subsidiary  of  another 
company  — I learned  this  finally,  obtaining 
the  address,  from  a cents  off  coupon  and 
writing  for  information  to  that  address.  The 
address  that  appears  on  the  7-Up  bottles  and 
cans  is  the  address  of  the  bottling  company 
not  the  7-Up  Company.  Four  weeks,  six 
weeks,  eight  weeks  passed  and  I thought 
that  this  was  just  another  case  of  lost  cor- 
respondence. Finally  a huge  envelope  ap- 
peared from  the  historian  of  the  7-Up 
Company  stating  that  he  was  so  glad  that 
someone  was  finally  asking  for  information 
about  the  history  of  7-Up  and  providing  me 
with  copies  of  old  advertisement  and  mar- 
keting material  which  then  became  the  basis 
of  the  7-Up  part  of  the  article. 

John  F.  Aita,  M.D. 
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ORIGINAL  ARTICLE 


Complexities  of  Prescribing  Home  Oxygen 


•WALTER  j O DONOHUE,  JR.,  M D 

Chairman,  Depaitment  of  Medicine 
Creighton  University  Medical  Center 


Clinical  trials  conducted  in 
the  United  States,  Canada, 
and  the  United  Kingdom 
have  clearly  demonstrated  the  value  of  long- 
term oxygen  therapy  in  the  management  of 
patients  with  hypoxemia  due  to  chronic  ob- 
structive pulmonary  disease  (COPD)d'^  Fur- 
ther, in  patients  with  an  arterial  PO^  < 55 
mm  Hg  it  has  been  shown  that  continuous 
oxygen  is  superior  to  oxygen  administered 
only  during  part  of  the  day  or  at  night,  as 
measured  by  both  increased  survival  and  im- 
proved neuropsychologic  function.  Analysis 
of  survival  statistics  in  patients  with  COPD 
and  hypoxemia,  with  or  without  hypercapnia, 
discloses  that  correction  of  hypoxemia  with 
continuous  or  near-continuous  oxygen  ther- 
apy improves  survival  to  levels  expected  for 
COPD  patients  without  hypoxemia  when 
severity  of  obstructive  airways  disease  is  simi- 
lar.^"’ Based  on  these  findings,  correction  of 
hypoxemia  appears  to  be  the  most  important 
therapy  available  to  improve  survival  of 
patients  with  chronic  obstructive  lung  dis- 
ease, and  the  presence  or  absence  of  hyper- 
capnia does  not  appear  to  be  a critical  factor. 
At  the  present  time,  there  is  no  definitive  evi- 
dence that  other  modalities  of  therapy,  in- 
cluding bronchodilators,  antibiotics  or  corti- 
costeroids, increase  survival  of  these  patients, 
even  though  they  may  improve  quality  of 
life. 

Over  the  past  several  years,  the  FHealth 
Care  Financing  Administration  (FHCFA), 
through  a series  of  communications  and  pub- 
lications, has  explicitly  defined  the  indica- 
tions and  documentation  necessary  for  reim- 
bursement of  home  oxygen  therapy  for 
Medicare  patients.  In  most  areas  of  the 
country.  Medicare  and  Medicaid  pay  for  up 
to  60%  of  all  home  oxygen  therapy.  Two 
national  consensus  conferences  on  home 
oxygen  therapy  convened  by  the  Webb- 
Waring  Lung  Institute  in  Denver,  Colorado, 


recommended  solutions  for  most  of  the 
problems  created  by  these  FiCFA  regulations 
for  prescribing  and  supplying  oxygen. Many 
of  the  recommendations  of  these  two  confer- 
ences have  now  been  incorporated  into  FHCFA 
guidelines. 

The  most  recent  and  possibly  the  most  se- 
rious threat  to  the  appropriate  use  of  home 
oxygen  has  resulted  from  the  new  "6-Point 
Plan"  for  Medicare  reimbursement  for  du- 
rable medical  equipment  (DME)  adopted  by 
Congress  in  1987  for  implementation  in  1989. 
Oxygen  and  oxygen  equipment  are  classified 
as  DME  by  FHCFA  and  constitute  about  45% 
of  all  Medicare  DME  expenditures.  Under 
this  new  "6-Point  Plan"  home  oxygen  is  re- 
imbursed on  a prospective  payment  basis 
with  a single  monthly  payment  to  the  DME 
provider  for  all  oxygen  and  oxygen  equip- 
ment without  regard  for  the  type  of  oxygen 
supplied  (liquid  or  gaseous).  An  add-on  sup- 
plement is  allowed  when  portable  oxygen  is 
prescribed  and  is  judged  to  be  necessary  and 
appropriate.  The  oxygen  flow  rate  prescribed 
is  an  important  factor  in  modulating  the 
monthly  payments,  in  that  flow  rates  of  less 
than  1 liter  per  minute  (LPM)  will  result  in  a 
50%  reduction  in  payments  and  flow  rates 
greater  than  4 LPM  will  result  in  a 50% 
increase  in  payments.  Initially  these  monthly 
payments  will  be  calculated  on  both  a re- 
gional and  a local  basis  but  after  three  years 
all  payments  will  be  determined  regionally. 
This  approach  to  reimbursement  provides  an 
incentive  for  DME  providers  to  attempt  to  re- 
duce costs,  but  it  also  represents  a powerful 
incentive  for  DME  providers  to  supply  the 
cheapest  oxygen  delivery  system  possible. 


’Address  correspondence  and  reprint  requests  to:  Wal- 
ter ).  O'Donohue,  )r.,  M.D  Chairman,  Department  of 
Medicine,  Creighton  University  Medical  Center,  601  North 
30th  Street,  Omaha,  NE  681  31  -21 97 
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sometimes  with  little  consideration  of  the 
needs  of  the  patient. 

During  the  past  summer,  HCFA  also  intro- 
duced a new  prescription  form  (Form  HCFA- 
484),  which  was  estimated  by  HCFA  to  require 
up  to  25  minutes  for  the  physician  to  com- 
plete. The  regulations  regarding  this  new 
form  also  mandate  that  the  oxygen  supplier 
can  provide  no  more  than  the  patient's  name, 
address  and  Medicare  number  and  that  the 
physician  or  an  employee  of  the  physician 
must  personally  complete  the  remainder  of 
the  form.  The  reason  for  HCFA's  insistence 
that  the  physician  complete  the  form  came 
about  because  of  a study  conducted  in  Ala- 
bama by  the  Office  of  the  Inspector  General 
which  found  that  58%  of  patients  sampled 
either  did  not  need  home  oxygen  therapy  or 
did  not  need  the  oxygen  equipment  to  the 
extent  being  billed.  The  audit  also  found  that 
in  most  cases,  the  physician  did  not  know  the 
type  of  oxygen  delivery  system  the  benefici- 
ary was  using  and  over  one-third  of  the  phy- 
sicians were  not  familiar  with  the  Medicare 
criteria  to  justify  reimbursement.  One-half  of 
the  physicians  relied  on  the  DME  supplier  to 
determine  the  patient's  blood  gases  and  the 
need  for  oxygen  therapy.  None  of  the  phy- 
sicians retained  a copy  of  the  medical  neces- 
sity certification  form  which  they  had  signed 
for  the  DME  provider.  This  report  concluded 
that  "the  physician's  role  seems  to  be  signer 
of  a document,  i.e.  the  certification  form."  At 
the  present  time  there  is  considerable  effort 
within  the  pulmonary  medicine  community 
to  redesign  Form  HCFA-484  in  order  to 
shorten  and  simplify  the  documentation 
process  for  the  physician;  however,  the 
advantage  of  the  new  certification  form  is 
that  the  physician  is  clearly  in  control  of 
home  oxygen  therapy  and  decisions  regard- 
ing both  equipment  and  therapy  are  not  left 
to  the  discretion  of  the  DME  provider.  The 
obligation  of  the  physician  is  to  thoroughly 
understand  the  indications  for  home  oxygen 
therapy  and  to  prescribe  the  appropriate 
type  of  home  oxygen  equipment  and  indi- 
cate how  it  should  be  used. 

The  prescription  for  home  oxygen  therapy 
IS  more  complex  than  any  other  prescription 
that  the  physician  is  required  to  write.  It  can 
be  time  consuming,  particularly  if  the  proper 
records  and  reports  are  not  readily  available. 
Home  oxygen  should  be  considered  for  any 
patient  with  chronic  lung  disease  who  has  an 
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arterial  PO,  < 55  mm  Hg  or  an  arterial  PO., 
< 60  mm  Hg  with  associated  cor  pulmonale 
or  erythrocytosis  due  to  hypoxemia.  In 
hypoxemic  patients,  oxygen  should  be  used 
continuously  or  as  close  to  continuously  as 
possible.  Oxygen  may  be  prescribed  less  fre- 
quently in  those  patients  who  demonstrate 
arterial  oxygen  desaturation  only  during  sleep, 
exercise  or  other  activities  of  daily  living.  It 
should  also  be  recognized  that  some  patients 
may  need  "short-term"  home  oxygen  ther- 
apy when  recovering  from  an  acute  illness  or 
being  discharged  home  from  the  hospital 
while  still  medically  unstable.  The  decision 
for  long-term  oxygen  therapy  is  usually  best 
made  approximately  3-6  weeks  after  hospi- 
tal discharge  when  the  patient  is  clinically 
stable  and  receiving  optimum  therapy  for  the 
primary  lung  disorder.  Repeat  blood  gases 
should  then  be  obtained  to  document  the 
need  for  long-term  oxygen  therapy,  which  in 
most  cases  will  extend  for  the  remainder  of 
the  patient's  life.  Noninvasive  arterial  oxy- 
gen saturation  studies  may  be  obtained  to 
document  the  need  for  oxygen  during  sleep 
or  while  walking  or  exercising. 

The  prescription  should  clearly  state  how 
the  oxygen  is  to  be  used,  e.g.  continuously, 
nocturnal  or  during  specific  activities.  When 
continuous  oxygen  is  ordered,  an  ambula- 
tory system  is  necessary  if  the  patient  is  able 
and  willing  to  be  ambulatory  outside  of  the 
home  on  a regular  basis.  A liquid  oxygen 
system  with  a light-weight  ambulatory  unit 
that  can  be  transfilled  at  home  by  the  patient 
is  the  usual  "standard"  of  care.  If  only  noc- 
turnal or  stationary  oxygen  is  needed,  then 
an  oxygen  concentrator  or  high  pressure 
cylinders  may  be  the  least  expensive  means 
of  fulfilling  the  medical  prescription.  At  the 
present  time,  oxygen  concentrators  are  not 
portable  (except  for  a few  units  that  can  be 
operated  from  a 12-volt  battery)  and  they  are 
not  ambulatory.  Steel  cylinders  on  wheels 
"strollers"  are  portable  but  not  ambulatory 
since  they  cannot  be  carried  by  patient. 
Strollers  may  be  appropriate  for  patients  who 
only  occasionally  leave  home.  The  bottom 
line  is  that  the  physician  should  decide  which 
equipment  is  best  for  the  needs  of  each  pa- 
tient and  order  accordingly.  This  is  not  a de- 
cision that  should  be  left  solely  to  the  DME 
providers.  Since  the  6-Point  Plan  for  reim- 
bursement encourages  DME  providers  to  use 
the  least  expensive  equipment,  the  physician 


should  insist  on  appropriate  ambulatory 
equipment  when  patients  receiving  continu- 
ous oxygen  are  able  and  willing  to  be  mobile. 
If  we  allow  active  ambulatory  patients  to  be 
denied  the  use  of  liquid  oxygen  systems,  we 
will  set  back  the  technology  of  home  oxygen 
therapy  in  the  United  States  for  more  than  a 
decade. 

The  prescription  must  also  indicate  the 
"dose"  of  oxygen  to  be  used.  The  flow  rate 
at  rest  may  differ  from  that  which  is  necessary 
to  prevent  desaturation  during  activities  of 
daily  living,  during  exercise  and  during  sleep. 
Although  many  patients  will  have  one  con- 
stant oxygen  flow  rate  prescribed,  it  is  often 
desirable  to  monitor  saturation  when  the 
patient  is  walking  or  performing  any  defined 
exercise  program  to  determine  whether  or 
not  the  flow  rate  needs  to  be  increased 
during  these  periods  of  activity.  Oxygen 
should  not  be  prescribed  on  a "prn"  or  "as 
needed"  basis  because  patients  with  cardio- 
pulmonary disease  usually  cannot  determine 
when  they  need  supplemental  oxygen  and 
when  they  don't.  Although  oxygen  therapy 
may  be  useful  in  helping  to  reduce  dyspnea 
in  hypoxemic  patients,  shortness  of  breath, 
per  se,  is  almost  never  due  to  hypoxemia 
alone  in  pateints  with  chronic  lung  disease. 
Severe  dyspnea  is  more  likely  to  result  from 
mechanical  dysfunction  of  the  lungs  and 
thoracic  cage  and  is  not  an  indication  for 
oxygen  unless  hypoxemia  is  also  docu- 
mented. HCFA  has  notified  all  Medicare 
carriers  that  oxygen  ordered  as  a "prn"  basis 
is  inappropriate  and  should  not  be  reim- 
bursed. 

Finally,  it  is  the  responsibility  of  every  phy- 
sician to  be  a patient  advocate  and  to  insist 
that  appropriate  home  oxygen  therapy  is 
provided.  Physicians  must  realize  that  the 
new  6-Point  Plan  encourages  DME  providers 
to  use  the  least  expensive  equipment  pos- 


sible so  long  as  there  is  no  objection  from  the 
patient  or  the  prescribing  physician  or  the 
physician  can  be  made  to  believe  that  "this 
is  what  Medicare  will  pay  for".  The  regional 
Inspector  General's  Office  in  Denver,  Colo- 
rado has  indicated  a desire  to  be  informed 
whenever  Medicare  patients  in  Nebraska  do 
not  receive  the  equipment  or  prescription  as 
ordered,  since  Medicare  recognizes  that 
substitution  of  less  expensive  equipment  that 
fails  to  fulfill  the  medical  requirements  is  one 
of  the  potential  hazards  of  a prospective 
reimbursement  system  for  home  oxygen  ther- 
apy. When  possible,  patients  should  be  re- 
ferred only  to  DME  providers  who  will  sup- 
ply the  equipment  that  is  judged  by  the  phy- 
sician to  be  appropriate.  This  may  be  more 
difficult  in  areas  where  there  is  little  or  no 
competition  among  DME  providers  and  par- 
ticularly in  rural  areas  where  supplying  liquid 
oxygen  is  more  costly.  The  potential  prob- 
lems created  by  this  new  reimbursement 
system  must  be  taken  seriously  by  all  physi- 
cians who  prescribe  home  oxygen  therapy 
and  each  physician  must  know  how  to  write 
a proper  prescription. 
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Case  Report: 

A 38  year  old,  black  male  devel- 
oped left  eye  blindness  over  a 
period  of  3 days.  Examina- 
tion revealed  only  light  perception  in  the 
periphery  of  the  superior  temporal  quadrant 
of  the  affected  eye,  a relative  afferent  pupil- 
lary defect,  and  papillitis  (Figure  1).  Compu- 
terized tomography  (CT)  of  the  orbits  re- 
vealed considerable  enlargement  of  the  left 
optic  nerve  (Figure  2).  He  was  treated  with 
corticosteroid  therapy.  The  papillitis  resolved 
over  a period  of  1 month  (Figure  3)  and  the 
visual  acuity  returned  to  20/20.  CT  of  the 
orbits  repeated  3 months  after  the  onset  of 
symptoms  demonstrated  complete  resolu- 
tion of  the  previously  seen  enlargement  of 
the  left  optic  nerve  (Figure  4).  Two  years  later 
he  developed  paresthesias  of  the  left  upper 
extremity  which  subsided  in  4 weeks  and  was 
diagnosed  as  having  probable  multiple  scle- 
rosis. 

Comments: 

Acute  optic  neuritis  (AON)  is  character- 
ized by  a rapid  partial  or  total  loss  of  vision 
in  one  eye.  In  some  patients  both  optic 
nerves  are  involved,  either  simultaneously  or 
within  a few  days  to  weeks  of  one  anotherb 
Two  forms  of  optic  neuritis  exist,  the  retrobul- 
bar form  and  the  papillitis  formb  The  retrobul- 
bar form  is  more  common  and  affects  the 
extraocular  portion  of  the  optic  nerve.  The 
papillitis  form  affects  the  intraocular  portion. 
Swelling  of  the  optic  nerve  head  is  observed 
only  in  the  papillitis  form  which  accounts 
for  approximately  20  to  40%  of  patients  with 
optic  neuritisb  The  causes  of  both  forms  of 
optic  neuritis  are  the  same;  it  is  the  site  of 
origin  in  the  optic  nerve  that  is  different. 
Optic  neuritis  is  frequently  the  presenting 
sign  of  multiple  sclerosis^.  Other  conditions 
which  may  resemble  demyelinative  optic 
neuritis  include  vascular,  neoplastic,  heredi- 
tary, nutritional,  inflammatory,  toxic  and  drug 
related  optic  neuropathies^.  The  prognosis 


for  return  to  normal  or  near  normal  vision  is 
excellent  with  the  first  attack  of  demyelina- 
tive optic  neuritis.  The  prognosis  in  subse- 
quent attacks  is  not  as  good^. 

Although  the  risk  of  development  of  mul- 
tiple sclerosis  following  optic  neuritis  is  well 
established,  there  is  considerable  controversy 
about  the  frequency  with  which  patients  with 
idiopathic  optic  neuritis  as  an  isolated  sign 
later  develop  multiple  sclerosis.  The  number 
of  patients  with  optic  neuritis  who  subse- 
quently develop  multiple  sclerosis  has  been 
variously  estimated  at  11.5%^  27  to  28%^'®, 
and  even  as  high  as  85%^’’°.  The  latter  figure 
may  be  more  accurate,  since  the  incidence  of 
conversion  seems  to  increase  with  the  dura- 
tion of  follow-up^b  It  is  interesting  to  note  in 
a magnetic  resonance  imaging  (MRI)  study  of 
adult  patients  presenting  with  their  first  bout 
of  clinically  isolated  optic  neuritis,  19  of  31 
(61%)  had  MRI  evidence  of  additional  lesions 
within  the  brain. Of  course  evidence  of 
disseminated  lesions  on  MRI  at  presentation 
of  AON  does  not  distinguish  a monophasic 
pathologic  process  (an  acute  disseminated 
encephalomyelitis)  from  that  of  a rnultipha- 
sic  disease  (multiple  sclerosis)  and  caution 
should  be  made  not  to  diagnose  multiple 
sclerosis  in  such  a setting.  Long-term  follow- 
up of  such  patients  will  better  clarify  the 
prognostic  significance  of  such  a finding. 

A CT  scan  of  the  orbits,  parasellar  region, 
and  paranasal  sinuses  should  be  obtained  in 
patients  with  suspected  optic  neuritis  to  ex- 
clude a compressive  or  infiltrating  lesion  of 

‘Address correspondence  and  reprint  requests  to:  Robert  E. 
Steg,  M .D.,  Department  of  Neurology,  St.  Joseph  Hospital,  601 
N.  30th  Street,  Omaha,  NE  68131 
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Program  and  while  Dr.  Jordan  was  a retino-vitreous  fellow  with 
the  Department  of  Ophthalmology  at  the  University  of  Ne- 
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FIGURE  1 

Photograph  of  the  fundus  of  the  left  eye  demonstrates  prominent  disc  swelling. 


FIGURE  2 

Contrast  enhanced  computerized  tomography  of  the  orbits  demonstrates  enlarge- 
ment of  the  left  optic  nerve. 


the  optic  nerve  or  disorder  of  the  sphenoid 
or  maxillary  sinus,  which  may  also  cause 
subacute  visual  loss  The  most  clinically 
helpful  and  also  the  most  common  CT  find- 
ing in  optic  neuritis  is  a normal  optic  nerve^'’. 
Although  the  finding  of  an  enlarged  optic 
nerve  can  be  confirmatory,  it  must  also  be 
distinguished  from  a large  number  of  alterna- 


tive etiologies.  The  "classic"  appearance  of 
the  abnormal  optic  nerve  in  AON  is  that  of 
tubular  enlargement  without  preservation  of 
the  central  optic  nerve  lucency  within  the 
optic  sheath  after  contrast  enhancement’^ 
Other  conditions  that  can  produce  the  iden- 
tical radiographic  appearance  include  optic 
nerve  glioma,  leukemia/lymphoma,  increased 
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FIGURE  3 

Photograph  of  the  fundus  of  the  left  eye  taken  1 month  after  the  onset  of  the  optic 
neuritis  reveals  complete  resolution  of  the  previous  disc  swelling. 


FIGURE  4 

Nonenhanced  computerized  tomography  of  the  orbits  taken  3 months  after  the  onset 
of  optic  neuritis  demonstrates  complete  resolution  of  the  left  optic  nerve  enlargement. 


intracranial  pressure,  compressive  neuropa- 
thy at  the  orbital  apex,  and  benign  idiopathic 
enlargement  of  the  perineural  space.  If  the 
presence  of  a central  lucency  is  ambiguous, 
the  differential  diagnosis  expands  further  to 
incluf!^  perineuritis,  meningioma,  and  me- 
tastatic hsease.  Fortunately,  the  fusiform  and 


eccentric  forms  of  optic  nerve  enlargement 
include  only  meningiomas,  optic  nerve  glio- 
mas, and  other  intraneural  tumors  as  etiolo- 
gies. A potential  pitfall,  however,  is  the  mis- 
classification  of  tubular  enlargement  when 
kinking  or  tortuosity  causes  a fusiform  ap- 
pearance. Although  some  of  the  differential 


i 
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considerations  can  generally  be  eliminated 
by  other  radiographic  features,  laboratory 
studies,  or  clinical  evaluation,  virtually  all 
cases  of  suspected  AON  having  optic  nerve 
enlargement  on  CT  require  follow-up  scans 
after  treatment  to  document  resolution. 

The  role  of  MRI  in  AON  is  not  fully  estab- 
lished. The  principal  advantage  of  MRI  over 
CT  is  its  ability  to  resolve  the  optic  nerve  from 
the  surrounding  CSF-containing  perineural 
space’®.  MRI  is  also  more  capable  of  evalu- 
ating the  intracanalicular  portion  of  the  optic 
nerve  and  in  detecting  associated  abnormali- 
ties of  the  visual  pathways’^.  If  tubular  en- 
largement of  the  optic  nerve  is  found  at  MRI, 
it  is  more  likely  to  be  differentiated  from 
conditions  that  simply  cause  widening  of  the 
perineural  sheath.  Nevertheless,  gliomas  and 
other  neoplasms  would  remain  possibilities 
and  therefore  follow-up  scans  after  treat- 
ment would  still  be  required.  Since  MRI  is  a 
more  costly  test,  the  use  of  CT  is  still  pre- 
ferred in  the  initial  screening  of  uncompli- 
cated AON.  If  the  clinical  presentation  is  at 
all  unusual,  however,  or  if  one  wishes  to 
screen  for  multiple  sclerosis,  then  the  use  of 
MRI  is  justified. 

In  a recent  MRI  study  of  the  optic  nerves 
using  a short  tau  inversion  recovery  (STIR)  se- 
quence (IR  1500/40/150)  in  37  adult  patients 
with  a recent  or  past  attack  of  optic  neuritis, 
a high-signal  region  was  present  in  84%  of 
symptomatic  and  20%  of  asymptomatic 
nerves’®.  Only  three  patients  exhibited  swel- 
ling of  the  nerve,  thus  apparently  demon- 
strating MRI's  capability  of  detecting  histol- 
ogic changes  in  the  absence  of  altered  mor- 
phology. In  the  same  study,  visual  evoked 
potentials  (VHP's)  yielded  similar  results 
though  with  greater  sensitivity,  100%  being 
abnormal  in  symptomatic  optic  nerves  and 
27%  in  asymptomatic  nerves.  Although  it 
therefore  appears  that  MRI  can  provide  in- 
formation regarding  the  presence  of  AON 
similar  to  that  which  is  obtained  by  VHP's, 
that  is  not  its  purpose.  Since  the  detection  of 
AON  can  be  accomplished  more  reliably  and 
more  cost  effectively  with  VHP's  than  with 
MRI,  the  latter  modality  should  be  reserved 
for  cases  in  which  there  is  a clinical  need  to 
further  characterize  an  orbital  mass  lesion 
initially  detected  by  CT. 

Interestingly  in  our  patient,  both  intraocu- 
lar and  extraocular  portions  of  the  optic 


nerve  were  involved  as  demonstrated  by  the 
presence  of  papillitis  on  funduscopic  exami- 
nation and  swelling  of  the  optic  nerve  on 
orbital  CT.  How  frequently  optic  neuritis 
presents  with  both  of  these  findings  has  not 
yet,  to  our  knowledge,  been  systematically 
studied.  However  based  upon  the  results  of 
one  MRI  study  ’®,  this  presentation  appears 
to  be  uncommon. 
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PRESIDENT'S  PAGE 


Physician  Reimbursement  Update:  Part  II 


PAUL  E.  COLLICOTT,  M.D. 
President.  Nebraska  Medical  Association 


In  the  August  President's  Page,  I tried  to 
explain  some  of  the  factors  that  were  going 
to  affect  physician  reimbursement  by  Medi- 
care as  specified  in  the  OMNIBUS  Reconcili- 
ation Act  of  1989  (OBRA  '89)  and  many 
stated  to  me  they  were  confused  by  the 
article.  Needless  to  say,  any  government 
rules  and  regulations  are  confusing.  I am 
writing  this  month  to  amplify  some  of  the 
problems  addressed  in  the  August,  1990, 
President's  Page  brought  about  by  the 
publication  on  September  4,  1990  in  the 
Federal  Register  "The  Proposed  Model  Fee 
Schedule  for  Physician  Services."  This  oc- 
curs on  the  Federal  Register,  pages  36178 
through  36245.  There  is  a 60-day  comment 
period  on  these  proposed  rules  and  regula- 
tions regarding  the  fee  schedule  for  physi- 
cian services.  Comments  should  be  sent  to 
the  Health  Care  Financing  Administration, 
Department  of  Health  and  Human  Services, 
Attention:  BPD-699-NC,  P.O.  Box  26676, 
Baltimore,  Maryland  21207.  The  fee  sched- 
ule as  stated  previously,  is  phased  in  begin- 
ning 1992  and  will  become  fully  effective  in 
1996.  HCFA  has  established  April  1,  1991  as 
the  target  date  for  publishing  the  proposed 
rules  for  the  implementation  of  the  fee 
schedule  followed  by  an  additional  60-day 
comment  period. 

As  a manner  of  review,  I will  state  again 
that  the  proposed  fee  schedule  is  based 
upon  three  major  elements.  First,  the  RBRVS 
which  is  based  upon  the  sum  of  the  three 
components  of  the  relative  value  units  which 
includes  work,  overhead,  and  malpractice 
liability  assigned  to  each  CPT  code  as  evalu- 
ated by  the  Harvard  Study  with  the  subse- 
quent adjustment  of  these  factors  by  the 
geographic  practice  cost  indices  (GPCI's) 
which  have  been  developed  for  the  three 
components  of  the  fee  schedule.  The  sec- 
ond major  element  of  the  fee  schedule  is 
that  of  the  Medicare  volume  performance 
standards  (MVPS),  again  which  was  outlined 
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fully  in  the  August,  1990  President's  Page. 
This  is  the  factor  which  will  vary  from  year 
to  year  depending  upon  the  action  of  the 
Congress,  the  utilization  of  the  system  by 
the  beneficiaries,  and  the  frequency  of  serv- 
ices provided  by  the  health  care  industry. 
And  finally,  the  third  major  element  is  that  of 
the  beneficiary  financial  protection  compo- 
nent which  limits  the  amount  of  balance 
billing  for  unassigned  claims.  The  MAAC, 
which  now  can  differ  by  a physician  and 
service,  will  be  replaced  by  a new  limiting 
charge  effective  January,  1991.  As  the  new 
rules  phase  in  over  the  next  several  years, 
charges  for  unassigned  claims  will  not  ex- 
ceed 125%  of  the  non-participating  prevail- 
ing charge  in  1991  and  will  not  exceed 
120%  of  the  fee  schedule  payment  to  a non- 
participating physician  in  1992  and  will  not 
exceed  1 1 5%  of  the  fee  schedule  payment 
to  a non-participating  physician  in  1993  and 
subsequent  years.  During  1991  and  1992, 
balance  billing  is  limited  to  the  lower  of  (1) 
the  percentage  by  which  the  prior  year's 
MAAC  exceeds  the  prior  year's  prevailing, 
or  (2)  the  new  percentage  limit,  i.e.,  125% 
in  1991  and  120%  in  1992.  Under  the 
proposed  fee  schedule,  non-participating 
physicians'  services  will  continue  to  be  paid 
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95%  of  the  Medicare  Part  B payment  that 
would  be  payable  to  a participating  physi- 
cian, i.e.,  95%  of  the  "full"  fee  schedule 
amount.  Thus,  the  limiting  charge  will  be,  for 
example,  109.25%  (.95  x 115%)  of  the  full 
fee  schedule  amount  in  1993  and  subse- 
quent years. 

Under  the  proposed  model  fee  schedule, 
HCFA  proposes  at  this  time  to  consider  the 
service  of  medical  doctors,  doctors  of  oste- 
opathy, and  "limited  licensed  physicians" 
(optometrists,  dentists,  oral  maxillofacial 
surgeons,  podiatrists)  as  equivalent.  Serv- 
ices of  non-physician  providers  such  as  PAs, 
Nurse  Practitioners,  CRNAs  and  nurse  mid- 
wives will  be  paid  as  a percentage  of  the  fee 
schedule  amounts  paid  to  the  physicians 
under  the  proposed  fee  schedule.  "Provider- 
based  physicians,"  which  is  defined  by  HCFA 
as  those  physicians  who  are  compensated 
by  a hospital,  skilled  nursing  facility  or 
comprehensive  out-patient  and  rehabilita- 
tion facility  for  patient  care  services,  will  be 
treated  on  the  same  basis  as  other  physi- 
cians. There  will  no  longer  be  any  need  for 
computation  of  compensation  related  cus- 
tomary charges  since  customary  charges 
will  no  longer  be  the  basis  for  payment  for 
physician  services  once  the  fee  schedule 
becomes  effective.  This  is  also  true  for  the 
case  of  teaching  physicians  in  that  under  the 
proposed  fee  schedule  the  payment  level 
for  teaching  physicians  will  be  the  same  as 
for  all  other  physicians  since  customary 
charges  are  no  longer  applicable.  In  general, 
a charge  by  a teaching  physician  will  be 
recognized  for  services  as  an  attending 
physician  when  residents  are  involved  in  the 
care  of  the  physician's  patients  only  if  his/ 
her  services  to  the  patient  are  of  the  same 
character  in  terms  of  responsibilities  to  the 
patient  that  are  assumed  and  fulfilled  as  the 
services  the  physician  renders  to  other 
patients. 

HCFA  states  in  the  Federal  Register  that 
the  computation  of  the  overhead  and  mal- 
practice relative  value  units  are  based  upon 
historical  data  supplied  to  them  by  the 
American  Medical  Association,  the  PPRC, 
and  the  National  Opinion  Research  Center. 
The  physician's  work  units  are  based  on 
upon  the  Harvard  study  conducted  by  Doctor 
Hsiao  and  the  GPCI's  as  developed  by  the 
joint  effort  of  the  Urban  Institute  and  the 
Center  for  Health  Economics  Research.  The 


relative  weights  as  they  will  affect  the  mal- 
practice, overhead,  and  work  costs  were 
supplied  from  data  obtained  from  the 
American  Medical  Association's  Socio-Eco- 
nomic Characteristics  of  Medical  Practice 
published  in  1987.  In  the  proposed  fee 
schedule,  HCFA  does  state  that  changes  in 
the  work  and  overhead  indices  may  change 
once  the  1990  census  data  is  available. 

The  final,  most  important  factor  once  the 
RBRVS  has  been  computed  is  that  of  the 
conversion  factor  that  will  be  applied  to  the 
Resource  Based  Relative  Value  Scale.  As 
stipulated  in  OBRA  '89,  the  conversion  factor 
for  the  first  year  of  the  fee  schedule  must  be 
budget  neutral.  That  is,  the  conversion  fac- 
tor must  produce  total  payments  under  the 
fee  schedule  that  are  the  same  as  total 
payments  that  would  have  occured  and  the 
current  payment  rules  (generally  based  on 
reasonable  and  customary  and  prevailing 
methodology)  continued.  HCFA  proposes 
to  compute  the  initial  conversion  factor  by 
the  dividing  the  totally  actuarial  estimated 
1991  payments  for  physician  services  under 
the  current  payment  system  by  the  total 
number  of  relative  value  units  expected  to 
be  provided  in  1991.  The  only  possible 
exception  to  the  general  principle  that  all 
payments  are  to  be  based  on  a single,  na- 
tional conversion  factor  may  be  anesthesia 
services  which  are  based  upon  time. 

This  is  the  most  massive  change  in  Medi- 
care payments  for  physician  services  since 
the  inception  of  the  program.  Not  only  will 
there  be  major  redistribution  of  payments 
among  specialties  in  geographic  areas,  but 
definitions  of  service  and  payment  rules  will 
also  be  simultaneously  revised.  For  example, 
there  would  be  five  levels  of  service  based 
upon  physician  encounter  time  with  the 
typical  time  frames  of  less  than  10  minutes, 
15  minutes,  30  minutes,  45  minutes  and 
more  than  60  minutes.  There  would  be  new 
and  established  patient  distinctions  as  well 
as  site  of  service.  In  addition,  surgical  reim- 
bursement would  be  under  a global  service 
which  would  include  under  the  global  fee  a 
pre-operative  visit,  the  intraoperative  serv- 
ices, complications  following  surgery  and 
post-operative  visits  for  a 90-day  period. 
Further,  HCFA  is  proposing  to  exiude  from 
consideration  for  payment  purposes  CRT 
codes  for  special  services  and  reports  as 
well  as  the  CRT  4 modifiers  representing 
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microsurgery,  unusual  anesthesia,  mandated 
services,  anesthesia  by  surgeon,  concurrent 
care,  repeated  procedure  by  same  or  differ- 
ent physician,  and  reference  laboratory. 
HCFA  has  proposed  to  maintain  the  health 
manpower  shortage  area  bonus  payment. 

As  stated  previously,  these  are  proposed 
rules  and  regulations  that  will  affect  the 
proposed  fee  schedule  that  will  be  pub- 
lished in  April  of  1991.  I hope  by  this  brief 
synopsis  of  the  information  contained  in  the 
Federal  Register  that  perhaps  a little  more 
sense  can  be  made  from  the  data  that  were 
presented  to  you  in  August  of  1990.  As 


always,  in  dealing  with  governmental  rules 
and  regulations  which  are  subsequently 
interpreted  by  the  various  Medicare  carri- 
ers, no  one  can  totally  anticipate  exactly 
what  may  be  the  finished  product  until  the 
implementation  is  brought  about.  If  you 
wish  further,  more  detailed  information 
regarding  these  proposals,  I would  suggest 
that  you  get  a copy  of  the  September  4, 
Federal  Register. 

It  is  my  sincere  hope  that  we  can  remain 
totally  informed  and  united  as  we  face  the 
most  significant  change  in  Medicare  reim- 
bursement since  its  implementation. 
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THE  AUXILIARY 


NMF  & AMA-ERF 


JEANETTE  SCHLICHTEMEIER 

NMAA  President 


I'd  like  each  one  of  you  to  know  about 
two  very  important  areas  of  fund-raising  that 
the  Auxiliary  is  involved  in.  . .NMF  and  AMA- 
ERF.  The  Nebraska  Medical  Foundation 
(NMF)  was  established  in  1948  by  the 
Nebraska  Medical  Association  as  a non- 
profit and  charitable  organization.  The 
Foundation  is  governed  by  a Board  of  Direc- 
tors and  funded  through  contributions  and 
gifts. 

The  purpose  of  the  Foundation  is  to  finan- 
cially help  medical  students,  interns  and 
residents,  as  well  as  students  in  allied  medi- 
cal fields  by  providing  funds  for  (1)  loans  and 
(2)  research  scholarships. 

Each  year  the  Nebraska  Medical  Founda- 
tion awards  Students  Research  Scholarships 
to  medical  students  at  each  of  the  two 
medical  colleges,  Creighton  University  and 
the  University  of  Nebraska  Medical  Center. 

The  Auxiliary  has  assisted  in  promoting 
the  objectives  of  the  Foundation  for  over  30 
years.  It  has  provided  leadership  in  securing 
contributions  and  informing  the  member- 
ship about  the  Foundation.  A total  of 
$3928.69  was  raised  last  year.  Cindy  Frank, 
NMF  Auxiliary  Chairman,  encourages  us  to 
consider  contributions  to  NMF.  Contribu- 
tions should  be  sent  to  the  Nebraska  Medi- 
cal Association  office  in  Lincoln.  The  annual 
Bridge  Day  and  Bridge  Marathon  also  raise 
funds  for  NMF. 

The  American  Medical  Association  Edu- 
cation and  Research  Foundation  (AMA-ERF) 
is  the  only  national  fund-raising  effort  of  the 
AMA  Auxiliary.  It  was  established  by  the 
AMA  Board  of  Trustees  in  1962  to  help 
support  quality  education  in  the  nations 
medical  schools. 

Maria  O'Donohue,  AMA-ERF  Chairman, 
reports  that  $7,515.97  was  raised  by  the 


JEANETTE  SCHLICHTEMEIER 


Auxiliary  last  year  in  Nebraska.  In  addition  to 
individual  county  projects,  funds  were  also 
raised  through  a State  Board  Doctor's  Day 
Sharing  Card,  an  Absentee  Tea  for  Mem- 
bers-at-Large,  and  a Raffle  at  Convention. 

When  you  contribute  to  AMA-ERF,  you 
may  designate  to  which  medical  school  your 
tax  deductible  donation  is  given.  You  may 
also  choose  between  (1)  the  Medical  School 
Excellence  Fund  and  (2)  the  Medical  Stu- 
dent Assistance  Fund. 

The  Medical  School  Excellence  Fund 
provides  grants  to  medical  schools  to  use  as 
they  see  fit.  Often,  these  monies  are  the  only 
unrestricted  funds  the  dean  may  use.  The 
deans  repeatedly  stress  their  appreciation 
for  the  flexibility  this  allows  in  supporting 
varied  activities.  Dean  Waldman,  University 
of  Nebraska  Medical  Center,  reported  at  our 
Annual  Convention  in  June  that  AMA-ERF 
funds  are  used  to  support  medical  student 
research.  He  thanked  the  Auxiliary  and 
encouraged  us  to  continue  this  support.  Dr. 
Waldman  believes  strongly  that  students 
who  participate  in  the  research  program  are 
better  physicians  because  of  this  experi- 
ence. He  stated  that  there  are  no  state  funds 
allocated  for  support  of  student  research 
and  grants  from  other  sources  are  limited. 
Teresa  M.  Bane,  Michael  j.  Lane,  and  John  S. 
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Treves  have  been  named  as  research  schol- 
arship recipients. 

The  Medical  Student  Assistance  Fund 
requires  that  the  school  use  the  funds  to 
help  support  bona  fide  educational  expenses 
for  medical  students.  Associate  Dean  Fruin 
of  Creighton  Medical  School  writes,  "I  would 
like  to  report  to  you  how  Creighton  is  using 
the  AMA-ERF  funds  which  your  organization 
so  generously  makes  available  to  us.  Our 
primary  need  at  Creighton  University  is  for 
scholarship  dollars  to  reduce  the  educa- 
tional expense  of  our  students  and  to  attract 
the  most  highly  qualified  applicants  to  our 
school.  To  this  end  we  have  established  the 
Creighton  Family  Scholarship  Fund  which  is 
an  endowed  fund  sponsoring  merit  based 
scholarships  for  students.  . .We  have  depos- 
ited the  AMA-ERF  funds  into  this  endow- 
ment. . .Creighton  is  thankful  and  very 
appreciative  for  the  AMA-ERF  funds  which 
your  organization  makes  available  to  us.  We 
are  convinced  that  the  funds  are  being  used 
wisely  and  the  student  recipients  of  these 
funds  are  very  appreciative  of  the  assistance 
that  they  receive  through  your  organiza- 
tion." Pamela  Kalia  and  Steven  Kern  are  this 
years  recipients. 

Appreciation  for  the  Auxiliary's  fund-rais- 
ing efforts  was  also  evident  in  Chicago! 
Imagine  the  excitement  at  the  AMA  Auxil- 
iary Convention  in  June  when  1989-1990 
AMA  Auxiliary  President  Jean  Flill  presented 
a check  for  over  two  million  dollars(l)  to 
Lonnie  Bristow,  M.D.,  President  of  the  AMA- 
ERF.  Dr.  Bristow  said,  "Please  accept  the 
congratulaltions  and  heartfelt  thanks  from 


the  AMA-ERF  Board  of  Directors,  and  AMA 
House  of  Delegates,  and  the  numerous 
medical  schools  and  medical  students  who 
benefit  yearly  from  the  dedication  and  hard 
work  of  AMA-ERF's  most  ardent  supporter 
. . .the  AMA  Auxiliary."  Amid  a roar  of  cheers 
and  applause.  Dr.  Bristow  continued,  "Long 
after  the  applause  has  ended,  the  work  of 
auxilians  on  behalf  of  AMA-ERF  will  live  on 
. . .ultimately  culminating  in  a better  and 
healthier  world  in  which  we  all  can  share." 

If  you're  looking  for  some  fresh  new  fund- 
raising ideas.  I've  got  just  the  book  for  You! 
The  Project  Bank  Catalog  is  a wonderful 
"idea  book"  loaded  with  ideas  for  projects  to 
raise  funds  for  these  worthwhile  causes.  It  is 
free  to  members  simply  by  writing:  AMAA, 
515  N.  State  Street,  Chicago,  III  60610  or 
calling  (312)  464-4470.  Another  way  to  raise 
funds  is  the  new  AMA-ERF  All  Purpose  Card. 
State  and  County  AMA-ERF  Chairmen  may 
order  them  in  quantity,  free  of  charge,  from 
the  address  or  phone  above.  When  individu- 
als purchase  them  (6  cards  for  $25  is  the 
suggested  price),  the  entire  amount  goes  to 
AMA-ERF.  This  tax-deductible  contribution 
may  be  designated  for  the  school  of  your 
choice.  Then,  when  an  occasion  arises,  simply 
complete  the  inside  of  the  card  for  any 
occasion. 

I encourage  each  County  Auxiliary  and 
Member-At-Large  to  give  your  whole-hearted 
support  to  NMF  and  AMA-ERF  through 
projects  and  individual  contributions.  You 
are  promoting  the  quality  of  medical  educa- 
tion and  the  future  health  of  your  communi- 
ties through  your  support. 
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COMING  MEETINGS 


EMERGENCY  MEDICAL  SERVICES 
COURSE  SCHEDULE 

OCTOBER  8-9,  1 990  — Advanced  Trauma  Life 
Support  (ATLS). 

OCTOBER  10-11,1  990  — Pediatric  Advanced 
Life  Support  (PALS). 

OCTOBER  1 2,  1 990  — Advanced  Cardiac  Life 
Support  Instructor  (ACLS). 

OCTOBER  16-17,  1990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

OCTOBER  23,  1990  — Basic  EKG. 

NOVEMBER  5-6,  1990  — Advanced  Trauma 
Life  Support  (ATLS). 

NOVEMBER  1 3-14,  1990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

NOVEMBER  27-28, 1 990  — Pediatric  Advanced 
Life  Support  (PALS). 

NOVEMBER  29  & 30  - DECEMBER  1,  1990  — 
Advanced  Trauma  Life  Support,  Ogallala 
(ATLS). 

DECEMBER  3-4,  1990  — Trauma  Nurse  Core 
Course  (TNCC). 

DECEMBER  11,  1990  — Advanced  Cardiac 
Life  Support  Recert  (ACLS). 

DECEMBER  12,  1990  — Advanced  Cardiac 
Life  Support  Instructor  (ACLS). 

If  no  location  has  been  specified  — the 
programs  will  be  held  at  the  Center  for 
Continuing  Education,  University  of  Nebraska 
Medical  Center  campus. 

For  further  information,  contact  Cindy  hlanssen,  Univer- 
sity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  600  South  42nd  Street,  Omaha,  Nebraska 
68198-6100.  Telephone  (402)  559-5919  or  our  toll-free 
MED  CONSULT  numbers  and  ask  for  Continuing  Education. 
In  Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CENTER  FOR  CONTINUING  EDUCATION 

(General  CME  Programs) 

OCTOBER  1-6,  1990  — Emergency  Medicine 
Review. 

NOVEMBER  1,  1990  — Untie  the  Elderly, 
Holiday  Inn  Central,  Omaha. 

NOVEMBER  29  - DECEMBER  1,  1990  — 
Nebraska  OB-GYN  Society  Scientific  Session, 
Bally's,  Las  Vegas,  Nevada. 

FEBRUARY  9-12,  1991  — 9th  Annual  Park  City 
Eye  & Facial  Plastic  Surgery  Conference, 
Olympic  Hotel,  Park  City,  Utah. 

MARCH  1 1-22,  1991  — Family  Practice 

Review. 

MARCH  28-29,  1991  — 40th  Annual  Program 
on  Obstetrics  and  Gynecology,  Holiday  Inn 
Central,  Omaha. 

APRIL  8-19,  1991  — Family  Practice  Review. 

If  no  location  has  been  specified  - the 

programs  will  be  held  at  the  Center  for 

Continuing  Education,  University  of  Nebraska 

Medical  Center  campus. 

ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  — A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSH I PS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff. 
Dates  and  length  of  time  are  scheduled  at 
the  mutual  convenience  of  registrant  and 
faculty. 

FELLOWSHIPS  — Provide  in-depth  under- 
standing of  an  area  of  medicine,  but  does 
not  lead  to  certification.  These  programs  are 
usually  scheduled  for  three  to  six  months  in 
length.  Registrations  are  accepted  on  an 
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individual  basis  and  scheduled  at  the  mutual 
convenience  of  the  registrant  and  the 
department. 

For  further  information,  contact  Marge  Adey,  Coordin- 
ator of  Continuing  Medical  Education,  University  of 
Nebraska  Medical  Center,  Center  for  Continuing  Educa- 
tion, 600  South  42nd  Street,  Omaha,  Nebraska  687  98- 
6100.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

OCTOBER  1-6,  1990  — Anesthesiology  Board 
Review  Seminar,  Palm  Desert,  California/ 
60  credit  hours  Category  1 AMA. 

OCTOBER  6,  1990  — Gastroesophageal 

Reflux  Disease:  Medical  versus  Surgical 

Therapy,  Embassy  Suites,  Omaha, 
Nebraska  Category  1 AMA  credit  will  be 
available. 

OCTOBER  26-27,  1990  - Fifth  Annual  A 
Day  With  The  Perinatologists,  Holiday  Inn/ 
Old  Mill,  Omaha,  Nebraska/12  credit  hours 
Category  1 AMA,  12  prescribed  hours  AAFP 
and  12  Cognates  ACOG. 

NOVEMBER  1-4,  1990  — Controversies  & 
Clinical  Management  in  High  Risk  Obstet- 
rics, New  Orleans,  Louisiana/Category  1 
AMA  credit  will  be  available. 

NOVEMBER  9-11,  1990  — Acute  Manage- 
ment of  the  Trauma  Patient,  Marriott  Hotel 
Omaha,  Nebraska/Category  1 AMA  credit 
will  be  available. 

APRIL  12,  1991  — Eleventh  annual  Infectious 
Disease  Symposium/Category  1 AMA  credit 
will  be  available. 

JULY  9-13,  1991  — Present  and  Future  Clini- 
cal Applications  of  Tumor  Markers,  Ritz 
Carlton  Hotel,  Kona,  Hawaii/Category  1 
AMA  credit  will  be  available. 

OCTOBER  25-26,  1991  - Sixth  Annual  A 
Day  With  The  Perinatologists,  Omaha, 
Nebraska/Category  1 AMA  credit  will  be 
available. 

MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellowships 
OP  a variety  of  topics.  They  are  designed  for 
the  physicians  who  can  leave  their  practice 
for  a period  of  intensive  personalized  CME. 


COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha,  Nebraska. 

DISTINGUISED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 
1-800-548-CMED  or  1-402-280-1830. 


COMING  MEETING 

JOHN  S.  LATTA  CENTENNIAL  LECTURESHIP 
— Thursday,  October  4,  1990,  12:00  Noon, 
Wittson  Hall  Amphitheater,  University  of 
Nebraska  Medical  Center,  Omaha.  "The 
Challenge  of  Immunodeficiency  Diseases" 
by  Dr.  Max  Cooper,  investigator  and  Pro- 
fessor, Howard  Hughes  Medical  Institute, 
University  of  Alabama  at  Birmingham.  Ev- 
eryone is  welcome. 

UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  ASSOCIATION  - All 
Alumni  Reception  in  Omaha,  Thursday, 
October  25,  1990,  6:30-8:00  p.m.. 

Midlands  Room,  Red  Lion  Inn,  16th  and 
Dodge  Streets;  in  conjunction  with  the 
Omaha  Mid-West  Clinical  Society  Post- 
graduate Assembly.  Cash  Bar.  All  alumni, 
spouses,  faculty  and  friends  are  cordially 
invited. 

OCTOBER  26  & 27,  1990  — Classes  ending 
in  "5"  and  "0"  will  be  holding  renuions  in 
Omaha.  The  Fifty-Year  Plus  Group  will  also 
be  meeting. 


294 


Nebraska  Medical  Journal  October  1990 


OMAHA  MID-WEST  CLINICAL  SOCIETY 

58TH  ANNUAL  POSTGRADUATE  ASSEM- 
BLY — October  25,  26,  27,  1990,  (Thurs- 
day, Friday  & Saturday).  Red  Lion  Inn, 
Omaha,  Nebraska.  For  information,  please 
contact:  Miss  Lorraine  Seibel,  Executive 
Secretary,  Omaha  Mid-West  Clinical  Soci- 
ety, 7363  Pacific  Street,  #205-B,  Omaha, 
NE  68114. 

CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

JUNE  15-22,  1991  — The  Tenth  Annual 
Conference  will  be  held  at  Wolverine 
Lodge,  Lynn  Lake,  Manitoba,  Canada.  Fee, 
150.00. 

For  more  information,  contact:  Sharlene  Knippcl- 
meyer,  RN,  BS,  Education  & Staff  Development,  Lincoln 
General  hlospital,  2300  South  16th  Street,  Lincoln,  NE 
68502,  (402)  473-5638. 


THE  UNIVERSITY  OF  KANSAS 

DIVISION  OF  HEALTH  CARE  OUTREACH  AND 
CONTINUING  EDUCATION 

OCTOBER  9 & 10,  1990  - 26th  Annual 
Postgraduate  Symposium  on  Medicine  and 
Religion.  Sponsor:  University  of  Kansas 
Medical  Center.  Credit:  AMA:  12  hours, 
Nurses:  13  Contact  Hours,  Social  Work- 
ers: 12  Hours,  Clergy:  12  hours.  Fee:  TBA. 

Location:  Allis  Plaza  Hotel,  200  West 
12th,  Kansas  City,  Missouri. 

OCTOBER  31,  1990  — 4th  Annual  Kansas 
City  Lipid  Club  Symposium.  Sponsor: 
University  of  Kansas  Medical  Center. 
Credit:  AMA:  3 Hours.  Fee:  TBA.  Location: 
Ritz-Carlton  Hotel,  Ward  Parkway  at  Wor- 
nall  Road,  Kansas  City,  Missouri. 

NOVEMBER  2 & 3,  1990  - Sutherland 
Institute  Maxillofacial  Trauma.  Sponsor: 
University  of  Kansas  Medical  Center. 
Credit:  AMA:  105  Hours.  Fee:  TBA. 

Location:  Hilton  Plaza  Inn,  One  East  Forty- 
Fifth  Street,  Kansas  City,  Missouri. 

NOVEMBER  8,  1990  — 4th  Annual  Center 
On  Aging  Postgraduate  Symposium 
Alzheimer's  Disease  1990:  New  Dimen- 
sions in  Research.  Sponsor:  University  of 
Kansas  Medical  Center.  Credit:  AMA:  6.5 
hours.  Nurses:  8 Contact  Hours,  Social 
Workers:  TBA  Hours,  Nursing  Home  Ad- 


ministrators: Fee:  $145.00  Physicians, 

$60.00  Nurses,  Social  Workers  and  Nurs- 
ing Home  Administrators.  Location:  Adam's 
Mark  Kansas  City,  1-70  and  the  Truman 
Sports  Complex,  9103  E.  39th,  Kansas 
City,  Missouri. 

NOVEMBER  16,  1990  — Sexuality  in  Chronic 
Illness  and  Disability.  Sponsor:  University 
of  Kansas  Medical  Center.  Credit:  AMA: 
6.25  Hours,  Nurses:  TBA  Contact  Hours, 
Social  Workers:  TBA  Hours,  Physicial  Th- 
erapists: TBA  Hours,  Occupational  Thera- 
pists: TBA  Hours.  Fee:  TBA.  Location:  Allis 
Plaza  Hotel,  200  West  1 2th,  Kansas  City, 
Missouri. 

For  further  information  contact:  Bernice  jackson. 
University  of  Kansas  Medical  Center,  Office  of  Continu- 
ing Education,  39th  and  Rainbow,  Kansas  City,  Kansas 
66103,  913/588-4490. 

NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates, 
April  25-28,  1991,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 12-14,  1991,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 

Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 

Omaha. 

ANNUAL  SESSION  — House  of  Delegates, 
April  27-30,  1995,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 21-23,  1995,  Cornhusker  Hotel, 

Lincoln. 
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NEW  MEMBERS 


Scott  Prescher,  M.D. 

5404  Ames  Ave. 

Omaha,  NE  68104 

Charles  A.  Enke,  M.D. 

622  Doctors  Bldg. 
Omaha,  NE  68131 

Margaret  Block,  M.D. 

8300  Dodge  St.,  #226 
Omaha,  NE  68114 

Bryan  D.  Bredthauer,  M.D. 
8300  Dodge  St.,  #320 
Omaha,  NE  68114 

Lynn  A.  Crosby,  M.D. 

601  N.  30th  St. 

Omaha,  NE  68131 


Kevin  L.  Garvin,  M.D. 
UNMC  - 600  S.  42nd  St. 
Omaha,  NE  68198 

Jeffrey  S.  Queen,  M.D. 
8301  Dodge  St. 

Omaha,  NE  68114 

Diane  E.  Cilles,  M.D. 

3912  Avenue  B 
Scottsbiuff,  NE  69361 

Chauncey  A.  Wilkins,  M.D. 
753  N.  21st 
Blair,  NE  68008 


NMA  Annual  Session 

April  26-28,  1991 

Cornhusker  Hotel 
Lincoln,  NE 
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ORGANIZATIONS,  STATE 


Americao  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W McClure,  Exec  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha,  NE  68124-5255 

American  Diabetes  Association  • Nebraska  Affiliate,  Inc. 

Mary  Jones,  Executive  Director 
2730  South  114th  St.,  Omaha,  NE  68144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Farnam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast,  Rd  #331 
Omaha,  NE  68128 
American  Red  Cross 
1701  "E"  Street 

P.O.  Box  83267,  Uncoln,  NE  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha,  NE  68134 
Blue  Cross/Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O’Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6lh  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
George  Gammel,  M D.,  President 

1919  South  40th  St.,  #333,  P O.  Box  6960,  Lincoln,  NE  68506 

Nebraska  Cardiovascular  Society 
James  Karnegis,  M D. 

VA  Hospital  — 4101  Woolworth,  Omaha,  NE  68105 

Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Kathleen  Bliese,  M D , Secretary-Treasurer 
Jodi  L Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  No.  Il7th,  Omaha,  NE  68154 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M D.,  Chairman 
2115  N.  Kansas,  Hastings,  NE  68901 
Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Dr , Elkhorn,  NE  68022 
Nebraska  Chapter  — American  College  of  Physicians 
Robert  R,  Recerk,  M.D.,  Governor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  Chapter  - American  College  of  Surgeons 
F.  William  Karrer,  M D.,  President 
8111  Dodge  St.,  #253,  Omaha,  NE  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D  , Medical  Advisor 
105  So.  49th  St.,  Omaha,  NE  68132 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D , Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 
Julie  A.  Sutcliffe,  President 
3015  North  90th  St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  — Birth  Defects  Foundation 
1618  L Street 
Lincoln,  NE  68508 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D 
2808  S.  80ih  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 
1912  No.  90th  St.,  Lower  Level 
Omaha,  NE  68114 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha,  NE  68134 
National  Society  of  Prevent  Blindness,  Nebraska  AfTiliate 
120  North  69lh  St..  Suite  203 
Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
H.  Nicholas  Vondrak,  M D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 


Nebraska  Academy  of  Otolaryngology 
Frederic  Ogren,  M D. 

Dept  Of  Otolaryngology,  University  Hospital 
42nd  & Dewey  Ave.,  Omaha,  NE  68132 

Nebraska  Allergy  Society 

Melvin  Hoffman,  M D , President 
600  N.  Cotner,  #208,  Lincoln,  NE  68505 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Sle.  7,  Lincoln,  NE  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Pat  Hoidal,  President 
8303  Dodge  Street,  Omaha,  NE  68114 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
Suite  711,  941  O Street,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bengstrom,  M.D.,  Secretary 
215  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Bruce  Taylor,  M D 
3145  O Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
5440  South  St.,  Ste.  1200,  Lincoln,  NE  68506 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Jehangir  B.  Bastani,  M D.,  President 
2730  Kaly  Circle,  Lincoln,  NE  68506 
Nebraska  Radiological  Society 

Susan  Williams,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  So.  56th  St.,  Uncoln,  NE  68506 
Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
William  Heidrick,  M.D. 

P.O.,  Box  5363,  Uncoln,  NE  68505 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Uncoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
Todd  Sorensen,  M D.,  President 
1512  FirsTier  Bank  Bldg.,  Uncoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Uncoln,  NE  68510 
Nebraska  Society  for  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Uncoln  General  Hospital 
2200  South  16lh  St.,  Uncoln,  NE  68502 
Nebraska  State  Depaiiment  of  Health 
Gregg  Wright,  M D , Director  of  Health 

301  Centennial  Mall  South,  P.O.  Box  95007,  Uncoln,  NE  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D Beavers,  M D , Secretary-Treasurer 
720  No.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Uncoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
nil  S.  90th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings.  NE  68902 
Omaha  Mid-W'est  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205-B,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health 
Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  So.,  Uncoln,  NE  68509 
The  Poison  Center 
Childrens  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 


October  1990 


Nebraska  Medical  Journal 


21 -A 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Paul  E.  Collicott,  M.D.,  Lincoln  President 

Perry  T.  Williams,  M.D.,  Omaha President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

WIillam  L.  Schelipepper,  Lincoln  Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Comelious,  Jr.,  M.D.,  Sidney:  — 
Johi\  D.  Coe,  M.D.,  Omaha:  — Louis  J.  Gogela,  M.D. 
Lincoln:  — Blaine  Y.  Roffman,  M.D.,  Omaha 


BOARD  OF  DIRECTOItS 

Paul  E.  Collicott,  M.D.,  Chairman Lincoln 

Perry  T.  Williams,  M.D.,  Vice-Chairman Omaha 

Chris  C.  Caudill,  M.D.,  Secretary-Treasurer Lincoln 

Richard  A.  Raymond,  M.D.,  Past  President Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R.  Little,  M.D Hastings 

Stanley  F.  Nabity,  M.D Grand  Island 

SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Chairman Lincoln 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Douglas  A.  Decker,  Jr.,  M.D Lincoln 

Robert  J.  Fitzgibbons,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Charles  D.  Gregorius,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

Richard  J.  Sitcher,  M.D Lincoln 

Wesley  G.  Willhelm,  M.D Omaha 

COMMISSION  OF  ASSOCIATION  AFFAIRS 

Joseph  E.  Stitcher,  M.D.,  Chairman Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

James  M.  Carraher,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Joel  T.  Johnson,  M.D Kearney 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

COMMITfEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman  Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice  Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Mylan  R,  VanNewkirk,  M.D Scottsbluff 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairman  Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  AuchMoedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Scott  G.  Rose,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  LOW  LEVEL 
RADIO  ACTIVT:  waste  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Dennis  D.  Hatch,  M.D Superior 

David  J.  Hoelting,  M.D Pender 

Ernest  O.  Jones,  P.h.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  11.  Northwall,  M.D Kearney 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Stacey  D.  Goodrich,  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Kenneth  M.  Johnson,  M.D McCook 

Ronald  W.  Klutman,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shrinner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 


NMA  PRO  OVERVIEW  COMMITFEE 


Gordon  J.  Hmicek,  M.D.,  Chairman Grand  Island 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Wendell  L.  Fairbanks,  M.D Alliance 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frericlis,  M.D Beatrice 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITFEE 

M.  Jack  Mathews,  M.D.,  Chairman Lincoln 

Timothy  J.  Biga,  M.D Norfolk 

Wendell  L.  Fairbanks,  M.D Alliance 

C.  T.  Frerichs,  M.D Beatrice 

John  C.  Sage,  M.D Omaha 

COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Ronald  W.  Klutman,  M.D.,  Chairman Columbus 

Charles  D.  Gregorius,  M.D.,  Vice-Chairman Lincoln 

Dennis  D.  Beavers,  M.D Omaha 

Judith  A.  Butler,  M.D Superior 

Melvin  A.  Churchill,  MD Lincoln 

Donald  A.  Dynek,  M.D Lincoln 

James  A.  Fosnaugh,  MD Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

D.  G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  F?offman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

John  W.  Smith,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

Eileen  C.  Vautravcrs,  M.D Lincoln 

Timotliy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 


AD-HOC  COMMFITEE  ON  HEALTH  POLICY  STATEMENTS 


C.  Lee  Retelsdorf,  M.D.,  Cliairman Omaha 

Joel  T.  Johnson,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Cliarles  S.  Wilson,  M.D Lincoln 

Willis  L.  Wiseman,  M.D Wayne 


AD-HOC  COMMITFEE  ON  PROFESSIONAL  LIABILITY 


James  II.  Dunlap,  M.D.,  Cliairman  Norfolk 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

COMMISSION  ON  MEDICAL  IGDUCA'nON 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Ronald  L.  Asher,  M.D North  Platte 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouscr,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

Steffan  R.  Lacey,  M.D Norfolk 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  II.  Waldman,  M.D Omaha 

AD-IIOC  COMMITFEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R.  Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R.  Jones,  M.D Lexington 

George  Sullivan,  R.P.T Lincoln 


AD-HOC  COMMITTED  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Stephen  J.  Lanspa,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Morris  D.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 


COMMISSION  ON  PUBLIC  AEFAIUS 


Rodney  S.W.  Basler,  M.D.,  Chairman Lincoln 

David  E.  Borg,  M.D Falls  City 

PI.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Jon  J.  Hinrichs,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Joseph  M.  Stavas,  M.D Lincoln 

AD-HOC  COMMiriEE  ON  YOUNG  PHYSICIANS 

Kirk  B.  Muffly,  M.D.,  Chairman  Omaha 

Jeffrey  D.  Akerson,  M.D Sidney 

Krynn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

David  J.  Hilger,  M.D Lincoln 

Jeffrey  B.  Itkin,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  M.  Langdon,  Jr.,  M.D Omaha 

Michael  J.  McGahan,  M.D West  Point 

Kevin  D.  Nohner,  M.D Omaha 

Timothy  P.  O'Holleran,  M.D North  Platte 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Michael  J.  Sullivan,  M.D Aurora 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky Norfolk 

Mohammed  K.  Zahra,  M.D Norfolk 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chairman  Kearney 

John  B.  Bryd,  M.D Neligh 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

William  A.  Schiffenniller,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Stephen  D.  Torpy,  M.D Omaha 

AD-HOC  COMMUTES  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 


AD-HOC  COMMHTEE  RE:  MEDICARE 


Robert  F.  Shapiro,  M.D.,  Chairman  Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Robert  D.  Harry,  M.D Lex  ington 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin,  M.D Ord 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Richard  B.  SvehIa,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 


NMA  TASK  FORCE  ON  AIDS 


Scot  C.  Sorensen,  M.D.,  Chairman  Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Jane  S.  Roccaforte,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Philip  W.  Smith,  M.D Omaha 

NMAAJNCM  COORDINATING  COMMIITEE 
(NMA)  Representatives) 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W.  Klutman,  M.D Columbus 

David  R.  Little,  M.D Hastings 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Cliairman  Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer Lincoln 

John  I.  Cherry,  M.D Lincoln 

Mrs.  Larry  L.  Fletcher Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  ^bert  G.  Osborne Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Mrs.  William  R.  Schlichtemeier Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone  Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Anthony  P.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  & CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairman  Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Ernest  K.  Bussingcr,  M.D Scottsbluff 

James  II.  Elston,  M.D Omaha 

L.  Palmer  Johnson.  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Kenneth  M.  Johnson,  M.D McCook 

Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Gregg  F.  Wright,  M.D Lincoln 
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PRACTICE  FOR  SALE 

Northwestern  Missouri/Northeastern  Kansas 

Family  Practitioner  with  large,  successful  prac- 
tice wishes  to  retire  after  35  years  and  sell  prac- 
tice. 

Practice  includes  four  office  sites  located  in 
Northwestern  Missouri/Northeastern  Kansas. 
Large  stable  patient  base  vi/ith  easy  access  to  the 
supporting  healthcare  hospital  system. 

Ideal  for  two  or  more  physicians  who  wish  to 
practice  together  including  multi-specialty  group. 
Healthcare  system  involved  will  assist  buyer  during 
transition  period. 

Serious  inquires  to 

ROBERT  T.  HORDER  AND  ASSOCIATES, 
510  S.  Dryden  Place 
Arlington  Heights,  Illinois  60005 
Call  (708)  253-1777. 


AMA  NEWS  NOTES 

The  AMA  favors  many  of  the  medical 
liability  reforms  recently  proposed  by  the 
federal  government  in  its  "Report  on  Health 
Care  for  All  Americans."  Federal  tort  reform 
must  be  part  of  any  viable  plan  to  expand 
access  to  quality  care,  says  the  AMA. 

In  a recent  letter  to  Congress,  the  AMA 
spelled  out  the  tort  reforms  it  wants  for  fair 
disposition  of  liability  claims: 

• Periodic  payment  of  damages, 

• A $250,000  cap  on  noneconomic  dam- 
ages, 

• Offset  of  other  sources  of  payment  for 
damages, 

• A sliding  scale  of  attorney  contingent 
fees,  and 

• A statute  of  limitations  for  minors  of  no 
more  than  six  years  from  birth. 

The  AMA  also  wants  federal  funding  of 
state  demonstrations  to  find  alternative  ways 
of  resolving  disputes. 


( or  NX  II.OK  DISTRIC  TS 
.\.\D  cor  NTIES 

First  iJislrict:  Councilor;  Kichard  H 

Svehla.  Omaha.  Counties:  Dou{<las. 

.Sai  py 

SiHond  I)i><lrict:  ('ouncilor:  Sushil  S.  l^acy. 
Lincoln,  ('onnties:  Cass,  Lancaster, 
Otoe. 

Third  District;  ('ouncilor:  Paul  M.  Scott, 
Aubura  Counties;  Gage,  Johnson  Nemaha, 
Pawnee,  Richardson. 

Fourth  District:  Councilor  Gordon  Adams, 
Nortolk.  Counties;  Antelope.  Cedar, 
Cuming,  Dakota.  Dixon.  Knox.  Madison. 
Pierce.  Stanton,  'I'hurston,  Wayne. 
Filth  District;  Councilor;  Kenneth 
Haghy.  .\I.I).,  Blair,  ('ounties;  Boone. 
Burt,  ('ollax.  Dodge,  .Menick.  Nance. 
Platte.  Washington. 

Sixth  District;  Councilor:  Kichaid  M. 
Pii>.ch.  M l)..  Seward.  ('oiintie->;  Butler. 
Hamilton.  Polk.  Saunders.  Sewaid.  York. 
Seventh  District:  Councilor;  K.  .A.  Blatny, 
M l)  . Fairhury.  Cr)unties:  ('lay.  Fillmore. 
JelTerson.  Nuckolls.  Saline,  Thayer. 
Kighth  District:  ('ouncilor;  Richard  D. 
Fitch.  M.D..  O'Neill,  (’ounties:  Boyd. 
Brown,  ('berry.  Holt.  Keya  Paha.  Rock. 
Sheridan. 

Ninth  Distiicl:  ('ouncilor:  Stanley  Nahity. 
Grand  Nland.  Counties:  Blaine,  BuHalo. 
('ustei.  Dawson,  Garlield.  Grant,  (ireeley. 
Hall.  Hooker.  Howard,  l.oup.  Sherman, 
riiomas.  Valiev.  Wheeler 
I'enih  District,  t 'ouncilor  ('harles  F.  Damico. 
M l)  . Hastings.  Counties  Adams,  ('base. 
Dundv.  Fi  attklin.  Front  re  i . Furnas, 
(iosper.  Harlan.  Hayes.  Hitchcock. 
Kearnev.  Phelp^.  Red  Willow.  Webster. 
Kleventh  District:  ('ouncilor:  Ronald  L. 
.Ashei'.  Ml).  No.  Platte,  Counties: 
Arthur.  Deuel.  Garden.  Keith,  Lincoln. 
I^ogan.  .Mcl^herson.  Perkins, 

'I'wxdfth  District;  ('ouncilor:  Milton  R, 
Johnson.  Scottsbluff,  Counties;  Banner. 
Box.  Butte,  Cheyenne.  Dawes,  Kimball. 
Morrill,  Scotts  BlulL  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  Countv  Medical  Societies 
COMPONENT  COI  NTY  MEDICAL  StXTETIE.S 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


.Adams 

.\iitelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball- Deuel 

Cuming 

( ‘usiei’ 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha.  . . . 

Northeast 

North  we.st 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders  

Scottsbluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


Jerry  Seiler.  Hastings John  Welch.  Hastings 

David  Johnson.  Osmond 

Wendell  Fairbanks,  Alliance 

Frank  Lauro.  Kearney Cheri  Jensen,  Kearney 

V.J.  Thoendel,  David  City Jack  Kaufmann,  David  City 

R.  R.  Andersen,  Nehawka 

James  Thayer.  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman.  West  Point Scott  Green.  West  Point 

l.on-n  -lacohsen.  Broken  Bow N.  Leon  Brooks,  Broken  Bow 

Rodney  Sitorius,  Cozad 

James  Bridges.  Fremont W.  B.  Eaton,  Fremont 

Willis  L.  Wiseman,  Wayne Robert  Benthack,  Wayne 

Tom  Martin,  Ord Otis  Miller.  Ord 

Louis  J.  Gogela,  Jr.,  Beatrice Donald  Weldon.  Beatrice 

B Wariyar.  (irand  Island Gordon  Hrnicek.  Grand  Island 

J. C.  Wilcox.  Aurora M.D..  Jobman.  Aurora 

Melvin  Campbell.  Ainsworth 

Gordon  O.  Johnson,  Fairbury R.  A.  Blatny.  Fairhury 

Berl  W,  Spencer,  Ogallala (.'lifford  Colglazier,  Grant 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Alan  D.  Forker.  Lincoln James  Fosnaugh.  Lincoln 

Janet  Bemard-Stevens.  Norih  Platte.  ..  Robert  K,  Dellinger,  North  Platte 

Steffan  Lacey.  Norfolk P.  K.  Mistry,  Norfolk 

Allen  D.  Dvorak,  Omaha Eugene  M.  Zweiback,  Omaha 

C.  R.  Adams.  Norfolk Tod  V’oss,  Norfolk 

Edward  Metz.  Crawford R,  H.  Rasmussen.  Chadron 

Dean  R.  Thomson,  Nebraska  City Paul  R.  Madison.  Nebraska  City 

Richard  Cimpl,  Columbus Milton  Zadina.  Columbus 

Robert  E.  Tuma,  Crete 

Michael  Moran,  Papillion Tracy  Osborne.  Papillion 

I.  M.  French.  Wahoo John  E.  Hansen.  Jr..  Wahoo 

K.  S.  Ander.son,  Scottsbluff Jim  Massey,  Scottsbluff 

Dick  Pitsch,  Seward Paul  Hoff.  Utica 

Jeff  Hollis.  Geneva Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander.  Pawnee  City 

David  A.  Allerheiligen.  McCook Lenny  Deaver,  Cambridge 

Priscilla  Ruhe.  Blair Hans  Rath,  Omaha 

Darroll  Loschen,  York Harold  Nordlund,  York 
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Physicians’  Ciassified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  othei-wise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL.  1512  FirsTier  Bank 
Bldg.t  Lincoln.  NE  68508. 

KANSAS/MISSOURI  — Excellent  full-time  and 
part-time  opportunities  in  Emergency  Medicine 
for  primary  care  and  ABEM  Certified  and  pre- 
pared physicians.  Facilities  range  from  3,000  - 
20,000  patient  visits  per  year.  Big  city  amenities 
with  good  quality  of  life.  Contact  Emergency 
Medical  Services,  3101  Broadway,  Suite  1000, 
Kansas  City,  Missouri  64111,  (800)  821-5147. 

ULTRASOUND  MACHINES  AVAILABLE  - 
ATL  mk600  stereo  doppler,  3 transducers,  hard 
copy  $9,750.00;  ATL  mk450  peripheral  vascu- 
lar/general purpose  $5,550.00;  IREX  Exemplar 
system  w/doppler  $7,500.00,  HP  78303A  Four- 
channel  monitors  $595.00,  HP  7830  cardiac 
monitors  $575.00.  Call  for  other  equipment. 
BTX  MEDICAL  Specializing  in  Used  Equipment, 
Phillip  Le  Frois,  (919)  828-0960. 

CLIMATE  CAPITAL  OF  COLORADO:  Gen- 
eral practice  for  sale.  Equipment  is  new.  Across 
the  street  from  a very  modern  hospital.  Large 
nursing  home  practice  can  be  assumed.  Please 
contact:  J.  F.  Vincent,  M.D.,  1335  Phay  Ave., 
Canon  City,  CO  81212-2301,  (719)  275-7520. 

OTOLARYNGOLOGY  - BRAINERD,  MINNE- 
SOTA: Join  22  MD  multispecialty  clinic.  No  capi- 
tation. No  start-up  costs.  Two  hours  from  Min- 
neapolis. Beautiful  lakes  and  trees;  ideal  for  fami- 
lies. Call  collect/write  Curtis  Nielsen,  (218)  828- 
7100  or  827-4901,  P.O.  Box  524,  Brainerd,  MN 
56401. 

DERMATOLOGY  - BRAINERD,  MINNESOTA: 
Join  22  MD  multispecialty  clinic.  No  capitation. 
No  start-up  costs.  Two  hours  from  Minneapolis. 
Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  (218)  828-7100  or 
829-4901,  P.O.  Box  524  Brainerd,  MN  56401. 

PEDIATRICS  - BRAINERD,  MINNESOTA:  Join 
2 pediatricians  in  22  MD  multispecialty  clinic. 
No  capitation.  No  start-up  costs.  Two  hours  from 
Minneapolis.  Beautiful  lakes  and  trees;  ideal  for 
families.  Call  collect/write  Curtis  Nielsen,  (218) 
828-7100  or  829-4901,  P.O.  Box  524,  Brainerd, 
MN  56401. 

INTERNAL  MEDICINE  - BRAINERD,  MINNE- 
SOTA; Join  7 internists  in  22  MD  multispecialty 
clinic.  No  capitation.  No  start-up  costs.  Two 
hours  from  Minneapolis.  Beautiful  lakes  and  trees; 
ideal  for  families.  Call  collect/write  Curtis  Nielsen, 
(218)  828-7100  or  829-4901,  P.O.  Box  524, 
Brainerd,  MN  56401. 


FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  TWO  family  physicians  for  a 
new  clinic  facility  currently  being  constructed. 
The  administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed  clinic. 
The  hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice,  disability, 
signing  bonus  and  student  loan  reduction/for- 
giveness program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact  Dan 
McCormick,  President,  Allen  McCormick,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota  55435,  612-835-5123. 

FOR  SALE:  Adult  solo  family  practice  adja- 
cent to  100-bed,  fully-equipped  regional  medi- 
cal center,  Nebraska  college  city,  with  unlimited 
recreational  facilities.  Elealth  reason  for  retire- 
ment. Contact  Box  042,  Nebraska  Medical 
Journal,  1512  FirsTier  Bank  Bldg.,  Lincoln,  NE 
68508. 

POSITION  WANTED;  Busy  family  practice 
near  rural  hospital.  American  Board  of  Surgery 
and  Board  of  Thoracic  Surgery  in  1961.  In  family 
practice  residency  now.  M.  Miller,  M.D.,  900 
Earnam  St.,  #317,  Omaha,  NE  68102-5090. 

SIOUX  CITY,  IOWA:  Join  a family  practice 
group  of  four  in  new  office  facility  full  equipped 
with  lab,  x-ray,  and  qualified  staff.  Enjoy  the 
opportunity  to  work  with  quality  physicians,  do 
OB,  share  call,  and  time  off  for  family.  First  year 
guarantee  with  no  buy  in.  For  more  information, 
contact  Paul  Fee,  M.D.  or  Pam  Miller,  Executive 
Director,  Mercy  Medical  Services,  801  5th  Street, 
Sioux  City,  lA  51101  or  call  71 2/279-2237. 

OPPORTUNITY  TO  BUILD:  An  existing  prac- 
tice base  of  retiring  physician  in  South  Sioux 
City,  Nebraska.  Potential  for  group  of  three 
physicians.  Call  sharing,  business/management 
systems  taken  care  of.  First  year  guarantee  with 
no  buy  in.  For  more  information,  contact  Pam 
Miller,  Executive  Director,  Mercy  Medical  Serv- 
ices, 801  5th  Street,  Sioux  City,  lA  51101. 

FAMILY  PRACTICE  PHYSICIAN  INTERNIST: 
Full  time,  to  provide  general  medical  care  of  all 
inpatients  and  limited  outpatient  care.  On  call  4- 
5 nights  per  month,  including  weekend  call, 
about  every  8th  weekend.  Hastings  Regional 
Center  is  a JCAHO  accredited  psychiatric  facility 
which  provides  adult  and  geriatric  psychiatric 
care,  and  chemical  dependency  services.  Excel- 
lent State  of  Nebraska  benefits  package  which 
includes  annual  salary  increases.  EEOE/AA.  For 
more  information  contact;  Personnel  Office, 
Hastings  Regional  Center,  P.O.  Box  579,  Hastings, 
NE  68902,  402-463-2471. 
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Drug/Alcohol/Emotiona I/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call; 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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VASOTEC 


ENALAPRIL  MALEATE I MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleale,  MSD)  is  contraindicated  m patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  retated  to  previous  treatment  with  an  ACE  inhibitor 
Warnings;  Angioedema  Angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  V/SOTEC  should  be  promptly  discontinued 
and  the  patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  to  the 
lace  anti  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  tafal  Where  there  is  involvement  ol 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. , subcutaneous 
epineohrine  solution  1:1000  (0.3  ml  to  0.5  mL).  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS ) 

Hfpolension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
rtlienls  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  ot  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  vASOTEC 
in  patients  at  risk  for  excessive  hypotension  who  are  able  to  tolerate  such  adiustmehts  (See  PRECAUTIONS,  Drug 
Inleraclions  and  ADVERSE  REACTIIJNS ) In  patients  at  risk  tor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  tallowed  closely  tor  the  first  two  weeks  ot  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  paiieni  should  be  placed  in  the  supine 
position  and.  it  necessary,  receive  an  intravenous  infusion  ot  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  turther  doses  ot  VASOTEC,  which  usually  can  be  given  without  dilficulty  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  or  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia! Agranulocytosis  Another  ACE  inhibitor,  caplopnl,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  Ireguenlly  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  Irom  clinical  trials  of  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocyfosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol 
while  blood  cell  counts  in  patients  with  collagen  vascular  disease  ana  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renin-angiolensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
vrhose  renal  function  may  depend  on  the  activity  ot  the  renin-angiolensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTK,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  alery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  lew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  m blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ot  patients  with  hypertension  or  heart  taiiure  shouid  aiways  inciude  assessment  ot  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperlalemia 
was  a cause  ol  discontinuation  ol  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  taiiure.  hyper- 
kalemia was  observed  in  3 8%  of  patients,  but  was  not  a cause  lor  discontinuation 
Risk  factors  tar  the  development  ol  hyperkalemia  include  renal  insufticiency,  diabetes  mellilus.  and  the  concomitant 
use  of  potassium-sparing  diuretics,  potassium  suppiements.  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  Interactions ) 

Surgery! Anesthesia.  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enaTapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  tor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  of  enalapril 
Pafienis  should  be  so  advised  and  told  to  repod  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ot  face,  extremities,  eyes,  lips,  tongue,  ditticulty  in  swallowing  or  breathing)  and  loTake  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  liphtheadedness.  especially  during  the  first  few  days  ot  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  lo  msconlinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  tall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a tall  in  blood  pressure,  patients  should  be  advised  lo  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  lo  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  told  lo  report  promptly  any  indication  of  infection  (e  g , sore  throat,  lever)  which  may 
be  a sign  ot  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  information 
IS  intended  lo  aid  in  the  sate  and  effective  use  ot  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypotension.  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ot  therapy 
with  enalapril  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  lo  initiation  ot  treatment  with  enalapril  It  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  tar  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release  The  anlihypertensive  effect  ot  VASOTEC  is  augmented  by  anlihypertensive  agents  that 
cause  renin  release  (e  g . diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  signiticanl 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (eg.  spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  it  concomi- 
tant use  ol  these  agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  Irequenl  monitoring  of  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ot  sodium  including  ACE  inhibitors  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlilhium  and  were  reversible  upon  discontinuation  ol  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  it  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy- Category  C There  was  no  fetoloxicity  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ol 
1 mg/kg/day  or  more  ^line  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/ 
kg/day,  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  lo  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  ol  fetal  toxicity  with  the  use  ot  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC®  (Enalapril  Maleale,  MSD)  should  be  used  during  pregnancy  only  it  the  potential  ben- 
efit lustilies  the  potential  risk  to  the  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  lo  the  first  trimester  ol  pregnancy  has  not  been  reported  lo  atiecl  lelaf  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  lelal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ol  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  in  Ihe  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  tunction  in  Ihe  fetus  Inlants  exposed  in  ulero  lo  ACE  inhibitors  should  be  closely  observed 
tar  hypotension,  oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  and  renal  perfusion  with  Ihe  administration  ol  tluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
IS  not  clear  whether  they  are  related  lo  ACE  mhibilion,  maternal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  laclating  rats  contains  radioactivity  following  administration  ol  '‘C  enalapril  maleale  It  is  not 
known  whether  this  drugis  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safely  and  effectiveness  in  children  have  not  been  established 


Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safely  in  more  than  10,000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
Inals  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5.2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%).  nausea  (1 4%).  rash  (l  4%),  cough  (1 3%).  orthostatic  effects  (1  2%).  and  asthenia  (11%). 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%).  hypotension  (67%),  orthostatic  effects  (2  2%).  syncope  (^2%).  cough  (2  2%).  chest  pain  (21%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  Inals  were  taligue(f  8%),  headache  (1 8%).  abdominal  pain  (1  6%),  asthenia  (1 6%),  orthosta- 
tic hypotension  (1  6%),  vertigo  II 6%).  anqina  pectoris  (1 5%).  nausea  (1 3%).  vomiting  (1 3%).  bronchitis  (1 3%), 
dyspnea  (1 3%),  urinary  tract  infection  (1  3%),  rash  (1  3%).  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  of  patients  with  hypertension  or  heart  taiiure  in  clinical  Inals  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension),  pulmonary  embolism  and  inlarction;  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  laundice).  melena,  anorexia,  dyspepsia,  con- 
stipation. glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

NervousIPsychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
torme,  urticaria,  pruritus,  alopecia.  Hushing,  hyperhidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis,  myalgias,  fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia.  photosensitivity,  rash,  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0,2%)  Angioedema  associated  with 
laryngeal  edema  may  be  talal  It  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  disconlinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  in  0 5%  ot  patients 
following  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  ot  ther- 
apy in  01%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6.7%  and  syncope  occurred  in 
2 2%  ot  patients  Hypotension  or  syncope  was  a cause  tor  discontinuation  ot  therapy  in  1 9%  of  patients  with  heart 
taiiure  (See  WARNINGS.) 

Clinical  Latxsratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  ih  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  of  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ol  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1 2%  ol  patients 
Hemoglobin  and  Hemalocril  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately 
0 3 g%  and  1 0 vol%,  respectively)  occur  Ireguenlly  in  either  hypertension  or  heart  failure  patients  treated  wiln 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than 
01%  ot  patients  discontinued  therapy  due  to  anemia. 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Uver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  Ihe  initial  dose  of  VASOTEC  The  diuretic  should,  it  possible,  be  dis- 
continued tor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS.)  It  the  patient’s  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  for  at  least 
two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
lo  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  Ihe  anlihypertensive  enect  may  diminish  toward  Ihe  end  of  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  tor 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  a 3 mg/dL).  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adiunclive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  IS  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  thepalient  should  be  observed  under  medical 
supervision  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions ) If  possible,  the  dose  of  Ihe  diuretic  should  be  reduced,  which  may 
diminish  Ihe  likelihood  ot  hypotension  The  appearance  ot  hypotension  after  the  initial  dose  ol  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  Ihe  drug,  toflowing  effective  management  of  Ihe  hypotension  The 
usual  therapeutic  dosing  range  lor  Ihe  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg.  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  lyj.  patients  were  treated  with  2 5 lo  40  mg  per  day  ol  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY.  Pharmacodynamics  and  Clinical  Ettects.)  Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response,  (See  WARNINGS ) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  failure 
who  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/dL,  therapy  should  be  initi- 
ated at  2 5 mg  daily  under  close  medical  supervision.  (See  DOSAGE  AND  ADMINISTRATION,  Heart 
Failure.  WARNINGS,  and  PRECAUTIONS.  Drug  Interactions.)  The  dose  may  be  increased  to  2 5 mg 
bid.  then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  ol  four  days  or  more,  it  at  the  time  M Q PI 

of  dosage  adjustment  there  is  not  excessive  hypotension  or  signiticant  deferioration  ot  renal  tunc-  IVULJ 

lion  The  maximum  daily  dose  IS  40  mg  MERCK 

For  more  detailed  information,  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion,  Merck  SHARft 

Sharp  & Dohme.  Division  ol  Merck  & Co  . INC . West  Point,  PA  19AB6  J9VS61  R2(820)  (X)HME 
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undesirable  effects  associated 
witi  selected  agents  in  othS 
antihvpertensive  classe^^K. 


VS^SOTEC  is  coneraindic^d  in  pati^T*  ^ “ 

are  hypersensiti^^  to  this  product  ari  

patiens  with  a history  of  angioedBna  r^p3 
to  previous  treatment  with  an 
A diminished  antihypertensive  ef^otow^ 
the  end  of  the  dosing  interval  can  occur'in  , 
same  patients. 

For  a Brief  Summary  of  Prescribing  information, 
please  see  the  lastpage  of  this  advertisement. 


FOR  MANY 

HYPERTENSIVE  PATIENTS 

ONCE-A-DW 


Imagine  A fltedical  Center 
At  Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable  ^ 
support  for  your  1^  enter 
patient  practice. 

inter  into  a partnership  - a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center 
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Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D.,  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References;  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double- space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the- Editor  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publicatioa  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
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The  body’s 
most  vital  muscle 
has  been 
hidden  from  view 


Until  now?  at  Saint  Joseph. 


You  can  see  the  future  of  heart  care  at  Saint 
Joseph  Hospital/Creighton  Universit)’  Medical  Center. 
Because  Saint  Joseph  can  “see”  the  heart  like  no  other 
hospital  in  Nebraska. 

Saint  Joseph  is  one  of  the  first  hospitals  in  the 
countn-  to  offer  Positron  Emission  Tomography  in  clinical 
care.  A nonim-ash  e PET  scan  pro\ides 
the  ph}-sician  wth  unique,  potentially 
lifesa\ing  information  about  the  \ia- 


bilit)’  of  the  heart  muscle.  It  can  help  you  plan  treat- 
ments, predict  the  outcome  of  surgical  \’s.  nonsurgical 
options  and  rule  out  heart  disease  in  the  presence  of 

inconclusive  evidence. 

At  most  hospitals,  PET  and  its  ad\  antages  are 

only  a promise  of  things  to  come.  But  they're  present 
today  at  Saint  Joseph  / Creighton  - 

the  hospital  with  a Msion  of  what  heart 
Crd^ton  Uni\ersit\-  Afedical  Center  _ ^ ^ 

llv  Hccn1  Specialist 


Saint Josq)h  Hospital 
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America’s  Hometown  Air  Force. 
The  Air  Guard. 


As  a physician  in  the  Air  Guai'd 
you  ai*e  in  for  considerably  more 
than  youi'  everyday  medical  practice. 

For  one  thing,  you  could  find  youi'self  solving 
medical  problems  you  have  never  even  thought 
about.  Paiticulai'ly  if  you  ai'e  one  of  the  adven- 
turous souls  who  wish  to  serve  the  Air  Guai'd  as  a 
Plight  Sui'geon. 

How  To  loin  Us. 


CALL  SMSGT  LARRY  BROOKS  AT  (402)  473-1145 


PRACTICE  FOR  SALE 

Northwestern  Missouri/Northeastern  Kansas 

Family  Practitioner  with  large,  successful  prac- 
tice wishes  to  retire  after  35  years  and  sell  prac- 
tice. 

Practice  includes  four  office  sites  located  in 
Northwestern  Missouri/Northeastern  Kansas. 
Large  stable  patient  base  with  easy  access  to  the 
supporting  healthcare  hospital  system. 

Ideal  for  two  or  more  physicians  who  wish  to 
practice  together  including  multi-specialty  group. 
Healthcare  system  involved  will  assist  buyer  during 
transition  period. 

Serious  inquires  to 

ROBERT  T.  HORDER  AND  ASSOCIATES, 
510  S.  Dryden  Place 
Arlington  Heights,  Illinois  60005 
Call  (708)  253-1777. 


AMA  NEWS  NOTES 

Young  physicians  are  being  discriminated 
against  by  the  federal  Medicare  program,  and 
the  Bush  Administration's  budget  proposal 
would  make  the  situation  worse,  warned  the 
AMA's  Young  Physician  Section. 

In  a legislative  alert,  the  section  called  on  its 
members  to  contact  their  representatives  in 
Congress  and  urge  them  to  oppose  the  legisla- 
tion. 

Reimbursement  levels  enacted  as  part  of 
budget  legislation  in  1987  and  1989  limit  pay- 
ment to  physicians  in  their  first  year  of  practice 
to  80%  of  the  amount  they  would  have  other- 
wise been  entitled  to  receive;  second-year 
physicians  are  reimbursed  at  85%  of  the  amount 
allowed  by  Medicare. 

Earlier  this  year,  the  report  points  out,  the 
Bush  Administration  recommended  that  reim- 
bursementto  physicians  in  theirthird  and  fourth 
year  of  practice  also  be  limited,  to  90%  and 
95%  of  the  Medicare-allowed  levels,  respec- 

(continued  on  page  313) 
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A BRIGHT  IDEA... 

IN  MILD  TO  MODERATE 
HYPERTENSION 


180-mg  Calan  SR...once-daily,  single-agent  therapy 


• Efficacy  proven  comparable  to  240  mg^ 

• 24-hour  control  with  once-daily  dosing^* 

• Low-dose,  well-tolerated'  therapy' 

A more  economical  choice* 


•Total  daily  dosages  above  240  mg  should  be  administered  In  divided 
doses  Calan  SR  should  be  administered  with  food. 

Constipation,  which  is  easily  managed  in  most  patients,  is  the  most 
commohly  reported  side  effect  of  Calan  SR. 

‘Price  comparison  versus  240-mg  Calan  SR 

Please  see  next  page  of  this  advertisement  for  references  and  a brief 

summary  of  prescribing  information. 


180mg 

larrsQ^ 


SUSTAINED-RELEASE  CAPLETS 


SEARLE 


Consistent  with  1988  JNC  recommendation... 

The  1988  report  of  the  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  that  blood  pressure 
be  controlled  "...with  the  fewest  drugs  at  their  lowest  dose...."^ 


When  you  want  high 
single-agent  efficacy  in  a 
lower  dose,  prescribe... 


SUSTAINED-RELEASE  CAPLETS 


A BRIGHT  IDEA 

in  verapamil  SR  therapy 


J 


i' 


References: 

1.  Data  on  file,  C D Seane  & Co.  2. 1988  Joint  National  Committee: 

The  1988  report  of  the  Joint  National  Committee  on  Detection, 

Evaluation,  and  Treatment  of  High  Blood  Pressure  Arch  Intern  Med 
1988:148:1023-1058. 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hgl  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atnal  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraaion  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventncular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  S^eral  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Penodic  monitonng  of  liver  function  in  patients  on 
verapamil  is  prudent  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibnllation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conducbon  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventncular  response  or  ventncular  fibnllation  after  receiving  LV.  verapamil  (or  digitalis).  Because 
of  this  nsk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  envelopment  of  marked  1st-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  III  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atnoventncular  conduction  and/or  cardiac  contractility:  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  nsks 
of  such  combined  therapy  may  outweigh  the  benefits  The  combination  should  be  used  only 
with  caution  and  close  monitonng.  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  M%  to  75%  dunng  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenai  clearance  of  digrtoxin.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowenng  agents  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contractilitli 
AV  conduction,  and  repolanzation.  Combined  verapamil  and  quinidine  therapy  in  patients  wi  j 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  resu  ’ 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowenng  of  senjm  lithium  levels  i| 
increased  sensitivity  to  lithium.  Patients  receiving  both  dmgs  must  be  monitored  carefull) 
Verapamil  may  increase  carbamazepine  concentrations  dunng  combined  use.  Rifampin  may  redutt 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance  Verapamil  may  increast 
serum  levels  of  cyclosponn.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonis'j 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiaii 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolanzing);  dosage  reductic) 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed.  One  stuct 
in  rats  did  not  suggest  a tumongenic  potential,  and  verapamil  was  not  mutagenic  in  the  Arne) 
test.  Pregnancy  (Category  C.  There  are  no  adequate  arid  well-controlled  studies  in  pregnar; 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needer 
Verapamil  is  exaeted  in  breast  milk;  therefore,  nursing  should  be  discontinued  dunng  veraparr) 
use  j 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3,3%),  nausea  (2,7%),  hypotension  (2.5% 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%  ', 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  ras 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0%  c| 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angini 
pectons,  atnoventncular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations! 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasic 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibnum  disorders,  insomnia 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rasf 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens-Johnson  syndrome  i 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstruation; 
impotence.  12/21/89  • P90-W 198' 
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Box  5110.  Chicago.  IL  60680  j 

Address  medical  inquiries  to: 

G D Searte&Co. 

Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie.  IL  60077 


©1990,  C.D  Searle  & Co 
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At  Medical  Protective,  fi<>;hting  lor  our 
doctors  is  our  muuber  oue  priority.  We  know 
we're  not  just  insuring  your  finances.  We're 
protecting  yonr  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

.And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability'  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  onr  inception  we  have 
employed  only  the  most  ex]jerienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  yvaver  from  tliis  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stahilitv:  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don't 
have  to  make  indivTlnal  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 


If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don't  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


I want  a 

malpractice  carrier 


that  knows  how  to 


Protective. 


tw  tj  (0  tv  1^;  w t 

Serving  Nebraska  Physicians  Since  1949. 


Gerry  Smeader,  Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 


COUNCILOR  DISTRICTS 
AND  COLTVTIES 

First  District:  Councilor  Richard  B 

Svehla,  Omaha.  Counties:  Douglas, 
Sarpy 

Second  District:  Councilor  Sushil  S.  Lacy, 
Lincoln.  Counties:  Cass.  Lancaster, 
Otoe. 

Third  District  Councilor  Paul  M.  Scott, 
Auburn  Counties:  Gage,  Johnson  Nemaha, 
Pawnee,  Richardson. 

Fourth  District  Councilor  Gordon  Adams, 
Norfolk.  Counties:  Antelope.  Cedar, 
Cuming.  Dakota.  Dixon,  Knox,  Madison, 
Pierce,  Stanton,  Thurston,  Wayne. 
Fifth  District:  Councilor  Kenneth  C. 
Bagby.  M.D..  Blair.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor  Richard  M. 
Pitsch.  M.D..  Seward.  Counties:  Butler. 
Hamilton,  Polk.  Saunders,  Seward,  York. 
Seventh  District:  Councilor:  R.  .A.  Blatny. 
M.D..  Fairburj’.  Counties:  Clay,  Fillmore. 
Jefferson,  Nuckolls,  Saline.  Thayer. 
Eighth  District:  Councilor  Richard  D. 
Fitch.  M.D.,  O'Neill,  Counties:  Boyd. 
Brown,  Cherry.  Holt.  Keya  Paha.  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Stanley  Nabity, 
Grand  Island.  Counties:  Blaine.  Buffalo. 
Custer,  Dawson,  Garfield.  Grant,  Greeley, 
Hall,  Hooker,  Howard,  Loup.  Sherman, 
Thomas.  Valley.  Wheeler. 

Tenth  District  Councilor  Charies  F.  Damico, 
M.D.,  Hastings.  Counties:  .Adams.  Chase. 
Dundy,  Franklin.  Frontier,  Furnas, 
Gosper,  Harlan,  Hayes,  Hitchcock. 
Kearney.  Phelps,  Red  Willow,  Webster. 
Eleventh  District:  Councilor:  Ronald  L. 
Asher.  M.D..  No.  Platte.  Counties; 
Arthur.  Deuel,  Garden,  Keith,  Lincoln, 
Logan.  McPherson,  Perkins. 

Twelfth  District:  Councilor:  Milton  R. 
Johnson,  Scottsbluff,  Counties;  Banner, 
Box,  Butte,  Cheyenne.  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  Countv  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY- TREASURER 


.Adams 

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

HaU 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln 

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders  

Scottsbluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr. 

Washington-Burt 

York 


Jerr>-  Seiler,  Hastings John  Welch.  Hastings 

David  Johnson.  Osmond 


Wendell  Fairbanks,  Alliance 

Frank  Lauro,  Kearney Cheri  Jensen,  Kearney 

V.J.  Thoendef  David  City Jack  Kaufmann.  David  City 

R.  R Andersea  Nehawka 

James  Thayer.  Sidney Clinton  Dorwart,  Sidney 

Gordon  Moshman,  West  Point Scott  Green.  West  Point 

Loren  Jacobsen.  Broken  Bow N.  Leon  Brooks.  Broken  Bow 

Rodney  Sitorius,  Cozad 

James  Bridges.  Fremont W.  B.  Eaton,  Fremont 

Willis  L.  Wiseman,  Wayne Robert  Benthack,  Wayne 

Tom  Martin,  Ord Otis  Miller.  Ord 

Louis  J.  Gogela,  Jr.,  Beatrice Donald  Weldon.  Beatrice 

B.  Wariyar,  Grand  Island Gordon  Hrnicek,  Grand  Island 

J.C.  Wilcox,  Aurora M.D..  Jobman,  Aurora 

Melvin  Campbell,  Ainsworth 

Gordon  0.  Johnson,  Fairbury R A.  Blatny,  Fairbury 

Berl  W.  Spencer,  Ogallala Clifford  Colglazier,  Grant 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Alan  D.  Forker,  Lincoln James  Fosnaugh,  Lincoln 

Janet  Bernard* Stevens,  North  Platte ...  Robert  K.  Dellinger,  North  Platte 

Steffan  Lacey,  Norfolk P.  K.  Mistry,  Norfolk 

Allen  D.  Dvorak,  Omaha Eugene  M.  Zweiback,  Omaha 

C.  R Adams.  Norfolk Tod  Voss,  Norfolk 

Edward  Metz,  Crawford R H.  Rasmussen,  Chadron 

Dean  R.  Thomson,  Nebraska  City Paul  R.  Madison,  Nebraska  City 

Richard  Cimpl,  Columbus Milton  Zadina.  Columbus 

Robert  E.  Tuma.  Crete 

Michael  Moran,  Papillion Tracy  Osborne,  Papillion 

I.  M.  French,  Wahoo John  E.  Hansen,  Jr.,  Wahoo 

R.  S.  Anderson,  Scottsbluff Jim  Massey,  Scottsbluff 

Dick  Pitsch,  Seward Paul  Hoff,  Utica 

Jeff  Hollis,  Geneva Chas.  F.  Ashby,  Geneva 

Gary  Ensz,  Auburn George  Voigtlander,  Pawnee  City 

David  A.  Allerheiligen,  McCook Lenny  Deaver,  Cambridge 

Priscilla  Ruhe,  Blair Hans  Rath,  Omaha 

Darroll  Loschen,  York Harold  Nordlund,  York 
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Is  smoke.-.there  may  be  bronchitis 


Puivutes 
250  mg 


\ 


‘Recent  research 
has  delineated 
early,  more  subtle 
changes  In  lung  and 
immune  functions.  These 
alterations  directiy 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


cefaclor 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brief  Semnary. 

Cwsolt  the  package  literatire  for  prescrtthig  tefoneatiofl. 
ledlcatlon;  Lower  respifatorv  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  InPuenzae  and  Streptococcus  pyogenes 
(group  A p-tiemolytic  streptococci). 

CofltraMteathM;  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILUN-SENSITIVE  PATIENTS. 
PENiCILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENlClTY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered In  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precaultons: 

• Oiscmitinue  Ceclor  In  the  event  of  allergic  reactions  to  it. 

• Proloiiged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephatosporins, 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spwtrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include; 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serum-sIckHess-tike  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  raultiforme,  rashes,  and  other  skin 
manifestations  accom^nied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickiiess-llks 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
repotted  more  frequemiy  in  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0,5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmatketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens- Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea);  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  amibioflc  treatment. 

• As  with  some  penicilfins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinththilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Atoormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  In  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  rei^s  of  Increased  prothrombin  time  with  or 
without  clinical  bleeding  m patients  receiving  Ceclor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  teat 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  FehlingS  solution  and  Clinitesr*  tablets  but  not  with 
Tes-Tape®  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  [021490LRtj 

Additional  information  available  to  the  profession 
on  reguest  from  Eli  Lilly  and  Company,  Indianapolis, 
Indiana  46285. 

Eli  Lffly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 
n suijsidiary  of  Eli  Lilly  anti  Company 
Indianapolis,  Indiana  46285 

CR-0525-B-049333  © 1990,  EU  Lilly  AND  COMPANY 


ORGANIZATIONS,  STATE 


.Americaa  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha,  NE  68124-5255 

American  Diabetes  Association  - Nebraska  AffUiate,  Inc. 

Mary  Jones,  Executive  Director 
2730  South  114th  St.,  Omaha,  NE  68144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Famam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast,  Rd,  #331 
Omaha,  NE  68128 
American  Red  Cross 
1701  "E"  Street 

P.O.  Box  83267,  Lmcoln,  NE  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha,  NE  68134 
Blue  Cross/Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
Califorma  at  24th  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6lh  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
George  Gammel,  M.D.,  President 

1919  South  40th  St.,  #333,  P.O.  Box  6960,  Lincoln,  NE  68506 

Nebraska  Cardiovascular  Society 
James  Karnegis,  M.D. 

VA  Hospital  — 4101  Woolworth,  Omaha,  NE  68105 
Nebraska  Chapter  • American  Academy  of  Family  Physicians 
Kathleen  Bliese,  M.D.,  Secretary-Treasurer 
Jodi  L.  Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  No.  117lh,  Omaha,  NE  68154 
Nebraska  Chapter  • American  Academy  of  Pediatrics 
TEomas  Tonniges,  M.D.,  Chairman 
2115  N.  Kansas,  Hastings,  NE  68901 
Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Dr.,  Elkhorn,  NE  68022 
Nebraska  Chapter  — American  College  of  Physicians 
Robert  R.  Recker,  M.D.,  Governor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  Chapter  - American  College  of  Surgeons 
F.  William  Karrer,  M.D.,  President 
8111  Dodge  St.,  #253,  Omaha,  NE  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.,  Omaha,  NE  68132 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 

Division  of  Rehabilitation  Services  for  the  V'isually  Impaired 
James  S.  Nyman,  Ph  D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 
Julie  A.  Sutcliffe,  President 
3015  North  90th  St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  — Birth  Defects  Foundation 
1618  L Street 
Lincoln,  NE  68508 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D. 

2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 
1912  No.  90th  St.,  Lower  Level 
Omaha,  NE  68114 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha,  NE  68134 
National  Society  of  Prevent  Blindness,  Nebraska  AHiliate 
120  North  69th  St.,  Suite  203 
Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
H.  Nicholas  Vondrak,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Ljncoln,  NE  68508 


Nebraska  Academy  of  Otolaryngology 
Frederic  Ogren,  M.D. 

Dept.  Of  Otolaryngology,  University  Hospital 
42nd  <&  Dewey  Ave.,  C^aha,  NE  68132 

Nebraska  Allergy  Society 

Melvin  Hoffman,  M.D.,  President 
600  N.  Cotner,  #208,  Lincoln,  NE  68505 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Ste.  7,  Lincoln,  NE  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Pat  Hoidal,  President 
8303  Dodge  Street,  Omaha,  NE  68114 
Nebraska  Medical  Association 

William  L Schellpeper,  Executive  Director 
1512  FirsTier  Banik  Bldg.,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L Schellpeper,  Secretary 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Dorma  R.  Baker,  Executive  Director 
Suite  711,  941  O Street,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bengstrom,  M.D.,  Secretary 
215  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Bruce  Taylor,  M D. 

3145  O Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R,  Dolan,  R.P.,  Executive  Director 
5440  South  St.,  Ste.  1200,  Lincoln,  NE  68506 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D.,  President 
2730  Katy  Circle,  Lincoln,  NE  68506 
Nebraska  Radiological  Society 

Susan  Williams,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Rheumatism  Association 
Arthur  L Weaver,  M.D.,  President 
2121  So.  56th  St.,  Lincoln,  NE  68506 
Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
William  Heidrick,  M.D. 

P.O.,  Box  5363,  Lincoln,  NE  68505 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
Todd  Sorensen,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Doima  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  for  Respiratory  Care 

Maicy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  CWneral  Hospital 
2200  South  16th  St.,  Lincoln,  NE  68502 
Nebraska  State  Department  of  Health 
Gregg  Wright,  M.D.,  Director  of  Health 

301  Centennial  Mall  South,  P.O.  Box  95007,  Lincoln,  NE  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87lh  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
nil  S.  90th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205-B,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health 
Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  So.,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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PHONE:  (402)  474-4472 

1512  FIRSTIER  BANK  BUILDING  • LINCOLN,  NEBRASKA  68508  • FAX:  (402)  474-21 98 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Out 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 

The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 


BOARD  OF  DIRECTORS 

PAUL  E.  COLLICOTT,  M.D.,  President  / PERRY  T.  WILLIAMS,  M.D.,  President-Elect 
CHRISTOPHER  C.  CAUDILL,  M.D.,  Secretary-Treasurer 
RICHARD  A RAYMOND,  M.D.  / DONALD  J.  PAVELKA  M.D. 

HERBERT  A HARTMAN,  JR.,  M.D.  / DARROLL  J.  LOSCHEN,  M.D.  / ROBERT  G.  OSBORNE,  M.D. 

Ex-Officio  RICHARD  H.  MEISSNER,  M.D.  / DAVID  R.  LITTLE,  M.D.  / STANLEY  F.  NABITY,  M.D. 
WILLIAM  L.  SCHELLPEPER,  Executive  Director  / JAMES  K RUIGH,  Assistant  Executive  Director 


Sincerely, 


We  hope  that  you  will  take  advantage  of  this  offer  i 
you.  Simply  complete  the  brief  application  on  the  i 
and  return  to  FirsTier  Bank,  National  Association, 
Nebraska. 


Paul  E.  Collicott,  M.D.,  President 
Nebraska  Medical  Association 


Please  mail  to:  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101 


A.  ^ Si>eda/ <^ioitatioyi  to 

\A/Y/s4a  ^ ffc(/tca/  ^ dsou'attoyi 


The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  adds 
benefits  package  designed  specifically  to  meet  our  members’  needs.  I 


Our  benefits  package  includes; 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 18%  A.P.R. 

• S20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• 5250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any  ‘ 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit  | 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibili]: 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/sj 

PLUS,  a special  credit  card  protection  package,  i 


I I Yes,  I accept!  Complete  this  form  and  return. 


□ INDIVIDUAL 


□ JOINT 


THIS  PORTION  TO  BE  COMPLETED  BY  APPLICANT 


1 Last  Name  iPlcave  PnnO  1 

First  Name  1 

Initial  1 Social  Security  No 

Date  of  Birth  1 

Street  Addrevs 

Cit) 

Telephone  No. 


Zip  I 


Present  Empiover 

Yrs 

Mo.  Salary 

Income  from  alimony,  child  support,  or  separate  maintenance  pavments  need  not  be  revealed  if 

Source  of  Other  Income 

Amount 

you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment. 

Bank  uith  Checking 


Last  Name  i Please  Print) 


Cil> 


Bank  with  Savings 


CO-APPLICANT  (IF  JOINT  ACCOUNT) 


Cit) 


Social  Secuntv  No 


Present  Emploser 


Business  Address.  Cit\.  State 


Business  Telephone 


Position 

1 Yrs  Mo 

1 Mo  Salarv 

Income  from  alimony,  child  support,  or  separate  maintenarKe  payments  need  not  be  revealed 

Source  of  Other  Income 

Amount 

1 / 

1 

if  you  do  not  choose  to  have  it  considered  by  us  as  a basis  for  repayment 

1 

1 

TRANSFER  CURRENT  BALANCE 


Please  transfer  m>  current  bank  credit  card  balance  to  m>  FirsTier  VISA 
VISA  Account  Number 


MasterCard  Account  Number . 


Bank  . 
Bank  . 


Balance  _ 
Balance  - 


TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

Everything  that  I have  stated  in  this  application  is  correct  to  the  best  of  my  knowledge  I understand  that  you  will  retain  this  application  whether  or  not  it  is  approved  You  are  authorized  to  check  my  credit  and  emi^ 
hisiory  and  to  answer  questions  about  your  credit  experience  with  me 

1 understand  that  if  my  application  is  approved.  1 will  be  bound  by  all  the  terms  and  conditions  of  the  VISA  Agreement  that  will  be  sent  to  me  by  mail  Any  use  of  my  VISA  will  be  an  acceptance  of  the  VISA  Agiji 
and  all  its  terms  and  conditions 


Applicant's  Signature 
.S07 


Co-Applicani  Signature 
CS 


char(;es 


Annual  Percentage  Rale  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  have  25  days  from  the  billing  cycle 
closing  date  to  repay  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
purchases 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  S20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec  I9l 
when  It  was  printed  This  information  may  change  after  the  printing  date.  j 

To  find  out  what  may  have  changed,  call  us  at  1-800-432-3209.  Or.  write  to  us  at  FirsTier  BankCi 
Card  Center.  PO  Box  7.  Omaha.  NE  68101-9972. 


EDITORIAL 


Nursing  Home  Regulation 


JUDITH  BUTLER,  M.D. 

Wesiside  Health  Services,  254  West  Fourth  Street,  Superior,  Nebraska  68978 


The  question  has  been  posed,  what  is  the 
impact  of  government  on  long  term  health 
care?  It's  an  unanswerable  question.  There  are 
no  studies  that  report  the  cost  of  regulation. 
There  are  no  studies  that  document  the  results 
of  legislation  or  regulation  on  quality  of  care,  or 
on  patient  satisfaction,  or  even  on  small  things 
like  rates  of  infection,  rates  of  complication  of 
medication,  rates  of  complications  of  care,  to 
see  if  there  has  been  improvement  or  to  see  if 
the  goals  of  the  legislation  have  been  met. 

Why  not?  Perhaps  because  it's  difficult  to 
measure.  How  can  we  look  at  the  1.5  million 
nursing  home  patients  in  America  today  and 
measure  whether  or  not  the  intent  of  legislation 
has  been  carried  out?  Look  at  the  recent  OBRA 
legislation  and  the  broad  implications  it  could 
have.  How  could  we  measure  whether  or  not 
restricting  patients  to  6l/2  medications  per 
resident  is  a positive  or  negative  thing?  How  can 
we  measure  whether  or  not  the  restraint  laws, 
chemical  or  otherwise,  have  really  helped  or 
harmed  patients?  Do  we  have  more  broken  legs 
or  broken  hips?  Are  patients  more  satisfied? 
Families  more  satisfied?  Have  the  patients'  rights 
really  been  addressed  when  they  can't  keep  an 
aspirin  in  their  room  or  have  a salt  and  pepper 
shaker  at  their  table? 

I believe  that  the  legislators  and  legislative 
process  begin  with  good  intention.  But  the 
issues  are  often  addressed  through  a reactive 
process.  They  are  often  punitive  in  nature  and 
based  on  a problem  or  problems  identified  by 
an  individual  complaint  or  news  report,  or  on 
local  deficiency  such  as  experienced  by  Califor- 
nia or  New  York.  I recently  watched  one  of  the 
reporters  on  a major  morning  newscast  give  4- 
5 minutes  of  national  network  time  to  one 
nursing  home  patient  who  was  reported  to  have 
been  lying  in  their  own  urine  for  several  hours 
in  a day.  They  used  that  as  an  indictment  of  all 
nursing  home  care. 

With  good  intentions  and  with  such  reports. 


legislators  do  what  they  do  — legislate  so  that 
doesn't  happen  to  any  of  "their  nursing  home 
patients".  After  all.  Medicare  is  paying  the  bill! 
And  those  good  intentions  often  turn  into  an  act 
such  as  OBRA  or  any  of  the  alphabet  soup  laws 
that  have  been  passed  prior  to  this.  These  laws 
are  without  respect  for  regional  or  local  differ- 
ences or  needs  or  costs.  After  that  happens, 
elected  officials  lose  control.  Regulations  are 
formulated  and  promulgated. 

The  new  OBRA  regulations  are  in  the  hearing 
process  now.  There  are  more  than  50,000 
letters  in  Washington  so  the  comment  period 
was  extended.  These  are  regulations  that  could 
require  license  fee  and  special  personnel  for 
Accuchecks,  could  require  special  personnel  to 
do  hemoccults,  and  make  recommendations 
about  medications,  about  interventions  and 
what  doctors  can  and  can't  do  to  their  nursing 
home  patients. 

Unfortunately,  OBRA,  as  well  as  other  similar 
bills,  are  based  on  emotion  and  are  restrictive. 
Nobody  has  studied  the  specific  problems 
addressed  in  a scientific  manner.  Furthermore, 
there  is  no  evidence  that  there  is  any  intent  to 
study  the  OBRA  impact  or  to  monitor  to  see  if 
the  goals  of  the  legislation  have  been  reached. 
In  agencies  such  as  our  State  Health  Dept,  and 
HCFA,  the  regulators  are  protected  by  tele- 
phones and  other  desks.  They  can  enact  regula- 
tion and  enforce  them,  free  from  criticism  and 
may  remain  anonymous.  A staff  member  from 
one  of  our  Senator's  offices  reported  that  HCFA 
was  essentially  untouchable  by  anybody,  in- 
cluding the  Senators. 

What  is  the  impact  of  government?  Consider 
in  Nebraska  there  are  1 7,500  nursing  home 
beds  and  patients.  Somebody  wrote  a regula- 
tion that  requires  a certain  light  intensity  above 
every  bed,  no  matter  what  the  condition  of  that 
patient.  It  was  a new  standard.  Even  if  you  could 
get  something  like  that  done  for  $10  a patient 
includingthe  wiringand  the  laborto  it, you  have 


November  1990  Nebraska  Medical  Journal 


297 


added  $170,000  to  the  cost  of  nursing  home 
care  in  Nebraska  that  year. 

Consider  that  we  are  going  to  make  some 
attempt  to  get  down  to  6l/2  medications  per 
patient  per  year  and  require  unit  dose 
medication.  We've  done  this  in  the  interest  of 
protecting  the  patient  from  erroneous  medica- 
tion and  to  help  pass  State  inspections.  We 
don't  have  a lot  of  studies  about  medication 
errors  and  none  of  it  has  been  correlated  over 
the  whole  nursing  home  population.  But  we 
have  increased  the  cost  of  the  individual  medi- 
cations/prescriptions by  10-20%.  The  average 
medication  cost  per  patient  is  about  $100  per 
month;  the  increased  cost  of  prescriptions  in 
the  State  of  Nebraska  is  $3,000,000  per  year. 
We  don't  have  any  system  or  plan  that  evaluates 
whether  that  $3,000,000  purchased  was  what 
we  expected,  ie:  decreased  medication  error, 
because  we  don't  have  any  baseline  to  go  from 
and  even  though  we  now  have  a reporting 
system  for  medication  errors,  we  don't  have  a 
plan  for  returning  to  a cheaper  system  if  we  do 
not  reach  our  goals. 

Let's  consider  the  cost  of  adding  the  regula- 
tion that  now  requires  registered  nurses  all  three 
shifts,  7 days  a week.  Let's  assume  about  50%  of 
our  nursing  homes  had  to  add  staff.  Let's  con- 
sider that  the  average  nighttime  shift  with  differ- 
ential is  $15  across  the  State,  recognizing  that 
the  cost  will  be  more  in  the  urban  area  and  less 
in  the  rural  areas.  You  are  talking  about  adding 
$120-$!  50  a day,  365  days  a year,  approxi- 
mately $54,000  to  the  overhead  of  each  nursing 
home,  and  $5,000,000  to  the  costs  each  year, 
without  any  scientific  method  to  evaluate  the 
need  for  that  change,  nor  any  plan  to  evaluate 
whether  that  cost  is  justified.  Can  we  afford  to 
have  every  nursing  home  in  this  State  and  in  this 
Country  at  a level  where  they  are  absolutely 
required  to  have  RN  staff?  Should  we  have  more 
carefully  planned  for  residential  components  of 
our  long  term  health  care,  etc?  The  impact  of 
making  physicians  see  the  patient  four  times  a 
year  no  matter  what  their  condition  will,  at  its 
minimum,  add  1 billion  dollars  to  the  Medicare 


bill  alone  every  year.  This  is  at  a time  when  that 
system  is  overextended  and  the  national  deficit 
is  at  an  all  time  high.  And  for  what  purpose? 
What  indicators  were  used  to  decide  that  see- 
ing a physician  every  3 months  or  having  a nurse 
on  duty  all  shifts,  provided  better  quality  of  care 
to  anyone?  To  mandate  that  across  the  board 
is  to  fail  to  recognize  the  need  for  different 
levels  of  care  and  to  fail  to  respond  to  the  needs 
of  our  elderly  citizens. 

Consider  the  cost  of  inspection  required  by 
OBRA.  It's  estimated  to  be  increased  40%.  Can 
you  imagine  what  that  sum  is?  It  has  to  be 
astronomical  and  in  the  billions!  We've  become 
numbed  to  the  sounds  of  big  dollars  so  maybe 
you're  not  shocked.  But  who  will  pay  the  bill? 

No,  we  can't  measure  or  actually  define  the 
impact  of  government  on  long  term  health  care, 
not  its  quality  nor  its  cost.  That  doesn't  mean  it 
can't  or  shouldn't  be  done.  It's  just  not  being 
done.  The  #1  problem  with  this  and  all  other 
restrictive  regislation  has  to  do  with  its  enact- 
ment based  on  horror  stories,  problems  region- 
alized to  the  East  or  West  Coast,  problems  that 
ought  to  have  been  better  left  up  to  the  Ameri- 
can way  and  the  democratic  process!  The  #2 
problem  is  the  legislative  process  whereby  the 
good  intentions  of  elected  officials  get  inter- 
preted through  employed  administrators  and 
applied  in  a non-controlled,  non-scientific 
manner.  The  process  needs  to  be  changed  so 
regulation  is  written  with  a well  defined  purpose 
and  plan  for  measuring  whether  it  has  reached 
that  goal,  and  with  a fiscal  impact  statement  that 
has  to  be  reported  to  those  people  who  wrote 
and  enacted  the  legislation.  I think  if  this  applied 
to  all  areas  of  our  lives,  whether  we  are  talking 
about  our  farming,  our  schools,  or  health  care 
system,  we  would  be  more  effectively  using  our 
limited  resources  and  still  assume  quality.  We 
would  be  able  to  measure  and  describe  the 
impact  of  the  government  on  our  longterm  care 
and  on  our  lives. 

‘As  of  March  3 /,  1990  from  the  Nebraska  Dept  of  Health  has 
indicated  209  licensed  nursing  home  facilities. 
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Eosinophilic  Fasciitis  In  A Ten  Year  Old  Boy 


lANICE  A.  DEGAN,  RN,  MS.  RUSSELL  J,  HOPP,  DO.  JAMES  T.  CASSIDY,  M.D. 

Creighton  University  School  of  Medicine.  Creighton  University  School  of  Medicine,  University  of  Missoun  School  of  Medicine. 
Department  of  Pediatrics  Department  of  Pediatrics  Department  of  Pediatrics 


DAVID  A.  KATZ,  M.D., 
Creighton  University  School  of  Medicine. 
Department  of  Pathology 


INTRODUCTION 

Eosinophilic  fasciitis  (ef)  is 

characterized  by  peripheral 
eosinophilia,  hypergam- 
maglobulinemia, and  increased  erythrocyte 
sedimentation  rate.  Inflamed,  scleroderma- 
like skin  changes  most  often  affect  the  ex- 
tremities, but  may  also  include  the  trunk.'-^ 

Pathologically,  this  disease  is  character- 
ized by  inflammation  of  deep  fascia,  specifi- 
cally the  collagen  bundles,  with  a perivascu- 
lar infiltrate  composed  of  plasma  cells,  lym- 
phocytes, and  an  occasional  eosinophil.  Clini- 
cally, the  patient  may  present  with  pain  and 
tenderness  of  extremities,  complaints  of  skin 
tightness  and  induration.  In  addition,  pa- 
tients often  present  with  rapid  onset  of  symp- 
toms following  unusual  physical  exertion, 
although  nearly  one-half  of  all  patients  with 
eosinophilic  fasciitis  lack  this  characteristic.'* 

The  cause  of  eosinophilic  fasciitis  is  un- 
known. Controversy  surrounds  the  question 
if  this  is  a distinct  pathologic  entity  or  a 
variant  of  linear  or  morphea  scleroderma.^'^ 
Eosinophilic  fasciitis  has  been  confused  with 
scleroderma,  morphea  and  dermatomyosi- 
tis,  although  eosinophilia  is  rare  in  progres- 
sive systemic  sclerosis.^  Clinical  features  and 
response  to  steroids  are  differentiated  in 
Table  1.® 

In  this  report,  we  describe  the  clinical  and 
pathological  findings  of  eosinophilic  fasciitis 
in  a 10-year-old  boy. 

CASE  REPORT 

A 10-year-old,  previously  healthy,  white 
male  presented  to  his  family  physician  with 
a two  month  history  of  tightness  of  skin  and 
decreased  mobility  in  the  extremities,  most 
notably  both  hands,  forearms,  feet,  and  the 


anterior  right  lower  leg.  Initial  symptoms 
included  swollen  hands,  progressing  over 
several  weeks  to  difficulty  straightening  the 
fingers,  but  without  actual  joint  pain.  Con- 
currently, the  father  noted  the  boy  having 
some  difficulty  climbing  stairs,  presumably 
due  to  right  knee  pain.  Morning  stiffness  was 
not  present,  and  a mild  fever  occurred  on 
only  one  day.  Appetite  was  mildly  decreased 
with  a 4 to  5 lb.  reported  weight  loss. 

The  patient  had  no  history  of  musculoskel- 
etal complaints,  recent  infections,  allergies, 
exposure  to  toxins,  or  recent  live-virus 
immunization.  The  family  history  was  nega- 
tive with  regard  to  autoimmune  disorders. 

Initial  laboratory  studies  revealed  an  eo- 
sinophil count  of  46%  and  a white  blood  cell 
count  of  19,900.  ESR  was  16. 

Upon  referral  to  the  Pediatric  Rheumatol- 
ogy Clinic  at  Creighton  University,  the  pa- 
tient was  hospitalized  for  diagnosis.  Abnor- 
mal physical  findings  were  limited  to  the  skin 
and  joints.  Examination  revealed  an  increase 
in  general  pigmentation  and  generalized 
subcutaneous  swelling  and  bound-down  ap- 
pearance of  the  skin  of  the  hands  extending 
well  into  the  forearms.  Lower  extremities 
were  similarly  affected.  Tightening  involved 
the  entire  foot,  most  of  the  calf,  and  the  an- 
terior part  of  the  skin  and  the  skin  and  deep 
tissue  of  the  inner  thighs.  Also  present  were 
20°  curvilinear  flexion  contractures  at  the 
PIP  joints  with  limited  extension  of  both  PIP 
and  MCP  joints.  Flexion  contractures  of  the 
elbows  were  20°  on  the  right,  1 5°  on  the  left. 
Decreased  range  of  motion  was  noted.  All 
attempts  at  movement  of  shoulders,  elbows, 
wrists,  fingers,  hips,  knees  and  ankles  elic- 
ited patient  complaints  of  mild  to  moderate 
pain  and  stiffness. 
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TABLE  1 

Clinical  Comparison  of  Related  Disorders 


Diffuse  Fascitis 
With  Eosinophilia 

Corticosteroids  response  ++ 

Joint  contracture/stiffness  ++ 

Thickened,  indurated  skin  + 

Intense  physical  exertion  preceding  + 


symptoms 

Raynaud's  phenomenon  o 

Systemic  involvement  o 

Esophageal/intestinal  dysfunction  o 

Pulmonary  dysfunction  o 

Telangiectases  o 

Muscle  pain  + 

Muscle  weakness  o 

Periorbital  rash  o 

Extensor  surface  rash 

o 

o = Absent  or  rare 
t = Occasional 


During  hospitalization  biopsies  were  ob- 
tained from  the  skin  of  the  3rd  finger,  and 
skin,  subcutaneous  tissue,  and  fascia  of  the 
right  calf.  The  fascia  contained  marked  in- 
flammatory infiltrate,  primarily  composed  of 
plasma  cells  and  eosinophils.  The  overall 
histological  features  were  consistent  with 
eosinophilic  fasciitis  (Figure  1).  The  histo- 
logical examination  of  fascia  is  the  only  ab- 
solute diagnostic  marker  of  the  disease. 

Laboratory  studies  revealed  the  following 
values;  hemoglobin-13.0;  white  blood  cell 
count-12.3,  with  46%  segs,  20%  lymphs,  5% 
monocytes,  3%  bands,  and  26%  eosino- 
phils; platelets  increased  at  441,000.  Erthro- 
cyte  sedimentation  rate  and  serum  immu- 
noglobulins were  not  obtained  at  this  time. 
Normal  findings  included  complements, 
serum  electrolytes,  BUN,  serum  creatine, 
serum  creatine  phosphokinase,  AST,  ALT, 
and  urinalysis.  The  antinuclear  antibody  was 
positive  at  1 ;40,  speckled  pattern.  The  anti- 
DNA  was  negative,  anti-centromere  nega- 
tive, SS-A(Ro)  was  negative,  and  SS-B(La) 
was  negative. 

Pulmonary  function  studies,  esophagram, 
opthalmoscopy,  chest  x-ray,  and  upper-CI/ 
small  bowel  series  were  all  within  normal 
limits.  X-rays  of  the  hands  and  wrists  showed 
only  general  juxta-articular  osteopenia  (Table 
1 ).  Nail  fold  microscopy,  revealed  normal 
vascular  findings. 

TREATMENT 

The  above  findings  appeared  consistent 
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with  eosinophilic  fasciitis,  which  trequeniiy 
responds  dramatically  to  systemic  corticos- 
teroid therapy®'^'^°  (in  contrast  to  a variable 
response  in  a scleroderma  patient).”  Treat- 
ment was  initiated  at  Prednisone  20  mg.  in 
the  morning  and  1 5 mg.  in  the  evening. 
Patient's  weight  was  38  kg  (1/2  mg/kg). 
Physical  therapy  for  upper  extremity  strength 
included  daily  range  of  motion  and  stretch- 
ing, nighttime  bilateral  extension  splints. 
Approximately  one  month  after  initiation  of 
treatment,  improvement  was  noted  with  dimi- 
nution of  both  pain  and  stiffness. 

Over  the  next  year,  the  patient  continued 
to  improve,  and  the  steroid  dose  was  slowly 
tapered  to  Prednisone  5 mg.  in  the  morning. 
His  overall  strength  and  level  of  activity 
gradually  increased  to  premorbid  levels. 

Two  years  following  diagnosis,  this  pa- 
tient completed  steroids  and  was  not  on  any 
medication.  Laboratory  studies  3 weeks  af- 
ter steroid  completion  revealed  eosinophils 
4%,  and  a normal  sedimentation  rate.  A non- 
steroidal antiinflammatory  medication  was 
recommended  as  prophylaxis. 

Approximately  6 weeks  after  discontinu- 
ing steroids,  the  patient  began  to  experi- 
ence bilateral  hand  stiffness  and  mild  swel- 
ling. Eosinophils  were  increased  at  1 7%,  and 
ESR  was  moderately  elevated  at  19%,  PFT's 
were  within  normal  limits.  He  was  restarted 
on  Prednisone  10  mg.  every  other  day,  with 
monthly  follow-up  laboratory  (CBC,  ESR), 
and  pulmonary  function  tests  done  every  3 
months. 
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FIGURE  1 

Homogeneously  thickened  fascia  showing 
chronic  inflammatory  cell  infiltrate  including  eosinophils  (x400). 


Approximately  3 years  after  onset,  this  pa- 
tient continues  on  Prednisone  7.5  mg  every 
other  day.  Skin  now  appears  normal,  eosino- 
phils are  0%,  with  laboratory  follow-up  every 
2 months.  He  has  resumed  moderate  activ- 
ity in  sports,  and  complains  of  only  mild 
residual  hand  weakness  bilaterally. 

DISCUSSION 

Our  patient  displayed  well-documented 
clinical  and  histological  features  of  eosino- 
philic fasciitis,  responding  dramatically  to 
corticosteroid  therapy. 

The  etiology  and  pathogenesis  of  eosino- 
philic fasciitis  remains  unclear.  Eosinophilia 
is  found  in  varying  degrees  in  numerous 
diseases  and  has  been  reviewed  exten- 
sively. 

Abnormal  laboratory  values  have  been  as- 
sociated with  eosinophilic  fasciitis,  includ- 
ing eosinophilia  as  marked  as  49%  and  an 
elevated  sedimentation  rate  in  the  majority 
of  patients.  Antinuclear  antibody  and  rheu- 
matoid factor,  if  positive,  are  low  in  titer. 
Hypergammaglobulinemia  occurs  in  over 
70%  (9,  Tables  2,  3). 

Eosinophilia  in  the  blood,  tissues,  and  se- 
cretions may  be  associated  with  numerous 


disorders,  but  can  be  broadly  classified  into 
several  categories.  It  can  be  associated  with 
IgE-mediated  hypersensitivity  - as  in  allergy- 
induced  asthma,  allergic  rhinitis,  and 
helminthic  disorders,  blood  reactions,  lym- 
pho-proliferative  conditions,  and  a number 
of  connective  tissue  diseases  are  non-lgE.  Al- 
though the  precise  role  of  the  eosinophil  is 
not  entirely  clear,  there  is  evidence  that 
protein  contained  within  the  eosinophil 
markedly  enhances  the  immediate  hypersen- 
sitivity response.’^ 

Of  particular  interest  regarding  connec- 
tive tissue  disorders  has  been  the  tissue- 
damaging potential  of  the  eosinophil.  It  has 
been  postulated  that  several  proteins  con- 
tained within  the  eosinophil  are  responsible, 
most  notably  major  basic  protein  (MBP).^^ 

A study  by  Leiferman^^  observed  exten- 
sive deposition  of  major  basic  protein,  in  the 
absence  of  notable  eosinophils,  in  the  tissue 
of  patients  with  atopic  dermatitis.  The  abun- 
dance of  major  basic  protein  in  the  tissue 
may  be  result  of  activation  and  degranula- 
tion of  eosinophils  which  have  been  at- 
tracted to  the  subcutaneous  tissue.  The  cause 
of  eosinophil  accumulation  in  eosinophilic 
fasciitis  is  still  in  question. 
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TABLE  2 
Case  Studies: 

Comparison  of  Laboratory  Parameters 


Sex 

Age  at 

Onset  (yr)  eSR 

Ansell  et  al  (1976)  M 

14 

Britt  et  al  (1980)  F 

8 

Rodnan  et  al  (1975) 

1 1 

Caperton  et  al  (1976) 

4 

Kaplinsky  et  al  (1 980)  F 

8 

Michet  et  al  (1981 ) F 

12 

Sills  (1982)  F 

14 

F 

7 

Frayha  et  al  (1 985)  F 

10 

Stachow  et  al  (1985)  F 

1 1 

M 

10 

TABLE  3 

Common  Laboratory  Parameters  of  Patients  with 

Eosinophilic  Fasciitis 


Test 

Percent 

Eosinophilia  (>400  cu  mm) 

90 

Hypergammaglobulinemia 

(>3.0  g/dl) 

75 

Elevated  IgC  (>2.0  g/dl) 

70 

Sedimentation  rate 

(>1 5 mm/hr 

70 

Rheumatiod  factor 

10 

Antinuclear  antibody 

15 

Anti-DNA  antibody 

(>20%  binding) 

10 

SUMMARY  AND  IMPLICATIONS 

This  patient  presented  with  classical  symp- 
toms of  eosinophilic  fasciitis.  Following  di- 
agnosis, the  patient  was  started  on  corticos- 
teroid, responding  dramatically  within  a short 
period  of  time.  After  two  years  of  treatment 
and  gradual  taper  of  corticosteroids,  the 
patient  was  symptom  free.  After  only  one 
month  of  cessation  of  steroids,  however,  the 
patient  began  to  experience  recurrence  of 
symptoms  and  increasing  eosinophil  count. 

It  is  important  to  consider  eosinophilic 
fasciitis  in  patients  presenting  with  joint  con- 
tractures, arthritis,  and  scleroderma-like  skin 
changes.  Although  our  patient  had  classical 
eosinophilic  fasciitis,  other  disorders  must 
not  be  overlooked.  Histological  examina- 
tion will  differentiate  other  muscle  disease 
and  scleroderma-like  syndromes. 

REFERENCES 

1.  Shulman  LE:  Diffuse  fasciitis  with  hypergam- 
maglobulinemia: A new  syndrome?  J Rheumatol,  1 
(SuppI):  569-70,  1974. 

2.  Wasserman  SI,  Seibold  JR,  Medsger  TA,  and 
Rodnan  CP:  Serum  eosinophilotactic  activity  in  eo- 
sinophilic fasciitis.  Arthritis  Rheum,  25:1352-56,  1982. 

3.  Michet  CJ,  Doyle  JA,  Cinsburg  WW:  Eosinophilic 
fasciitis.  Report  of  15  cases.  Mayo  Clin  Proc  56:27-34, 


ANA  RF  Gamma  Eos 

2037 

670 


990 

940 

1:320  (12%) 

1:640  - 3744 


1981. 

4.  Kent  LT,  Cramer  SF,  Moskowitz  RW:  Eosinophlic 
fasciitis,  clinical,  laboratory,  and  microscopic  Consid- 
erations. Arthritis  Rheum,  24,  No.  5,  677-83,  1981. 

5.  Patrone  NA,  Kredich  DW:  Eosinophilic  fasciitis  in 
a child.  Am  j Dis  Child,  138:363-365,  1984. 

6.  Britt  WJ,  Duray,  PH,  Dahl  MV,  Coltz  RW:  Diffuse 
fasciitis  with  eosinophilia:  A steroid-responsive  variant 
of  scleroderma,  j Pediatrics  97:432-4,  1980. 

7.  Frayha  RA,  Atiyah  F,  Karam  P,  Ali  Ahmed  Z, 
Salman  SM:  Eosinophilic  fasciitis  terminating  as  pro- 
gressive systemic  sclerosis  in  a child,  Dermatologica. 
171:291-94,  1985. 

8.  Sills  EM:  Diffuse  fasciitis  with  eosinophlia  in  child- 
hood. Johns  Hopkins  Med  J,  151:302-7,  1982. 

9.  Beaucher  WN:  Fasciitis  with  eosinophilia:  A case 
report,  NER  Allergy  Proc,  6:374-76,  1985. 

10.  Silverman  ED,  Adormato  T,  and  Miller  JJ:  Eosino- 
philic fasciitis  in  a two-year-old  child.  Arthritis  Rheum. 
28:948-51,  1985. 

11.  Olson  NY,  Lindsley  CB,  Kepes  JJ:  Eosinophilic 
Fasciitis  presenting  as  inflammatory  polyarthritis.  Pedi- 
atrics. 78:512-14,  1986. 

12.  Fauci  AS,  Harley  JB,  Roberts  WC,  Ferrans  VJ, 
Gralnick  HR,  Bjornson  BH:  THe  idiopathic  hypereo- 
sinophilic  syndrome.  Ann  Intern  Med,  97:78-92,  1982. 

13.  Kay  AB:  Eosinophils:  Role  in  asthma,  allergy  and 
parasite  immunity.  NER  Allergy  Proc,  6:341-51,  1985. 

14.  Cohen  SC:  Immunologic  aspects  of  eosino- 
philia. NER  Allergy  Proc,  6:352-59,  1985. 

15.  Leiferman  KM,  Ackerman  SJ,  Sampson  HA, 
Haugen  HS,  Venencie  PY,  and  Cleich  CJ:  Dermal 
deposition  of  eosinophil-granule  major  basic  protein 
in  atopic  dermatitis.  N Eng  J Med,  313:282-85,  1985. 

16.  Ansell  BM,  Nasseh  CA,  Bywaters  EDC:  Sclerod- 
erma in  childhood.  Ann  Rheum  Dis,  35:198,  1976. 

17.  Rodnan  CP,  DiBartolomeo  AC,  Medsger  TA,  et 
al:  Eosinophilic  fasciitis:  Report  of  seven  cases  of  a 
newly  recognized  scleroderma-like  syndrome.  Arthri- 
tis Rheum,  18:122-23,  1975. 

18.  Caperton  EM,  Hathaway  DE,  Dehner  LP:  Mor- 
phea, fasciitis,  and  scleroderma  with  eosinophilia:  a 
broad  spectrum  of  disease  (abstract).  Arthritis  Rheum, 
19:792,  1976. 

19.  Kaplinsky  N,  Bubis  JJ,  Pras  M.  Localized  eosino- 
philic fasciitis  in  a child.  Rheumatol,  7(4):541-3,  1980. 

20.  Stachow  A,  Jablonska  S,  Kencka  D:  Tryptophan 
metabolism  in  scleroderma  and  eosinophilic  fasciitis. 
In  Black  CM,  Myers  AR  (eds):Systemic  Sclerosis 
(Scleroderma).  Cower  Medical,  New  York,  p.  30, 
1985. 


302 


Nebraska  Medical  Journal 


November  1990 


ORIGINAL  ARTICLE 


Primary  Lymphoma  of  Bone 


*HONC  W.  CHIN,  M.D.,  Ph.D. 

Departments  of  Radiation  Oncology 

MICHAEL  H.  McCUIRE,  M.D. 

Orthopaedic  Surgery 


MARGARET  BLOCK,  M.D.,  FACP 

Medical  Oncology 
ALBERT  R.  FRANK,  M.D. 
Departments  of  Radiation  Oncology 


BRUCE  M.  BOMAN,  M.D.,  Ph.D. 

Medical  Oncology 

JAMES  A.  MAILLIARD,  M.D. 

Medical  Oncology 


Creighton  University  School  of  Medicine.  Omaha.  Nebraska  68131 


NON-HODCKIN'S  lymphomas  are 
malignancies  of  lymphoid  tissues 
typically  arising  in  lymph  nodes. 
However,  they  ocassionally  develop  in  ex- 
tranodal  loci  as  well.  Primary  lymphoma  of  the 
bone,  formerly  known  as  reticulum  cell  sar- 
coma, is  one  example  that  is  well  recognized. 

The  incidence  of  primary  lymphoma  of 
bone  is  estimated  to  be  about  7 per  cent  of  all 
malignant  bone  tumors  and  accounts  for 
approximately  5 per  cent  of  all  extranodal 
lymphomasL  The  differential  diagnosis  in 
cases  of  primary  lymphoma  of  bone  include 
those  lesions  found  to  consist  of  small  round 
cells  on  histopathologic  examination.  These 
are  infection,  Ewing's  sarcoma,  disseminate--* 
lymphomas,  multiple  myeloma,  metastati-- 
small  cell  carcinoma  and  metastatic  neuro 
blastoma  in  the  young.  Differential  diagnosis 
of  primary  lymphoma  of  bone  is  important 
because  it  has  a distinct  clinical  course  and 
more  favorable  prognosis  than  other  primary 
malignancies  of  bone.  In  addition  to  conven- 
tional light  microscopy,  and  electron  micro- 
scopy, immunocytochemical  methods  are  now 
available  and  very  useful  in  detecting  surface 
markers  (leukocyte  common  antigen  as  well 
as  various  markers  of  T and  B cell  differentia- 
tion) to  confirm  a diagnosis  of  primary 
lymphoma  of  bone.  Characteristically,  primary 
lymphoma  of  bone  has  a better  prognosis 
than  disseminated  non-Hodgkin's  lymphoma. 
The  prognosis  also  compares  favorably  against 
localized  Ewing's  sarcoma  which  sometimes 
has  been  confused  with  this  tumor  entity^.  We 
are  reporting  one  such  rare  case  of  primary 
lymphoma  of  bone.  In  addition,  this  report 
will  review  the  literature  relevant  to  the 
clinical  features,  staging  criteria  and  current 
therapies  and  prognosis. 

CLINICAL  PRESENTATION 

Eighty-six  patients  with  lymphoma  of  bone 
were  collected  from  four  reports^'®  to  review 
the  clinical  presentation  (Figures  1 and  2), 


staging,  treatment,  and  prognosis.  Primary 
lymphoma  of  bone  may  occur  at  any  age  from 
childhood  to  the  elderly  with  a mean  age  of  30 
years.  Peak  incidence  is  in  the  second  and 
third  decades  (Figure  1).  Male  to  female  ratio 
is  roughly  1 .81  ;1 . There  were  21  males  and  1 0 

females  in  Parvinen's  series^  and  1 8 males  and 
15  females  according  to  Clayton  et  al.^.  The 
most  common  symptoms  were  localized  bone 
pain,  swelling  or  both.  The  femur  was  the  most 
frequently  involved  bone^-^,  being  the  site  of 
initial  tumor  involvement  in  30  per  cent, 
followed  by  the  humerus  in  13  per  cent 
(Figure  2). 
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FIGURE  1 

Age  and  sex  incidence  of  lymphoma  of  bone  in  8b 
patients  collected  from  the  literature^'® 

*Address  correspondence  and  reprint  requests  to: 
H.  W.  Chin,  M.D.,  Ph.D.  Director,  Radiation  Therapy, 
SL  Joseph  Hospital,  Omaha,  NE  68131. 
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Distribution  by  site 
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FIGURE  2 

Site  of  primary  lymphoma  of  bone  in  86  patients 
collected  from  the  literature.^’^ 

CASE  ILLUSTRATION 

This  41  year  old  white  male  patient  presented 
to  his  referring  physician  with  progressive  and 
severe  pain  of  his  right  upper  arm.  He  had  had 
intermittent  episodes  of  tenderness  over  his 
right  humerus  of  about  two  months  duration. 
The  pain  rapidly  progressed  to  the  point  of 
limited  mobility  of  his  right  arm.  Radiographic 
examination  of  his  right  arm  revealed  a 
destructive  lesion  of  the  right  humerus  (Figure 
3).  An  MRI  scan  better  delineated  the  lesion. 
A CT  scan  of  the  chest  showed  no  remarkable 
abnormalities,  and  a CT  scan  of  the  abdomen 
revealed  only  mild  splenomegaly  and  a small 
liver  cyst.  A bone  scan  showed  increased 
activity  in  the  shaft  of  the  right  humerus  only. 
Physical  examination  was  unremarkable  ex- 
cept for  bony  tenderness  over  his  right 
humerus.  Open  biopsy  of  the  right  humerus 
was  performed  and  revealed  a diffuse  large 
cell  lymphoma  Immunocytochemical  studies 
(leukocyte  common  antigen,  various  T and  B 
cell  markers,  etc.)  confirmed  primary  lym- 
phoma of  bone.  Bone  marrow  biopsies  and 
aspirates  from  both  posterior  iliac  crests  were 
negative  for  lymphoma  A therapeutic  program 
of  combined  chemotherapy  and  local  radia- 
tion therapy  was  started  shortly  after  staging 
was  completed. 

STAGING: 

Extent  of  disease  is  usually  defined  by  the 
staging  system  outlined  by  the  Ann  Arbor 
Conference®.  Among  the  patients  presenting 
with  a solitary  lymphoma  of  bone,  approxi- 
mately half  appear  to  be  Stage  l-E  after 
thorough  clinical  staging,  and  the  remainder 


are  found  to  have  evidence  of  dissemination 
mainifested  by  lymph  node,  visceral,  or  poly- 
ostotic disease^  ® . Of  61  patients  reported 
by  Bacci  et  al,  30  were  classified  as  Stage  l-E 
disease  after  staging  procedure^.  In  Parvinen's 
series,  twenty-one  of  31  patients  who  initially 
presented  with  primary  lymphoma  of  bone 
remained  in  Stage  1 following  extensive 
staging  evaluation®.  Staging  procedures  are 
shown  in  Table  1.  Recently,  MRI  scanning  has 
become  useful  as  a staging  tool.  It  has 
increased  sensitivity  as  compared  to  other 
radiologic  techniques  for  accurately  demon- 
strating bone  marrow  abnormalities.  Pathologic 
processes  in  bone  marrow  are  of  low  signal  on 
T-1  weighted  images  by  MRI^. 

H I STO  PATHOLOGY 

The  distibution  of  histologic  subtypes  in 
primary  lymphoma  of  bone  can  be  distinctive 
from  that  of  lymphoma  arising  in  peripheral 
lymphoid  tissue.  The  majority  of  bone  lym- 
phomas (as  was  our  case)  are  diffuse  large-cell 
lymphomas  (89%).  Diffuse  undifferentiated 
(small  noncleaved  cell)  lymphoma  and  diffuse 
well  differentiated  (small  cell)  lymphocytic 
lymphoma  accounted  for  only  8%  and  3%, 
respectively®.  The  cleaved  cell  lymphomas 
appear  to  have  significantly  better  prognoses. 
Dosoretz  et  al.  found  that  the  probability 


FIGURE  3 

Bony  lesion  of  large  cell  lymphoma  involving  the  shaft 
of  right  humerus. 
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TABLE  1.  Staging  procedures 


ROUTINE  EXAMINATIONS 
Medical  history 
Physical  examination 
Routine  laboratory  tests 
(CBC  & differential,  blood 
chemistry) 

ECC 


DIAGNOSTIC  PROCEDURES 
Isotope  bone  scan 
Chest  roentgenogram 
CT  scans  of  chest,  abdomen 
and  pelvis 

CT/MRI  scan  of  involved 
area 

Bone  marrow  biopsies  and 
aspirates  (usually,  bilateral 
posterior  iliac  crest) 
Percutaneous  liver  biopsy 
(optional) 

Bipedal  lymphangiograms 
(optional) 

Staging  laparotomy 
(optional) 


of  5-year  NED-survival  was  approximately 
64%  in  cleaved  cell  lymphoma  versus  only 
1 3%  in  non-cleaved  cell  types^. 

THERAPY 

SURGERY:  The  primary  role  of  surgery  is  to 
establish  a pathologic  diagnosis.  For  accurate 
histopathologic  diagnosis,  it  is  important  to 
obtain  an  adequate  biopsy  specimen.  Suffici- 
ent material  should  be  obtained  for  permanent 
sections,  special  studies  and  electron  micro- 
scopic study  if  applicable,  in  addition  to  a 
frozen  section.  The  secondary  role  of  surgery 
is  treatment  of  pathologic  fractures  of  bone 
which  occur  relatively  frequently.  Surgical 
resection  and  reconstruction  of  the  extremity 
has  been  considered. 

RADIATION  TREATMENT:  Local  control  of 
tumor  is  usually  achieved  with  minimal  mor- 
bidity with  radiation  treatment  The  entire 
bone  should  be  irradiated  up  to  4000  cGy 
with  an  additional  1000-15000  cGy  boost  to 
the  primary  tumor.  Adjacent  lymph  nodes  are 
usually  included  in  the  treatment  portals.  In 
addition  to  good  local  control  of  the  tumor, 
excellent  function  of  the  affected  part  can  be 
preserved  with  radiation  treatment. 

CHEMOTHERAPY:  Many  patients  with  ad- 
vanced stage  lymphoma  require  aggressive 
chemotherapy  in  addition  to  local  radio- 
therapy. Patients  with  small.  Stage  1-E  bone 
lesions  who  have  been  adequately  staged  can 
be  treated  with  radiation  alone.  For  more 
advanced  disease  various  combination  chemo- 
therapy regimens  may  be  used  but  they 
should  include  multiple  active  agents  in 
sufficient  dose  intensity  to  cure  aggressive 
histologic  types  of  lymphoma  Examples  of 
these  would  be  Promace-Cytabom  (Cytoxan, 
VP-16,  Vincristine,  Adriamycin,  Ara  C,  Bleomycin, 
Methotrexate,  Prednisone)  and  MACOP-B 


(Methotrexate,  Adriamycin,  Cytoxan,  Vincris- 
tine, Prednisone,  Bleomycin). 

PROGNOSIS 

Treatment  with  radiotherapy  results  in  rapid 
decrease  or  complete  resolution  of  subjective 
symptoms  such  as  pain  and  swelling.  By  the 
completion  of  radiation  treatment,  these 
clinical  symptoms  have  completely  resolved 
in  the  majority  of  patients.  Objectively,  virtually 
all  patients  show  evidence  of  radiographic 
and  scintigraphic  improvement  in  4 to  8 
weeks.  Survival  generally  correlates  with  the 
extent  of  disease  and  therapy  given.  Disease 
free  survival  of  Stage  l-E  primary  lymphoma  of 
bone  is  similar  to  that  of  Stage  I lymphoma 
arising  in  lymphatic  sites.  Using  radiation 
treatment  alone,  70-90%  survival  rates  have 
been  reported  in  this  stage  of  disease.  Clayton 
et  al.  found  that  all  5 patients  who  had  Stage  I- 
E primary  lymphoma  of  bone  with  favorable 
histologic  types  (cleaved  cell)  survived  5 years 
with  no  evidence  of  recurrence^  However, 
only  half  of  the  patients  with  a similar  stage  of 
disease  but  with  unfavorable  histologic  types 
(3  to  6 patients)  were  alive  at  5 years. 
According  to  Bacci  et  al.  three  of  four  patients 
treated  with  radiation  therapy  only  were 
disease-free^.  However,  four  of  six  patients 
who  were  treated  with  low  dose  radiotherapy 
(less  than  3000  cCy)  died  or  had  recurrent 
tumor  at  the  primary  site.^  For  more  extensive 
lymphomas,  prognosis  is  dependent  on  the 
stage  of  disease  and  intensity  of  therapy.  Bacci 
et  al.  reported  an  88%  disease-free  survival 
rate  among  26  patients  who  received  a 
combined  chemo-radiotherapy  program^. 
There  is  some  suggustion  that  even  for 
localized  disease  prognosis  may  be  worse  in 
those  patients  with  extensive  tumors  invading 
into  soft  tissue  and  those  presenting  with 
pathologic  fracture. 

SUMMARY 

Primary  lymphoma  of  bone  is  a rare  clinical 
entity  that  accounts  for  less  than  one  per  cent 
of  all  non-Hodgkin's  lymphomas.  Although 
they  occasionally  present  as  a solitary  lesion  in 
bone,  lymphoma  involving  bone  is  a mani- 
festation of  disseminated  disease  in  many 
instances.  All  patients  initally  found  to  have  a 
solitary  lymphoma  of  bone  need  to  be 
thoroughly  investigated  for  systemic  disease 
because  more  than  half  of  the  patients 
presenting  with  initally  solitary  bone  lesions 
are  found  to  have  systemic  disease  involving 
lymph  nodes  and/or  other  organs.  Choice  of 
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therapeutic  management  is  based  on  the 
stage  of  disease.  Stage  l-E  primary  lymphoma 
of  bone  can  be  controlled  in  70-90®/o  of  cases 
using  local  radiation  therapy  alone  if  adequate 
radiation  doses  are  used.  Patients  with  advanced 
disease  should  be  treated  with  combination 
chemotherapy  in  addition  to  local  radiotherapy. 
Loeffler  et  aP°  reported  long-term  survival 
results  of  90%  8-year  actuarial  overall  survival 
rate  for  children  with  primary  lymphoma  of 
bone  who  received  combined  therapy  with 
radiation  and  chemotherapy  (adriamycin, 
prednisone  and  oncovin).  The  actuarial  lym- 
phoma-free survival  rate  was  100%  at  eight 
years.  Regardless  of  stage  of  the  disease, 
radiation  treatment  to  the  primary  tumor 
appears  to  be  critical  for  adequate  local 
control  of  disease  as  well  as  rapid  symptomatic 
relief. 
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ORIGINAL  ARTICLE 

Infrared  Photocoagulation  of  Hemorrhoids 


•TIMOTHY  P.  O'HOLLERAN,  M.D.,  F.A.CS. 
Great  Plairts  Regional  Medical  Center 
North  Platte.  Nebraska 


INTRODUCTION 

SYMPTOMATIC  hemorrhoids 
affect  half  of  the  popula- 
tion over  age  50  in  the 
United  States.^  Many  of  these  can  be  treated 
on  an  outpatient  basis.  Sclerotherapy  and 
rubber  band  ligation  have  been  used  for 
years  for  the  treatment  of  grade  1 and  2 
bleeding  internal  hemorrhoids.  This  report 
deals  with  the  relatively  new  treatment  of 
infrared  photocoagulation. 

PATIENTS  AND  METHODS 

From  September  1986  through  April  1989, 
25  patients  with  grade  one  and  grade  two 
bleeding  internal  hemorrhoids  were  treated 
with  infrared  photocoagulation.  Their  ages 
ranged  from  27  years  to  77  years.  There  were 
18  men  and  7 women. 

Photocoagulation  was  performed  using  an 
Endolase  Infrared  Coagulator.  Infrared  radia- 
tion is  produced  and  applied  to  the  apex  of 
the  hemorrhoidal  mass  with  a contact  probe. 
The  tip  of  the  instrument  is  protected  by  a 
polymer-coated  cap  to  prevent  tissue  adher- 
ence. The  probe  was  advanced  through  a 
plastic  anoscope.  One  percent  lidocaine  jelly 
was  used  as  a lubricant  and  topical  anes- 
thetic. The  probe  was  applied  at  one  to  one 
and  a half  second  settings  at  three  or  four 
sites  above  each  hemorrhoid.  The  power 
supply  unit  has  a built-in  timing  device  that 
allows  variation  in  the  duration  of  the  radia- 
tion. As  recommended  by  the  manufacturer, 
each  major  group  of  hemorrhoids  was  treated 
at  separate  office  visits  about  ten  days  to  two 
weeks  apart.  Most  patients  had  three  major 
hemorrhoidal  areas  that  needed  to  be  treated. 

Oral  acetaminophen  was  adequate  for  pain 
relief  for  most  of  the  patients.  They  were  all 
instructed  in  the  importance  of  a high  fiber 
diet. 

The  follow-up  has  ranged  from  9 months 
to  40  months.  All  patients  were  interviewed 


in  person  or  by  telephone.  Results  were  clas- 
sified as  "good",  if  the  patient  was  sympto- 
matically improved  "same",  if  they  remained 
symptomatically  unchanged  or  "worse",  if 
they  were  clinically  or  symptomatically  worse 
than  before  treatment. 

RESULTS 

Twenty  five  patients  were  treated  with 
photocoagulation.  Twenty  three  patients  were 
available  for  follow  up.  Two  patients  were 
lost  to  follow  up  about  one  year  after  treat- 
ment but  had  not  re-bled  at  that  time.  Twenty 
one  patients  reported  good  results  and  were 
glad  that  they  underwent  the  treatment  even 
though  three  of  these  were  not  following  the 
prescribed  high  fiber  regimen.  One  patient 
reported  that  his  condition  and  symptoms 
are  the  same  even  though  physical  exam 
reveals  no  further  sign  of  hemorrhoids.  One 
patient  reported  a worse  condition  and  sub- 
sequently returned  with  a prolapsed,  throm- 
bosed external  hemorrhoid  which  required 
surgical  excision.  He  had  no  rectal  bleeding. 
He  was  not  following  a high  fiber  regimen. 
(Table  1). 

TABLE  1 

RESULTS  MAINTAINING  NOT  MAINTAINING 

HIGH  EIBER  DIET  HIGH  EIBER  DIET 

Good  1 8 3 

Same  1 0 

Worse  0 i 

No  Follow  Up  2 

There  were  two  early  post  treatment  com- 
plications. One  patient  had  significant  pain 
for  several  days  which  required  oral  narcotics 
and  one  patient  had  bleeding  from  the 
photocoagulation  site  which  required  suture 
ligation  three  days  after  treatment. 

DISCUSSION 

The  signs  and  symptoms  of  hemorrhoids 
are  bright  red  rectal  bleeding,  mucosal  pro- 
lapse and  occasional  itching  or  pain.  Hemor- 
rhoids are  usually  classified  into  four  grades. 
Grade  1 hemorrhoids  bleed,  but  remain  at 

‘Address  correspondence  and  reprint  requests  to:  Timothy  P, 
O'Holleran,  M.D.,  516  W.  Leota,  North  Platte,  NE  69101. 
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their  proper  level  in  the  anal  canal.  Grade  2 
hemorrhoids  are  associated  with  prolapse 
and  bleeding  with  straining,  but  they  sponta- 
neously reduce.  Grade  3 hemorrhoids  must 
be  reduced  manually.  Grade  4 hemorrhoids 
cannot  be  reduced,  and  often  become  throm- 
bosed. 

Non-operative  outpatient  procedures  have 
become  increasingly  popular  for  the  treat- 
ment of  internal  hemorrhoids.  Injection  scle- 
rotherapy and  rubber  band  ligation  have 
been  used  for  many  years. 

Sclerotherapy  involves  the  injection  of  a 
sclerosing  agent  into  the  hemorrhoidal  submu- 
cosa. It  is  effective  for  grade  1 and  2 internal 
hemorrhoids.  It  has  been  associated  with 
mucosal  necrosis  and  anorectal  abscess  for- 
mation and  therefore  has  not  become  popu- 
lar in  this  country.^ 

Rubber  band  ligation  is  an  effective  office 
procedure  for  the  treatment  of  grade  2 and 
minor  grade  3 hemorrhoids,  with  a long  term 
success  rate  of  66%  to  76%.^  A rubber  band 
is  placed  at  the  base  of  the  hemorrhoid.  This 
causes  necrosis  and  sloughing  of  tissue.  An 
ulcer  forms  which  heals  in  about  2 weeks. 

Infrared  coagulation  has  recently  been 
shown  to  be  successful  in  the  treatment  of 
grade  1 and  2 bleeding  internal  hemor- 
rhoids.^-'’'^ The  infrared  radiation  causes  pho- 
tocoagulation over  an  area  of  3 millimeters 
and  to  a depth  of  3 millimeters.  Over  the  fol- 
lowing 2 weeks,  an  ulcer  forms  which  heals 
by  cicatrization.  This  causes  fixation  of  mucosa 
to  the  underlying  tissue  and  this  reduces 
blood  flow  to  the  hemorrhoid. 

Studies  have  been  done  comparing  rubber 
band  ligation  and  infrared  coagulation. 
Ambrose,  et  al,  and  Templeton,  et  al,  found 
the  two  treatments  to  have  similar  success 
rates  in  grade  1 and  2 hemorrhoids.'*'^  Each 
of  these  trials  involved  multiple  sessions. 
They  found  rubber  band  ligation  to  have 
more  complications,  even  when  done  by  an 
experienced  surgeon.  Weinstein,  et  al,  found 
rubber  band  ligation  to  be  more  successful 
than  infrared  coagulation  if  only  a single 
session  was  done.^  They  found  the  rubber 
band  ligation  group  to  have  more  discomfort 
and  complications.  Rubber  band  ligation  is 
generally  associated  with  only  a 1 or  2% 
complication  rate,  but  the  complication  of 


pelvic  cellulitis  can  be  lethal.^-®  these  previ- 
ously mentioned  papers  agree  that  rubber 
band  ligation  is  more  effective  than  infrared 
coagulation  for  grade  3 prolapsing  hemor- 
rhoids. 

The  advantages  of  photocoagulation  are 
that  the  depth  and  diameter  of  the  zone  of 
injury  can  be  precisely  controlled.  It  is  an 
easy,  safe  and  rapid  method  of  treatment. 
The  technique  can  be  learned  easily  and 
quickly  from  the  material  provided  by  the 
manufacturer  of  the  equipment.  The  main 
disadvantages  of  infrared  coagulation  are  the 
cost  of  the  equipment  (about  $1600.00)  and 
the  need  for  repeat  treatments. 

As  mentioned  before,  of  the  23  patients 
treated  in  our  office  who  were  available  for 
follow  up,  21  reported  good  results  and 
required  no  further  therapy.  We  encourage 
patients  to  follow  a high  fiber  diet  and  avoid 
straining  with  bowel  movements.  We  feel 
that  this  contributes  to  a successful  recovery. 

SUMMARY 

Twenty  five  patients  with  grade  one  and 
grade  two  bleeding  internal  hemorrhoids  were 
treated  with  infrared  photocoagulation.  This 
study  did  not  compare  the  different  methods 
of  treatment,  however  the  results  do  support 
the  contention  that  infrared  photocoagula- 
tion is  an  effective,  safe  method  of  treatment 
for  low  grade  bleeding  internal  hemorrhoids. 
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PRESIDENT'S  PAGE 


Thanksgiving  Reflections 


PAUL  E.  COLLICOTT,  M.D. 
President.  Nebraska  Medical  Association 


We  are  now  less  than  two  weeks  away  from  celebrat- 
ing Thanksgiving  Day,  a time  of  year  in  which  we  are 
allowed  to  reflect  upon  the  efforts  of  our  labor,  the 
abundance  or  lack  thereof  of  our  harvest,  and  assume 
renewed  goals  for  the  year  ahead  in  light  of  the  experi- 
ences of  the  last  year.  It  is  also  time  when  we  have  just 
been  frightened  to  death  by  all  the  witches  and  ghosts  of 
Halloween,  and  in  this  case,  the  Budget  Reconciliation  Bill 
provisions  for  Medicare  for  fiscal  year  1991.  I thought, 
therefore,  appropriate  with  this  month's  President's  Page, 
to  provide  you  with  a summary  of  the  key  Budget  Recon- 
ciliation Bill  provisions  in  which  there  are  certain  aspects 
we  can  be  thankful  for  and  others  which  we  will  indeed  be 
frightened.  We  did  receive  some  treats  for  Halloween 
along  with  some  tricks. 

Late  on  the  afternoon  of  October  27,  the  Senate 
narrowly  approved  (54-45)  the  fiscal  year  1991  budget 
reconciliation  package.  The  House  approved  it  earlier  in 
the  morning  on  a close  vote  of  228-200.  These  votes 
capped  an  unprecedented  legislative  frenzy  which  com- 
pressed a process  which  normally  takes  10  months  into 
two  weeks.  Despite  the  partisan  bickering  and  fighting 
and  last  minute  political  shenanigans,  the  final  budget 
agreement  contains  significant  successes  for  medicine, 
particularly  as  compared  to  the  President's  original  budget 
submission  in  January. 

First  of  all,  let  me  discuss  the  biggest  treat  for  the 
members  of  the  Nebraska  Medical  Association.  Through 
the  efforts  of  the  Officers  and  Executive  Director,  count- 
less hours  have  been  spent  carrying  out  the  directives  of 
the  House  of  Delegates  toward  the  implementation  of  a 
single-tier  reimbursement  plan  for  the  State  of  Nebraska 
under  Medicare.  Your  Officers  and  Board  selected  Sena- 
tor J.  James  Exon  as  the  congressional  "point  man"  to  help 
us  address  this  issue  at  the  federal  level.  It  was  originally 
thought  that  changes  could  be  made  administratively 
through  HCFA.  However,  these  efforts  were  thwarted.  It 
then  became  necessary  to  approach  this  issue  from  a 
legislative  direction.  After  several  trips  and  phone  calls  to 
Washington,  D.C.  during  the  late  summer  and  early  fall  by 
your  President,  a provision  was  included  in  a Senate 
Finance  Bill  which  then  went  to  the  Budget  Conference 
Committee  which  would  allow  the  Secretary  of  Health 
and  Human  Services  to  provide  treatment  of  a state  as  a 
single  fee  schedule  area.  This  was  done  in  conjunction 
with  the  unanimity  of  each  member  of  the  congressional 
delegation  from  the  State  of  Nebraska,  namely  Senator 
Bob  Kerrey,  and  Representatives  Hoagland,  Smith  and 
Beureter.  The  combined  efforts  of  the  people  have  been 
successful  to  create  a single  physician  payment  locale  for 
Nebraska  physicians.  The  provision  that  was  passed  with 
the  reconciliation  bill,  allows  Nebraska,  along  with  Okla- 
homa, to  consolidate  its  current  payment  locales  into  one 
state-wide  payment  locale.  This  provision  will  become 
effective  January  1 , 1 992.  The  Nebraska  Medical  Associa- 
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tion  certainly  wishes  to  thank  all  of  the  members  of  the 
Nebraska  congressional  delegation  for  their  efforts  in 
achieving  the  goals  and  wishes  of  the  House  of  Delegates. 

In  addition,  the  budget  reconciliation  bill  drastically 
reduced  the  size  of  the  fiscal  year  91  Medicare  cuts 
proposed  by  the  President  from  $5.5  billion  to  $3.3  billion 
($1.4  billion  from  Part  B for  fiscal  year  1 991 ).  The  Medi- 
care Part  B premium  will  be  increased  to  $46.10  by  1995 
and  in  addition,  the  beneficiary  deduction  will  rise  to  $ 1 00 
in  1991. 

Another  significant  Halloween  "treat"  that  the  physi- 
cians of  the  State  of  Nebraska  received  from  Congress  in 
its  budget  reconciliation  package  was  that  four  of  the  five 
elements  of  the  Roland/Baccas  bills  (H.R.  4475  and  S. 
2591)  the  so-called  "anti-hassle  bills"  were  adopted.  Provi- 
sions that  were  passed  included  the  following:  1.  cross- 
coverage billing  (includihg  coverage  by  physicians  in 
locum  tenem  service)  will  be  permitted  with  a 60-day 
maximum  for  Medicare  and  under  Medicaid,  1 4 continu- 
ous days.  A physician  providing  coverge  in  a locum  tenem 
service  would  be  able  to  cross-bill  for  90  days.  2.  The 
Secretary  of  the  Health  and  Human  Services  will  be 
authorized  to  appoint,  based  upon  nominations  submit- 
ted by  medical  organizations  representing  physicians,  an 
advisory  council  composed  of  at  least  1 5 practicing 
physicians.  These  physicians  would  include  both  partici- 
pating and  non-participating  physicians  in  rural  and  under- 
served urban  areas.  The  Secretary  of  HHS  would  then 
consult  with  the  Council  concerning  proposed  changes 
and  regulations  and  carrier  manual  instructions  prior  to 
implementation.  3.  A demonstration  study  will  be  con- 
ducted under  the  auspices  of  the  Secretary  of  the  Health 
and  Human  Services  to  determine  whether  the  release  of 
pre-payment  medical  review  screen  parameters  influ- 
ences physician  billings.  This  study  is  to  be  authorized  in 
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at  least  6 carrier  areas.  In  addition,  the  aggregation  of 
claims  denial  appeals  will  be  studied  to  assess  whether 
Medicare  claims  could  be  aggregated  where  they  involve 
common  issues  of  law  and  fact  arising  from  physician 
services  furnished  in  the  same  fee  schedule  area  to  two  or 
more  individuals  by  two  or  more  physicians  and  the  aggre- 
gate amount  in  controversy  is  at  least  $1,000. 

For  primary  care  services  furnished  on  or  after  January 
1,  1991,  the  prevailing  charge  floor  will  be  raised  from 
50%  to  60%.  In  transition  to  the  full  fee  schedule  the 
adjusted  historical  payment  basis  for  primary  care  services 
would  be  determined  as  if  the  50%  floor  still  applied 
except  that  in  no  case  would  this  result  in  the  establish- 
ment of  a fee  schedule  amount  that  is  less  than  the 
prevailing  charge  level  determined  for  services  furnished 
in  1991.  In  addition,  the  limits  on  actual  charges  for 
physicians  evaluation  and  management  services  would 
be  set  at  the  lesser  of  the  update  1 990  MAAC  or  1 40%  of 
the  prevailing  charge  for  the  service  in  the  locality. 

Other  major  Medicare  successes  includes  the  provi- 
sion in  the  budget  reconciliation  bill  that  the  Department 
of  Health  and  Human  Services'  Office  of  Inspector  Gen- 
eral must  utilize  the  peer  review  organizations  to  review 
alleged  hospital  dumping  violations  rather  than  utilizing 
the  Office  of  the  Inspector  General.  There  is  also  a 
provision  that  a study  will  be  conducted  on  the  geo- 
graphic variations  under  the  RBRVS  to  be  completed  by 
July  1,  1992  to  study  the  effects  upon  the  geographic 
differences  in  practice  costs. 

There  have  been  some  changes  in  the  Medicaid  por- 
tion of  Medicare  which  would  include  a Medicaid  pre- 
scription drug  pricing  program  where  no  therapeutic 
substitution  would  be  allowed.  The  agreement  reached 
puts  the  onus  on  Medicaid  cost  cutting  on  prescription 
drug  manufacturers,  rather  than  on  physicians  through 
requirements  to  provide  "best  prices"  to  the  Medicaid 
program.  In  addition,  the  eligibility  of  Medicaid  recipients 
has  been  expanded  to  include  more  low-income  children 
and  the  frail  elderly.  The  broadening  of  the  eligibility  re- 
quirements for  the  Medicaid  program  will  certainly  stress 
an  already  busy  Nebraska  Department  of  Social  Services 
and  those  physicians  who  are  providing  "their  fair  share"  of 
full  service  to  the  Medicaid  patients. 

Other  further  "treats"  that  have  been  provided  by  the 
Congress  were:  1 . the  rejection  of  the  efforts  of  Represen- 
tative Pete  Stark  to  require  periodic  Medicare  certification 
of  physicians,  2.  the  rejection  of  the  Administration's 
proposal  to  impose  a $1  charge  against  physician  for 
every  claim  filed  non-electronically,  3.  the  rejection  by 
Congress  of  Mr.  Stark's  proposal  to  mandate  triplicate  pre- 
scription in  all  50  states,  and  finally,  4.  the  rejection  of  a 
proposal  whereby  reimbursement  would  be  diminished 
by  5%  if  the  physician  delivering  the  service  was  not  board 
certified  in  his  or  her  respective  specialty. 

And  now,  for  some  of  the  "tricks"  that  have  been 
implemented  to  meet  the  fiscal  1 991  budget  cuts  for  Part 
B of  the  Medicare  program.  There  will  be  further  reduc- 
tions in  the  244  previously  identified  "over-valued  proce- 
dures" by  the  Physicians'  Payment  Review  Commission, 
the  details  of  which  are  not  available  at  the  present  time. 
In  addition,  other  certain  new,  over-priced  procedures 
outside  of  the  244  services  included  in  the  phase  one  of 
the  Hsiao  study  have  been  identified  and  are  presumed  to 
be  overvalued.  Reimbursements  for  these  services  will  be 
reduced  somewhere  in  the  range  of  2-4%.  There  will  be 


increased  limitations  on  payments  for  assistance  at  sur- 
gery with  total  payments  for  the  assistant  not  to  reach 
more  than  20%  of  the  reimbursement  level  for  the  global 
surgical  service. 

There  will  be  further  extensions  on  the  limitations  in 
payment  amounts  for  new  physicians  extending  from  the 
now  two-year  time  period  to  four  years.  Presently,  the 
new  provision  passed  last  year,  assumes  that  the  care 
provided  by  a so-called  "new  physician"  is  not  worth  as 
much  as  the  care  provided  by  another  physician  simply 
based  on  years  of  practice.  The  current  law  caps  payment 
for  new  physicians  at  80%  for  the  first  year  and  at  85%  for 
the  second  year  of  the  prevailing  1 991  payment  amount. 
By  the  passage  of  this  provision,  there  now  has  been 
extension  to  four  years  most  likely  capping  the  payments 
at  90%  of  the  third  year  and  95%  in  the  fourth  year  of  the 
allowable  amounts.  It  is  presumed,  however  not  yet 
published,  that  exceptions  would  apply  for  primary  care 
services  provided  in  rural  areas  designated  as  health  man- 
power shortage  areas. 

Some  of  the  other,  non-budget  saving  provisions  of  the 
Budget  Reconciliation  Act  include  the  expansion  of  juris- 
diction for  the  Physician  Payment  Review  Commission  to 
include  Medicaid,  PROs,  private  insurance,  physicians'  lia- 
bility, physician  certification,  utilization  review,  and  gradu- 
ate medical  education.  Additionally,  the  budget  Reconcili- 
ation Act  includes  further  requirements  for  physicians  pro- 
viding Medicaid  services  in  which  the  use  of  universal 
personal  identification  numbers  on  Medicaid  bills  will  be 
required  and  certification  of  all  foreign  medical  graduates 
who  are  licensed  to  practice  in  the  United  States  after 
1 958.  The  Act  also  changes  the  standard  of  negligence  in 
the  patient  transfer  regulations  of  OBRA  '85  from  "know- 
ing" to  straight  negligence. 

The  Senate  Finance  Committee's  provision  adopted  by 
the  Budget  Reconciliation  Act  directs  the  Health  Care  and 
Finance  Administration  to  complete  studies  of  the  corre- 
lation between  personnel  standards  and  quality  improve- 
ment before  implementation  of  the  CLIA  regulations.  The 
Office  of  Management  and  Budget  has  already  notified 
HCFA  it  must  complete  a regulatory  impact  analysis  study 
on  the  proposed  regulations  before  implementation.  This, 
I am  sure,  is  a direct  result  of  all  the  voluminous  mail  that 
has  been  received  recently  by  HCFA  and  our  elected 
congressonal  leaders  in  relation  to  the  proposed  CLIA 
regulations. 

In  summary,  I believe  the  Budget  Reconciliation  Bill 
provisions  as  relates  to  Medicare  and  Medicaid  and  the 
physicians  supplying  those  services  have  indeed  had 
more  "treats"  than  "tricks."  Through  the  efforts  of  organ- 
ized medicine,  both  at  the  state  level  and  national  level, 
significant  agreements  have  been  reached  which  con- 
tinue to  provide  access  to  quality  medical  care,  the 
diminution  and  "hassle  factors"  and  finally,  the  implemen- 
tation of  the  single-tier  reimbursement  level  for  the  State 
of  Nebraska.  It  has  been  a difficult  and  onerous  task  to 
achieve  this  single-tier  reimbursement  level  and  we  should 
all  express  our  sincere  thanks  to  your  congressional 
delegation,  namely  Senator  J.  James  Exon,  Senator  Robert 
Kerrey,  Congresswoman  Virginia  Smith,  Congressman 
Douglas  Bereuter,  and  Congressman  Peter  Hoagland. 
While  the  material  presented  here  is  somewhat  general 
and  without  specific  details,  it  is  hoped  that  these  will 
become  available  to  be  provided  to  you  in  the  next  few 
weeks  by  means  of  the  "pink  sheet." 
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Dr.  Stanley  F.  Nabity,  Chairman,  presiding  at  the  Board  of 
Councilors  Meeting. 


Dr.  Richard  Meissner,  Speaker,  calls  the  first  session  of  the 
House  of  Delegates  to  order. 


Dr.  Timothy  Wahl,  NMPAC  Chairman,  addressing  the  House 
of  Delegates. 


Reference  Committee  #2  in  session. 


Reference  Committee  #1  in  session. 


Reference  Committee  #3  in  session. 
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Reference  Committee  #4  in  session. 


Reference  Committee  #5  in  session. 


Reference  Committee  #6  in  session. 


Dr.  David  Little,  Vice-Speaker,  presiding  over  the  House  of 
Delegates. 


Dr.  Frederick  Paustian  presents  the  report  of  Reference 
Committee  #1. 


Dr.  Benjamin  Gelber,  Editor,  presiding  at  the  Nebraska  Medi- 
cal journal  Editorial  Board  meeting. 


Dr.  lames  Dunlap  acknowledging  the  standing  ovation  he 
received  from  the  House  of  Delegates  in  recognition  of  his  10 
year  service  to  the  Board  of  Examiners  in  Medicine  and  Surgery. 


Dr.  Charles  Damico  presents  the  report  of  Reference  Com- 
mittee #2. 
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Dr.  Kenneth  Johnson  presents  the  report  of  Reference  Com- 
mittee #3. 


Dr.  M.  Jack  Mathews  presents  the  report  of  Reference  Com- 
mittee #4. 


Dr.  David  Filipi  presents  the  report  of  Reference  Committee 


Dr.  Donald  Weldon  presents  the  report  of  Reference  Commit- 
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AMA  NEWS  NOTES 

(continued  from  page  6-A) 

tively.  The  proposal  would  save  Medicare  some 
$50  million  a year,  the  administration  said. 

The  proposal  is  "nothing  more  than  a tax  on 
young  physicians  designed  to  achieve  arbitrary 
budget  cuts,"  the  legislative  alert  states.  It  points 
out  that  the  proposed  legislation  is  in  direct 
contradiction  to  the  concept  of  determining 
reimbursement  levels  on  the  basis  of  resource 
costs,  which  has  been  endorsed  by  Congress  as 
part  of  the  resource-based  relative  value  scale. 

The  section's  message  also  states  that  no  data 
exist  indicating  that  young  physicians  have  lower 
resource  costs,  and  emphasizes,  "In  fact,  the 
cost  of  education,  lost  opportunity  costs  for 
years  of  training,  professional  liability  costs,  and 
costs  of  starting  a practice  are  in  many  cases 
higher  for  new  physicians  than  others."  It  adds 
that  the  discriminatory  reimbursement  policies 
penalize  a group  of  physicians  likely  to  have 
high  Medicare  patient  populations  and  who 
accept  assignment.  This  will  "discourage  physi- 
cians from  seeking  training  in  the  lower-paying 
specialties  so  they  can  meet  their  educational 
and  other  debts,"  according  to  the  statement. 
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COMING  MEETINGS 


EMERGENCY  MEDICAL  SERVICES 
COURSE  SCHEDULE 

NOVEMBER  5-6,  1990  — Advanced  Trauma 
Life  Support  (ATLS). 

NOVEMBER  1 3-14,  1990  — Advanced  Cardiac 
Life  Support  Provider  (ACLS). 

NOVEMBER  27-28, 1 990  — Pediatric  Advanced 
Life  Support  (PALS). 

NOVEMBER  29  & 30  - DECEMBER  1,  1990  — 
Advanced  Trauma  Life  Support,  Ogallala 
(ATLS). 

DECEMBER  3-4,  1990  — Trauma  Nurse  Core 
Course  (TNCC). 

DECEMBER  11,  1990  — Advanced  Cardiac 
Life  Support  Recert  (ACLS). 

DECEMBER  12,  1990  — Advanced  Cardiac 
Life  Support  Instructor  (ACLS). 

If  no  location  has  been  specified  — the 
programs  will  be  held  at  the  Center  for 
Continuing  Education,  University  of  Nebraska 
Medical  Center  campus. 

For  further  information,  contact  Cindy  hlanssen.  Univer- 
sity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  600  South  42nd  Street,  Omaha,  Nebraska 
68198-6100.  Telephone  (402)  559-5979  or  our  toll-free 
MED  CONSULT  numbers  and  ask  for  Continuing  Education. 
In  Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

NOVEMBER  1-4,  1990  — Controversies  & 
Clinical  Management  in  High  Risk  Obstet- 
rics, New  Orleans,  Louisiana/Category  1 
AMA  credit  will  be  available. 

NOVEMBER  9-11,  1990  — Acute  Manage- 
ment of  the  Trauma  Patient,  Marriott  Hotel 
Omaha,  Nebraska/Category  1 AMA  credit 
will  be  available. 


JULY  9-13,  1991  — Present  and  Future  Clini- 
cal Applications  of  Tumor  Markers,  Ritz 
Carlton  Hotel,  Kona,  Hawaii/Category  1 
AMA  credit  will  be  available. 

OCTOBER  25-26,  1991  - Sixth  Annual  A 
Day  With  The  Perinatologists,  Omaha, 
Nebraska/Category  1 AMA  credit  will  be 
available. 

MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellowships 
on  a variety  of  topics.  They  are  designed  for 
the  physicians  who  can  leave  their  practice 
for  a period  of  intensive  personalized  CME. 

COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha,  Nebraska. 


DISTINGUISED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 
1 -800-5 48-CMED  or  1-402-280-1830. 
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UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CENTER  FOR  CONTINUING  EDUCATION 

(General  CME  Programs) 

NOVEMBER  1,  1990  — Untie  the  Elderly, 
Holiday  Inn  Central,  Omaha. 

NOVEMBER  29  - DECEMBER  1,  1990  — 
Nebraska  OB-GYN  Society  Scientific  Session, 
Bally's,  Las  Vegas,  Nevada. 

FEBRUARY  9-12,  1991  — 9th  Annual  Park  City 
Eye  & Facial  Plastic  Surgery  Conference, 
Olympic  Hotel,  Park  City,  Utah. 

MARCH  1 1-22,  1991  — Family  Practice 

Review. 

MARCH  28-29,  1991  — 40th  Annual  Program 
on  Obstetrics  and  Gynecology,  Holiday  Inn 
Central,  Omaha. 

APRIL  8-19,  1991  — Family  Practice  Review. 

If  no  location  has  been  specified  - the 
programs  will  be  held  at  the  Center  for 
Continuing  Education,  University  of  Nebraska 
Medical  Center  campus. 


ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  — A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSHIPS—  Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff. 
Dates  and  length  of  time  are  scheduled  at 
the  mutual  convenience  of  registrant  and 
faculty. 

FELLOWSHIPS  — Provide  in-depth  under- 
standing of  an  area  of  medicine,  but  does 
not  lead  to  certification.  These  programs  are 
usually  scheduled  for  three  to  six  months  in 
length.  Registrations  are  accepted  on  an 
individual  basis  and  scheduled  at  the  mutual 
convenience  of  the  registrant  and  the 
department. 

For  further  information,  contact  Marge  Adey,  Coordin- 
ator of  Continuing  Medical  Education,  University  of 
Nebraska  Medical  Center,  Center  for  Continuing  Educa- 
tion, 600  South  42nd  Street,  Omaha,  Nebraska  68798- 
6700.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


THE  UNIVERSITY  OF  KANSAS 

DIVISION  OF  HEALTH  CARE  OUTREACH  AND 
CONTINUING  EDUCATION 

NOVEMBER  2 & 3,  1990  — Sutherland 
Institute  Maxillofacial  Trauma.  Sponsor: 
University  of  Kansas  Medical  Center. 
Credit:  AMA:  105  Hours.  Fee:  TBA. 

Location:  Hilton  Plaza  Inn,  One  East  Forty- 
Fifth  Street,  Kansas  City,  Missouri. 

NOVEMBER  8,  1990  — 4th  Annual  Center 
On  Aging  Postgraduate  Symposium 
Alzheimer's  Disease  1990:  New  Dimen- 
sions in  Research.  Sponsor:  University  of 
Kansas  Medical  Center.  Credit:  AMA:  6.5 
hours.  Nurses:  8 Contact  Hours,  Social 
Workers:  TBA  Hours,  Nursing  Home  Ad- 
ministrators: Fee:  $145.00  Physicians, 

$60.00  Nurses,  Social  Workers  and  Nurs- 
ing Home  Administrators.  Location:  Adam's 
Mark  Kansas  City,  1-70  and  the  Truman 
Sports  Complex,  9103  E.  39th,  Kansas 
City,  Missouri. 

NOVEMBER  16,  1990  — Sexuality  in  Chronic 
Illness  and  Disability.  Sponsor:  University 
of  Kansas  Medical  Center.  Credit:  AMA: 
6.25  Hours,  Nurses:  TBA  Contact  Hours, 
Social  Workers:  TBA  Hours,  Physicial  Th- 
erapists: TBA  Hours,  Occupational  Thera- 
pists: TBA  Hours.  Fee:  TBA.  Location:  Allis 
Plaza  Hotel,  200  West  12th,  Kansas  City, 
Missouri. 

For  further  information  contact:  Bernice  Jackson, 
University  of  Kansas  Medical  Center,  Office  of  Continu- 
ing Education,  39th  and  Rainbow,  Kansas  City,  Kansas 
66103,  913/588-4490. 


LINCOLN'S  SPECIALTY  CARE 

(in  conjunction  with  the  Lancaster  County  Medical  Society  & the 
Lincoln  Medical  Education  Foundation) 

FIRST  ANNUAL  FOCUS  ON  FAMILY  PHYS- 
CIANS  SEMINAR  — February  8 & 9,  (Friday  all 
day  and  Saturday  morning).  To  be  held  at  the 
University  of  Nebraska  Center  for  Continuing 
Education,  33rd  & Holdrege  Sts.,  Lincoln,  NE. 
Credits:  AMA  Catagory  1 and  AAFP  - 10 
Hours.  Keynote  speakers  are  Lee  Salk,  Ph.D., 
Paul  Sanders,  M.D.,  Jim  Bob  Brame,  M.D.  and 
Luke  Burchard,  M.D.  A number  of  Lincoln 
area  physicians  will  also  be  speaking.  Several 
social  events  are  being  planned. 

For  further  information,  please  contact:  Jerri  Murphy,  program 
coordinator,  Lincoln's  Specialty  Care,  1-800-633-5462  or  (402)  476- 
7511. 
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NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates, 
April  25-28, 1991,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 12-14,  1991,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Omaha. 


ANNUAL  SESSION  — House  of  Delegates, 
April  27-30,  1995,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 21-23,  1995,  Cornhusker  Hotel, 
Lincoln. 

CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

JUNE  15-22,  1991  - The  Tenth  Annual 
Conference  will  be  held  at  Wolverine 
Lodge,  Lynn  Lake,  Manitoba,  Canada.  Fee, 
150.00. 

For  more  information,  contact:  Sharlene  Knippel- 
meyer,  RN,  BS,  Education  & Staff  Development,  Lincoln 
General  f-lospital,  2300  South  16th  Street,  Lincoln,  NE 
68502,  (402)  473-5638. 


MAYO  FOUNDATION 

MARCH  1-3,  1991  — Neurology  in  Clinical 
Practice,  Telemark  Resort,  Cable,  Wisconsin. 
Contact:  Postgraduate  Courses,  Section  of 
Continuing  Education,  Mayo  Clinic/Mayo 
Foundation,  Rochester,  MN  55905.  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 
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Membership  in  the  American  Medical  Association 

entitles  you  to  services  and  products  that  help 

you  every  day.  Here  are  just  some  examples. 

Professional  Rq>resentatioo 

• The  AMA  supports  your  views  before 
Congress,  state  legislatures,  and  the  public. 
The  AMA  Office  of  the  General  Counsel  is  the 
leading  advocate,  often  the  only  advocate, 
for  the  medical  profession  in  the  courts, 
government  agencies,  private  and  public 
payors. 

Professional  Development 

• JAMA  Cutting-edge  articles  on  developments 
in  medicine.  $69  a year.  But  FREE  if  you 
belong  to  the  AMA. 

• AM  News  Weekly  reports  on  socioeconomic 
and  legal  issues,  local,  national,  international 
affairs  and  people.  $50  a year. 

FREE  to  AMA  members. 

• American  Medkal  Television  (AMT)  helps 
you  earn  CME  credits,  while  it  informs  you  of 
the  latest  medical  developments. 

• Professional  products  including  CPTs  and 
health  insurance  claim  forms.  Simple, 
standardized  forms  that  help  you  collect  fees 
under  government  and  third  party  insurance 
programs.  Available  to  AMA  members  at  a 
20%  DISCOUNT. 

• Practke  management  books,  workshops, 
audiocassettes,  including  over  300  courses 
that  help  you  start,  develop,  and  mn  your 
practice.  DISCOUNTS  UP  TO  25%  for  AMA 
members. 

• Continuing  Education  Factsheet  A 

compendium  of  addresses  of  licensing 
boards  and  state  medical  societies 
Includes  medical  education 
requirements  for  registration  of 


licenses,  continued  membership  in  medical 
societies  and  recertification  by  specialty 
boards.  FREE  to  AMA  memb^. 

• The  AMA  Reference  Library  provides  you 
with  access  to  the  world’s  leading  source  of 
medical  information. 

• Recruiting,  Pboement,  Practice  Assistance 

services  to  support  your  career. 

• Physicians  Career  Resource:  Practices  for 
Sale  Provides  buyers  and  sellers  with  a 
timely,  central  information  exchange. 
Available  to  AMA  members  at  a DISCOUNT. 

• Directory  of  Graduate  Medical  Education 
(GME)  Programs  Official  list  of  ACGME- 
accredited  programs  for  medical  students 
seeking  first  year  residency.  Also  useful  for 
physicians  exploring  residencies,  fellowships 
and  others  interested  in  Graduate  Medical 
Education  licensing  and  certification. 

20%  DISCOUNT  to  AMA  members. 

• Locum  Tenens  Service  A unique  service 
providing  temporary  physician  coverage 
during  short-term  absences.  AMA  members 
recruiting  temporary  physicians  pay  $100 
LESS  than  non-members. 

Special  Publications  including: 

E^y  Care  for  the  HIV  Infeaed.  First  copy  FREE 

to  members. 

Medicare  Carrier  Review:  What  You  Should 

Know  About  “Medically  Unnecessary”  Denials. 

20%  DISCOUNT  to  AMA  members. 

Professional/Personal  Services 
•AMA  preferred-rate  VISA  Gold  Card 
AMA  home  mortgages 

•AMA-sponsored  insurance  at 
group  rates 

•AMA-sponsored  investments 
and  advisory  services 


American  Medical  Association 

loin  Today 

1-8O0-AMA-3211 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 


Paul  E.  Colllcott,  M.D.,  Lincoln  President 

Perry  T.  Williams,  M.D.,  Omaha President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpepper,  Lincoln  Executive  Director 


James  K.  Ruigh,  Lincoln Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Comelious,  Jr.,  M.D.,  Sidney:  — 
John  D.  Coe,  M.D.,  Omaha:  — Louis  J.  Gogela,  M.D. 
Lincoln:  — Blaine  Y.  Roffinan,  M.D.,  Omaha 


BOARD  OF  DIRECTORS 

Paul  E.  Collicott,  M.D.,  Chairman Lincoln 

Perry  T.  Williams,  M.D.,  Vice-Chairman Omaha 

Chris  C.  Caudill,  M.D.,  Secretary-Treasurer Lincoln 

Richard  A.  Raymond,  M.D.,  Past  President Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R.  Little,  M.D Hastings 

Stanley  F.  Nabity,  M.D.,  Grand  Island 

SCIENTIFIC  SESSIONS  COMMITPEE 

Sushil  S.  Lacy,  M.D.,  Chairman Lincoln 

David  L.  Bacon,  M.D Kearney 

Lawrence  C.  Bausch,  M.D Lincoln 

Douglas  A.  Decker,  Jr.,  M.D Lincoln 

Robert  J.  Fitzgibbons,  Jr.,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Charles  D.  Gregorius,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

Richard  J.  Sitcher,  M.D Lincoln 

Wesley  G.  Willhelm,  M.D Omaha 

COMMISSION  OF  ASSOCIATION  AFFAIRS 

Joseph  E.  Stitcher,  M.D.,  Chairman Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

James  M.  Carraher,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Joel  T.  Johnson,  M.D Kearney 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman  Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice  Chainnan  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

John  W.  Smith,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 


AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 


F.  William  Karrer,  M.D.,  Chairman  Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  AuchMoedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Scott  G.  Rose,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMHTEE  ON  LOW  LE\TL 
ILVDIOACTHT  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairman Omaha 

Prentiss  M.  Dettman,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Cordero,  M.D Spencer 

Dennis  D.  Hatch,  M.D Superior 

David  J.  Hoelting,  M.D Pender 

Ernest  O.  Jones,  P.h.D Omaha 

Martin  R.  Lohff,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

AD-HOC  COMMIITEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Stacey  D.  Goodrich,  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Kenneth  M.  Johnson,  M.D McCook 

Ronald  W.  Klutman,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shrinner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 


NMA  PRO  0\T:RVIEW  COMMITTEE 


Gordon  J.  Hmicek,  M.D.,  Chairman Grand  Island 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

M.  Jack  Mathews,  M.D.,  Chairman Lincoln 

Timothy  J.  Biga,  M.D Norfolk 

Wendell  L.  Fairbanks,  M.D Alliance 

C.  T.  Frerichs,  M.D Beatrice 

John  C.  Sage,  M.D Omaha 

COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Ronald  W.  Klutman,  M.D.,  Chairman Columbus 

Charles  D.  Gregorius,  M.D.,  Vice-Chairman Lincoln 

Dennis  D.  Beavers,  M.D Omaha 

Judith  A.  Butler,  M.D Superior 

Melvin  A.  Churchill,  MD Lincoln 

Donald  A.  D>nek,  M.D Lincoln 

James  A.  Fosnaugh,  MD Lincoln 

Benjamin  R,  Gelber,  M.D Lincoln 

Michael  J.  Germer,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

D.  G.  O’Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

James  N.  Shreck,  M.D North  Platte 

John  W.  Smith,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

AD-HOC  COMMITPEE  ON  HEAITH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chainnan  Omaha 

Joel  T.  Johnson,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

Willis  L.  Wiseman,  M.D Wayne 

AD-HOC  COMMIITEE  ON  PROFESSIONAL  LIABILHT 

James  H.  Dunlap,  M.D.,  Chairman Norfolk 

David  L.  Bacon,  M.D Kearney 

Warren  G.  Bosley,  M.D Grand  Island 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Chairman Omaha 

Ronald  L.  Asher,  M.D North  Platte 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Patrick  E.  Brookhouser,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Richard  A.  Hranac,  M.D Kearney 

Steffan  R.  Lacey,  M.D Norfolk 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

Robert  H.  Waldman,  M.D Omaha 

AD-HOC  COMMITI'EE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chairman Lincoln 

Lonnie  S.  Albers,  M.D Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

R.  Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Mark  R.  Jones,  M.D Lexington 

George  Sullivan,  R.P.T Lincoln 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 

Joseph  R-  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Stephen  J.  Lanspa,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairman Lincoln 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Donald  T.  Glow,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Jon  J.  Hinrichs,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Joseph  M.  Stavas,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kirk  B.  Muffly,  M.D.,  Chairman  Omaha 

Jeffrey  D,  Akerson,  M.D Sidney 

Krjmn  K.  Buckley,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

David  J.  Hilger,  M.D Lincoln 

Jeffrey  B.  Itkin,  M.D Omaha 

Verlin  K.  Janztn,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  M.  Langdon,  Jr.,  M.D Omaha 

Michael  J.  McGahan,  M.D West  Point 

Kevin  D.  Nohner,  M.D Omaha 

Timothy  P.  O'Holleran,  M.D North  Platte 

Roselyn  M.  Remington,  M.D Schuyler 

Glenn  A.  Ridder,  M.D Randolph 

Jerry  K.  Seiler,  M.D Hastings 

Kay  M.  Shilling,  M.D Omaha 

Richard  J.  Stitcher,  M.D Lincoln 

Michael  J.  Sullivan,  M.D Aurora 

Jeffrey  L.  Susman,  M.D Omaha 

Keith  W.  Vrbicky Norfolk 

Mohammed  K.  Zahra,  M.D Norfolk 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chairman  Kearney 

John  B.  Bryd,  M.D Neligh 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

William  A.  Schiffermiller,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Stephen  D.  Torpy,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Russell  L.  Gorthey,  M.D.,  Chairman Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

Glen  F.  Lau,  M.D Lincoln 

Richard  C.  Olney,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 


AD-HOC  COMMITTEE  RE:  MEDICARE 


Robert  F.  Shapiro,  M.D.,  Chairman  Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Robert  D.  Harry,  M.D Lexington 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Thomas  O.  Martin,  M.D Ord 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Ra5rmond,  M.D Omaha 

Richard  B.  Svehla,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

Milton  C.  Zadina,  M.D Columbus 


NMA  TASK  FORCE  ON  AIDS 


Scot  C.  Sorensen,  M.D.,  Chairman  Lincoln 

Samuel  E.  Boon,  M.D Lincoln 

Jane  S.  Roccaforte,  M.D Omaha 

Robert  C.  Rosenlof,  M.D Kearney 

Philip  W.  Smith,  M.D Omaha 

NMAA^NCM  COORDINATING  COMMITTEE 
(NMA)  Representatives) 

Gordon  D.  Adams,  M.D Norfolk 

David  R Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Ronald  W,  Klutman,  M.D Columbus 

David  R Little,  M.D Hastings 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  Wilhelm,  M.D Omaha 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairman  Omaha 

Chris  C.  Caudill,  M.D.,  Treasurer Lincoln 

John  I.  Cherry,  M.D Lincoln 

Mrs.  Larry  L.  Fletcher Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Stanley  F.  Nabity,  M.D Grand  Island 

Mrs.  ^bert  G.  (I)sbome Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Mrs.  William  R.  Schlichtemeier Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Mrs.  Frank  Stone  Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Anthony  P.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATEItNAL  & CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairman  Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairman Kearney 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Craig  A.  Bassett,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Gary  D.  Milius,  M.D Lincoln 

Richard  P.  Perkins,  M.D Omaha 

Carl  V.  Smith,  M.D Omaha 

Section  on  Perinatal  Mortality  Review 

Clarence  Davis,  Jr.,  M.D Osceola 

Jaime  L.  Frias,  M.D Omaha 

Kenneth  M.  Johnson,  M.D McCook 

Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  M.D Kimball 

Gregg  F.  Wright,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND»^ 

GRAND  ISLAND 
CLINIC  INC 
308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D,  OBSThIHICS- GYNECOLOGY  Karen  M.  Higgins,  M.  D. 
Barton  D.  Urbauer,  M.D.  Wto  Gofnes.  M D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  John  P.  Reilly.  M D.  SURGERY 

Wiliam  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-90 


LINCOLN,  cent 


NEBRASKA  HEART  INSTITUTE 

Supports  The 

Nebraska  Medical  Association 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 
Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  George  Papanicolaou,  M.D. 

R.  Kent  Jex,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-90 


LINCOLN  

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
SURGERY  OF  TRAUMA 
• GENERAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

PAUL  E.  COLLICOTT,  M.D.,  FACS  JOHN  I.  CHERRY,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

Suite  1 00  — 4740  A Street  — Lincoln,  NE.  68510 

Day  or  Night  — Call: 

(402)  483-7825  or  1-800-633-5462 

11-90 


^OMAHA 


Filkins  Eye  Consultants, 


Diseases  And 
Surgeiy  of  the  Eye 


434  The  Doctors  Building 
4239  Farnam  Street 
Omaha,  NE  68131 
402/559-2020 

237  Eighty -One  Elei'en 
Medical  Center 
8111  Dodge  Street 
Omaha,  NE  68114 
402/390-8100 


John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  GrifTiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D.  n.90 


NEBRASKA  HEART  INSTITUTE 

Supports  the 

ONCOLOGY  ASSOCIATES,  P.C. 

Nebraska  Medical  Association 

DODGE  PROFESSIONAL  CENTER 

Cardiology  Consultants,  P.C. 

Walt  F.  Weaver  Charles  S.  Wilson,  M.D. 

8601  West  Dodge  Road  — Suite  18 
Omaha,  Nebraska  68114 

Dale  A.  Hansen  M.D.  Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D.  Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D.  Kamran  Ghalili,  M.D. 

HERBERT  A.  HARTMAN,  JR.,  M.D.,  FACP 

Medical  Oncology  & Hematology 

Office  Phone:  Home  Phone:  Dial  M.D. 

(402)  489-6554  or  1-800-MED-LINC 

(402)  391  -1922  (402)  551  -7364  (402)  390-6786 

11-90 

11-90 
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Physicians’  Ciassified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  25C  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  may  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOURNAL,  1512  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 

KANSAS/MISSOURI  — Excellent  full-time  and 
part-time  opportunities  in  Emergency  Medicine 
for  primary  care  and  ABEM  Certified  and  pre- 
pared physicians.  Eacilities  range  from  3,000  - 
20,000  patient  visits  per  year.  Big  city  amenities 
with  good  quality  of  life.  Contact  Emergency 
Medical  Services,  3101  Broadway,  Suite  1000, 
Kansas  City,  Missouri  64111,  (800)  821-5147. 

FAMILY  PRACTICE  PHYSICIAN  INTERNIST: 
Full  time,  to  provide  general  medical  care  of  all 
inpatients  and  limited  outpatient  care.  On  call  4- 
5 nights  per  month,  including  weekend  call, 
about  every  8th  weekend.  Hastings  Regional 
Center  is  a JCAHO  accredited  psychiatric  facility 
which  provides  adult  and  geriatric  psychiatric 
care,  and  chemical  dependency  services.  Excel- 
lent State  of  Nebraska  benefits  package  which 
includes  annual  salary  increases.  EEOE/AA.  For 
more  information  contact:  Personnel  Office, 
Hastings  Regional  Center,  P.O.  Box  579,  Hastings, 
NE  68902,  402-463-2471. 

OTOLARYNGOLOGY  - BRAINERD,  MINNE- 
SOTA: Join  22  MD  multispecialty  clinic.  No  capi- 
tation. No  start-up  costs.  Two  hours  from  Min- 
neapolis. Beautiful  lakes  and  trees;  ideal  for  fami- 
lies. Call  collect/write  Curtis  Nielsen,  (218)  828- 
7100  or  827-4901,  P.O.  Box  524,  Brainerd,  MN 
56401. 

DERMATOLOGY  - BRAINERD,  MINNESOTA: 
Join  22  MD  multispecialty  clinic.  No  capitation. 
No  start-up  costs.  Two  hours  from  Minneapolis. 
Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  (218)  828-7100  or 
829-4901,  P.O.  Box  524  Brainerd,  MN  56401. 

PEDIATRICS  - BRAINERD,  MINNESOTA:  Join 
2 pediatricians  in  22  MD  multispecialty  clinic. 
No  capitation.  No  start-up  costs.  Two  hours  from 
Minneapolis.  Beautiful  lakes  and  trees;  ideal  for 
families.  Call  collect/write  Curtis  Nielsen,  (218) 
828-7100  or  829-4901,  P.O.  Box  524,  Brainerd, 
MN  56401. 


FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  TWO  family  physicians  for  a 
new  clinic  facility  currently  being  constructed. 
The  administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed  clinic. 
The  hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice,  disability, 
signing  bonus  and  student  loan  reduction/for- 
giveness program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact  Dan 
McCormick,  President,  Allen  McCormick,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota  55435,  612-835-5123. 

FOR  SALE:  Adult  solo  family  practice  adja- 
cent to  100-bed,  fully-equipped  regional  medi- 
cal center,  Nebraska  college  city,  with  unlimited 
recreational  facilities.  Health  reason  for  retire- 
ment. Contact  Box  042,  Nebraska  Medical 
Journal,  1512  FirsTier  Bank  Bldg.,  Lincoln,  NE 
68508. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

UROLOGIST:  Join  the  Nation's  largest  health 
care  team.  VA  Medical  Center,  Grand  Island, 
Nebraska  seeking  BC/BE  Urologist  for  204  bed 
medical  center.  Licensure  any  state.  Must  meet 
English  Proficiency  Requirement.  Comprehensive 
benefit  package.  Contact  or  send  CV  to:  Stephen 
W.  Maks,  M.D.,  Chief  of  Staff,  VA  Medical  Center, 
2201  North  Broadwell,  Grand  Island,  NE  68803, 
308-382-3660,  ext.  2106. 

FAMILY  PRACTICE  OPPORTUNITY:  In  Wausa, 
Nebraska  for  aggressive,  ambitious  family  physi- 
cian. Nearby  hospital.  Excellent  call  rotation  with 
other  physicians.  For  more  information  contact 
Leonard  Frodyma,  Administrator,  Osmond  Gen- 
eral Hospital,  402-748-3393. 

INTERNAL  MEDICINE  - BRAINERD,  MINNE- 
SOTA: Join  7 internists  in  22  MD  multispecialty 
clinic.  No  capitation.  No  start-up  costs.  Two 
hours  from  Minneapolis.  Beautiful  lakes  and  trees; 
ideal  for  families.  Call  collect/write  Curtis  Nielsen, 
(218)  828-7100  or  829-4901,  P.O.  Box  524, 
Brainerd,  MN  56401. 
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0^ Check  Out  The  Services 
Your  NMA  Membership  Offers 

special  services  are  available  to  you  through  your  membership  in 
Nebraska  Medical  Association.  Check  them  out  to  make  sure  you  are  not 
passing  up  the  real  benefits  offered. 


NMA  Blue  Cross-Blue  Shield  health  care  coverage. 

Your  family  and  staff  can  be  covered. 

ffl^NMA  Group  Term  Life  Insurance.  — Excellent  plans  available. 

B^NMA  VISA  Card  Program.  — Review  the  benefits. 

Q^Accounts  Collection  Service  offered  by  Bartling  and  Hinkle,  P.C., 
attorneys-at-law.  They  are  endorsed  by  NMA. 

a^nquire  to  the  Nebraska  Medical  Association  for  full  details  on  these  and 
other  special  services  available  exclusively  to  NMA  members. 


ADVERTISER’S  INDEX 


D 

Donley  Medical  Supply 3 

H 

Robert  T.  Horder  & Associates 6 

L 

Eli  Lilly  & Company 11 

M 

Medical  Protective 9 

N 

Nebraska  Air  National  Guard 6 

Norfolk  Printing  Co.,  Inc 3 

S 

St.  Joseph  Hospital 4 

St.  Paul  Fire  & Marine  Insurance  Co 22 

C.  D.  Searle 7,  8 

U 

U.S.  Air  Force  21 

University  of  Nebraska  Medical  Center 2 


Drug/ Alcohol/Emotiona I/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today. /^all 

ro 

% 

HEALTH  PROt^SIONS 
"ST AT" 
402-551-0928 


‘'Earning  my  professional 
reputation  takes  hard 
I work.  Protecting  it 
takes  a multi-billion 
dollar  company.” 


purchased  the  best  medical  liability  insurance 
available  for  physicians  anywhere  My 
reputation  is  protected  by  a financially 
stable  company  with  more  than 
$11  billion  in  assets. 


I depend  on  my  insurer  to  spare  no 
expense  in  protecting  and  defending 
my  reputation.  The  lawyers  most 
experienced  in  medical  liability  are 
ready  to  defend  me.  And  a claim 
representative  who  understands 
my  profession  is  available 
at  all  times. 


I work  hard  to  earn  my  professional 
reputation.  I depend  on  The  St  Paul  to 
protect  it  So  can  you. 


Call  your  independent  insurance  agent 
representing  The  St.  Paul. 


Or  call  The  St  Pauls  Omaha  Service  Office  at 
(402)  330-5400  or  1-800-642-8430  and  ask 
for  Robert  Slaughter,  Vice  President  and 
General  Manager, 


THE  NEW  YORK  ACADEMY  OF  MED. 
LIBRARY  PERIODICALS  DEPT. 

2 EAST  103RD  ST. 

NEW  YORK  my  10029 
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Imagine  A fltedical  Center 
At  Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable 

support  for  your  I 4-^  Enter 

patient  practice.  % 

Enter  into  a partnership  - a partnership 
in  patient  management. 
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A service  of  your  University  of  Nebraska  Medical  Center 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address;  Benjamin  K.  Gelber.  M.D..  2221  So.  17,  Suite  31U,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  8V<2  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4. ()()()  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5x7  in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  • Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


Since  1925 

Nebraska’s 

Leading 


Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 
Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 


Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Ddivley  medical 

SUPPLY  CDMPA^iY 

P.O.  Box  83108.  Lincoln.  NE  68501 

AUTHORIZED  CONTRACT  AGENT 
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SaintJosqDh  surpasses  it. 


The  American  College  of  Surgeons  recommends 
that  surgical  teams  and  hospitals  perform  at  least  150  open- 
heart  operations  each  year.  Saint  Joseph  Ho^ital/ Creighton 
I'niversit)'  .Medical  Center  performs  twice  as  marn; 

That  places  Saint  )o.seph 
among  the  more  experienced  heart 
siirger\  centers  in  the  region.  And 


Saint  Joseph  Hospital 


_ Cidj^iton  Uni\’erat)’  Medical  Center  _ 

Hx  Heci)1  SjKxuilist 


e^rience  relates  to  results. 

When  wu  admit  or  refer  patients  for  heart  care, 
know  how'  manv'  open-heart  surgeries  a ho^ital  performs. 
At  Saint  joseph/Creighton,  maintaining  high  standards 
is  a wss  of  life.  For  more  information 
call  1-800-642-RSVP  (Nebraska)  or 
l-800-228-RSVP(lowa). 
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You  expect  the  best  medical  liability  insurance  available 
anywhere.  You  want  a financially  stable  company  to  protect 
your  assets. 

Viith  more  than  SlO  billion  in  assets,  The  St.  Paul  has  the  financial 
resources  that  guarantee  today  the  financial  security  and 
protection  you  need  tomorrow. 

You  can  purchase  limits  up  to  $10  million  from  The  St.  Paul, 
choose  a deductible  that  fits  your  individual  needs, 
include  employees  as  additional  insureds  and  buy 
shared  limits  for  your  group  practice. 

And,  you  can  depend  on  The  St.  Paul.  We’ve  been 
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Exceed  your  expectations  and  select  one  of  the 
nation’s  leading  and  most  experienced  medical 
liability  insurers. 

Select  The  St.  Paul  for  all  your  insurance  needs 
including  professional  liability  coverage,  office 
liability,  property,  excess  and  more. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  me,  Robert  Slaughter,  Vice 
President  and  General  Manager  of  The 
St.  Paul’s  Omaha  Service  Center  at 
(402)  330-5400  or 
1-800-642-8430. 
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“We’ve  built  a reputation 
on  exceeding  your 
expectations.” 


NEBRASKA 
MEDICAL 
ASSOCIATION 


1512  FIRSTIER  BANK  BUILDING 
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PHONE:  (402)  474-4472 
• FAX:  (402)  474-2198 


Dear  Colleague: 

The  Board  of  Directors  of  the  Nebraska  Medical  Association  is  proud  to  offer  you  the  distinctive, 
unique  Nebraska  Medical  Association  VISA®  designed  especially  for  the  Association’s  members.  Out 
card  has  a benefits  package  felt  to  cover  the  features  desired  by  physicians. 

By  special  arrangement,  we  are  able  to  offer  you  the  Nebraska  Medical  Association  VISA  free  of  an 
annual  fee  for  one  year  from  the  date  of  issuance.  The  annual  fee  thereafter  is  only  $20.  After  looking 
at  the  benefits  package  on  the  back  of  this  letter,  you  will  see  that  this  compares  most  favorably  with 
other  cards  that  charge  $45  to  $60  for  similar  services. 


The  Association’s  Board  of  Directors  has  worked  hard  to  develop  additional  membership  benefits,  as 
well  as  alternate  sources  of  income  to  augment  the  operational  funds  derived  from  dues.  Use  of  this 
card  will,  at  no  additional  cost  to  you,  provide  the  Association  with  non-dues  income  with  which  we 
can  expand  our  scope  of  activities  while  maintaining  dues  at  the  lowest  level  possible. 

We  hope  that  you  will  take  advantage  of  this  offer  that  provides  extended  benefits  to 
you.  Simply  complete  the  brief  application  on  the  reverse  side  of  this  letter 
and  return  to  FirsTier  Bank,  National  Association,  Omaha, 

Nebraska. 


Sincerely, 


PcuU  <T.  ^ 

Paul  E.  Collicott,  M.D.,  President 
Nebraska  Medical  Association 
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The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA  card  with  an  adder 
benefits  package  designed  specifically  to  meet  our  members'  needs. 


Our  benefits  package  includes: 

• Twenty-five  day  grace  period  on  all  merchandise 
purchases. 

• 18%  A.P.R. 

• $20  Annual  fee  (waived  first  year) 

• Bold  new  design  to  identify  you  as  a member  of  our 
prestigious  group. 

• Substantial  credit  lines  for  business,  personal  and 
large-item  purchases. 

• $250,000  common  carrier  travel  insurance  for  you 
and  every  member  of  your  immediate  family. 


• Access  to  cash  24  hours  a day  worldwide  at  any 
Automated  Teller  Machine  bearing  the  VISA  or 
Cirrus  logo. 

• Personalized  credit  cheques  to  access  your  credit  1 

• Toll-free  customer  service  and  lost/stolen 
phone  numbers. 

• Expanded  authorization  limits  for  greater  flexibilit; 
especially  when  traveling. 

• Automatic  payment  from  a checking  account 
you  designate. 

• Emergency  card  replacement  if  your  card  is  lost/st 

PLUS,  a special  credit  card  protection  package. 
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TRANSFER  CURRENT  BALANCE 

Please  transfer  m>  current  bank  credit  card  balance  to  m>  FirsTier  VISA 
VISA  Account  Number 


MasterCard  Account  Number  - 


Bank  . 
Bank  - 


Balance  _ 
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TO  FIRSTIER  BANK.  NATIONAL  ASSOCIATION 

Eseryihing  that  I base  stated  in  this  application  is  correct  to  the  best  of  my  knowledge  1 understand  that  you  will  retain  this  application  whether  or  not  it  is  approved.  You  are  authorized  to  check  my  credit  and  empK 
history  and  to  answer  questions  about  your  credit  experience  with  me. 

I understand  that  if  my  application  is  approved.  1 will  be  bound  by  all  the  terms  and  conditions  of  the  VISA  Agreement  that  will  be  sent  to  me  by  mail.  Any  use  of  my  VISA  will  be  an  acceptance  of  the  VISA  Agre 
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Annual  Percentage  Rate  For  Purchases:  18%  A PR 

Grace  Period  For  Repayment  of  the  Balance  For  Purchases:  You  have  25  days  from  the  billing  cycle 
closing  date  to  repa>  your  balance  in  full  before  being  charged  a finance  charge  for  current  billing  cycle 
puahases 

Method  of  Computing  the  Balance  For  Purchases:  Average  Daily  Balance  (including  new  purchases) 
Annual  Fees:  S20  per  year 


The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  Dec  W8 
when  It  was  printed  This  information  may  change  after  the  printing  date. 

To  find  out  what  may  have  changed,  call  us  at  1-800-432-3209.  Or.  write  to  us  at  FirsTier  Bank  Cr 
Card  Center.  PO  Box  7.  Omaha.  NE  68101-9972. 
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Dt.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


JANN  L HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  Sf  . Luke  Hospital; 
Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 
Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 

IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  CaU  toU  free 
bSOO-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


...there  may  be  bronchitis 


Where 


"Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
Immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 


Am  Fam  Phys  1987;36:133-140 


Brief  Sumnury. 

CMsatt  the  package  IKerature  for  prescrttibig  Orformatloe. 
Ifldicatlon;  lower  respiratorv  infections.  Including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemoi^ilus  influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytlc  streptococci). 

CofttraMicatkH):  Known  allergy  to  cephalosporins. 
Warelngs:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered In  differential  diagnosis  of  antibiobc-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precauttons: 

• Oisconbnue  Ceclor  In  the  evem  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptlble  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  In  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laborato^  studies  should  be  made. 

• Broad-sp^rum  amiblobcs  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointesbnal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactaUon,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  lor  these  patients. 


2=3 


Pulvules* 
250  mg 


cefaclor 


Established  therapy 
for  today’s  patients 
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Adverse  Reacthuis:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include; 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  pafients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs' 
tests  each  occur  in  less  than  1 1n  200  patiems.  Cases 
of  serum-slckness-llke  reacUons  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthfitis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  Is  ongoing,  serum-sidmess-llke 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  foliowing  a second  (or  subsequent) 
course  of  therapy  with  Ceclor,  Such  reactions  have  been 
reported  more  frequemiy  in  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 in  2(X3  (0.5%)  in 
one  focused  trial  to  2 In  8,346  (0.024%)  In  overall 
clinical  trials  (with  an  incidence  In  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  Initiation  of  therapy  and  subside 
within  a lew  days  after  cessation  of  therapy:  occasion- 
ally these  reactions  have  resulted  In  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens>Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  In  patiems  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  amibiotic  treatmait. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness.  Insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  repotted. 

• Other:  eosinophilia,  2%:  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytmtenia  and  reversible 
interstitial  nephritis. 

A^ormaliiies  In  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  Increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis:  elevations  In  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling's  solution  and  Clinitest*  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 
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Adequate  control  of  postop- 
erative pain  is  of  great  im- 
. portance,  not  only  for  hu- 
manitarian reasons,  but  also  to  prevent  cir- 
culatory, pulmonary  and  metabolic  effects 
that  produce  complications  or  lead  to  dys- 
function of  vital  organs.  Despite  the  fact  that 
pain  mechanisms  are  better  understood  and 
newer  technologies  are  available  today,  the 
majority  of  patients  undergoing  surgery  are 
treated  for  postoperative  pain  by  techniques 
that  have  changed  little  in  the  past  forty 
years.’ 

The  effectiveness  of  epidural  opioids  in 
the  management  of  postoperative  pain  is 
now  well  established  and  is  becoming  in- 
creasingly common. The  analgesia  pro- 
duced by  epidural  opioids  most  likely  results 
from  activation  of  spinally  located  opioid  re- 
ceptors.^ As  with  other  opiate  techniques, 
epidural  opioid  analgesia  has  side  effects 
which  include  early  or  delayed  respiratory 
depression,  development  of  tolerance,  uri- 
nary retention,  pruritus,  and  somnolence. 
Among  these  complications,  respiratory  de- 
pression is  potentially  the  most  dangerous. 

This  report  focuses  on  our  twelve  months 
experience  with  epidural  opiates  for  the  pre- 
vention of  the  postoperative  pain. 

Patients  and  Methods 

Table  1 summarizes  demographic  data 
and  type  of  surgery  for  our  231  patients. 
Ninety  patients  had  surgery  performed  under 
continuous  epidural  analgesia  using  bupiva- 
caine  or  lidocaine.  Duramorph  (preserva- 
tive-free morphine  sulfate),  2-5mg,  was  in- 
jected approximately  one  hour  before  the 
completion  of  surgery.  The  remaining  141 
patients  chose  to  have  an  epidural  catheter 
placed  at  the  end  of  surgery. 


The  duration  and  quality  of  epidurally 
administered  Duramorph  analgesia  was  as- 
sessed clinically  using  a simple  nominal  scale; 
GOOD  - when  complete  prevention  of 
postoperative  pain  resulted  following  epidu- 
ral morphine  and  no  additional  analgesics 
were  required  during  the  first  24  hours;  FAIR 
- when  patients  were  pain  free  for  12-24 
hours  following  surgery  and  subsequent 
analgesics  were  given  IV  or  IM  on  request; 
POOR  - when  the  patient  complained  of 
pain  prior  to  12  hours  postoperatively  and 
required  analgesics.  The  assessment  was 
carried  out  by  a different  physician  than  the 
one  who  administered  the  epidural  mor- 
phine. Arterial  blood  pressure,  heart  rate, 
and  respiratory  rate  were  recorded  every  10 
minutes  in  all  of  our  patients  during  their  Re- 
covery Room  stay  and  at  hourly  intervals 
thereafter  on  their  respective  wards.  All 
patients  were  attached  continuously  to  an 
apnea  monitor  for  24  hours  following  the 
last  epidural  injection  of  morphine.  Other 
side  effects  (itching,  nausea,  vomiting,  uri- 
nary retention)  that  occurred  during  the  24 
hours  following  surgery  were  also  recorded. 


TABLE  1 

Demographic  data  and  type  of  surgery  for  all  231 
patients. 


Kind  of  Surgery 

Number  of  Cases 

1. 

Major  Vascular 

8 

2. 

Abdominal 

62 

3. 

Major  Gynecological 

29 

4. 

Cesarean  Section 

65 

5. 

Urology 

17 

6. 

Orthopedics 

44 

7. 

Thoracotomies 

6 

Total 

231 

Female/Male  Ratio 

111/120 

Mean  age  (in  years)  53  (range  1 6 to  71 ) 

Address  correspondence  and  reprint  requests  to:  Nikola  A. 
Boskovski,  M.D.,  P.h.D.,  Assistant  Professor,  Department  of  Anes- 
thesiology, University  of  Nebraska  Medical  Center,  600  South  42 

Street,  Omaha,  Nebraska  68198. 
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Percent  of  all  patients  Percentage  of  all  patients 


FIGURE  1 

Percentage  of  pain  relief  in  all  231  patients. 


Good  Fair  Poor 


Pain  relief 


FIGURE  2 

Incidence  of  complications  in  all  231  patients. 


Results 

Good  prevention  of  postoperative  pain 
with  no  need  for  supplemental  parenteral 
analgesics,  was  achieved  in  80.4%  of  our 
total  of  231  patients.  Details  of  the  efficacy 
of  epidural  morphine  for  pain  prevention 
and  of  the  type  and  incidence  of  all  side 
effects  recorded  are  shown  in  Figure  1 and 
Figure  2,  respectively.  Urinary  retention 
tients  reporting  pruritus  were  treated  with 
either  intravenous  naloxone  0.1  mg  or 
diphenhydramine  25-50mg.  One  of  our  pa- 


tients, age  68,  experienced  respiratory  de- 
pression to  5 breaths  per  minute  at  about  10 
hours  after  Duramorph  administration.  He 
was  successfully  treated  with  0.4mg  nalox- 
one I.V.  There  were  no  significant  changes 
in  the  arterial  blood  pressure  or  heart  rate  at- 
tributable to  the  epidurally  administered  mor- 
phine in  any  of  our  patients. 

Discussion 

Since  its  introduction  in  1979,  epidurally 
administered  morphine  has  been  widely  used 
in  a diversity  of  clinical  situations.^  Absence 
of  interference  with  efferent  motor  activity 
and  unimpaired  sensation  of  touch  and  pro- 
prioception make  this  technique  particularly 
attractive  when  early  ambulation  is  desir- 
able, i.e.  in  postsurgery  patients.  Postopera- 
tive pain  prevention  and  relief  obtained  with 
epidural  opiates  is  superior  to  that  provided 
by  traditional  IV  and  IM  methods.  Epidural 
opioids  are  capable  of  relieving  both  so- 
matic and  visceral  pain.^'® 

Epidural  morphine  has  previously  been 
compared  with  0.5%  bupivacaine  after  tho- 
racic and  major  abdominal  surgery.  Patients 
experienced  similar  pain  relief  for  each  drug 
and  had  peak  expiratory  flow  rate  improved 
equally,  but  three  patients  in  the  bupiva- 
caine group  had  significant  hypotension.® 
Some  studies  have  shown  that  patients  favor 
epidural  over  intramuscular  opioid  for  post- 
operative pain.^°'”  Pulmonary  function  tests 
were  significantly  better  following  epidural 
compared  with  intravenous  morphine  in  post- 
thoracotomy patients.^^  More  lipid-soluble 
opiates,  such  as  fentanyl  analogs,  have  been 
successfully  administered  by  continuous  in- 
fusion via  the  epidural  route.  They  are  shorter 
acting  compared  to  morphine,  and  their 
limited  rostral  spread,  with  less  propensity 
for  respiratory  depression,  makes  them  at- 
tractive for  postoperative  pain  relief.^®  Espe- 
cially rewarding  is  the  treatment  of  post- 
cesarean pain  with  epidural  opioids,  which 
provides  excellent  pain  relief  for  an  average 
of  29  hours.’"*  All  of  the  post-cesarean  pa- 
tients in  the  present  study  had  good  pain 
relief. 

Any  time  opiates  are  administered  epidu- 
rally the  potential  for  side  effects  created  by 
rostral  migration  in  the  spinal  fluid  exists. 
The  incidence  of  side-effects  in  our  group  of 
patients  correlates  well  with  published 
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reports/^’’^  although  others  have  reported  a 
much  higher  incidenceJ^ 

In  summary,  the  technique  of  administer- 
ing epidural  opiates  for  postoperative  pain 
control  provides  more  sustained  pain  relief 
at  lower  doses  than  do  IM  or  IV  injections. 
While  lower  doses  appear  to  reduce  the 
overall  incidence  of  all  side  effects,  the  ep- 
idural route  entails  the  risk  of  delayed  respi- 
ratory depression  and  dictates  that  the  pa- 
tients be  carefully  monitored  during  the  entire 
period  of  the  drug's  effects. 
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Comment: 

In  1971,  Wang  first  demonstrated  in  ter- 
minal cancer  patients  that  pain  could  be 
controlled  with  intrathecally  applied  opi- 
ates. The  rest  of  the  decade  saw  numerous 
clinical  studies  of  both  epidural  and  intrathe- 
cal narcotics.  As  with  many  new  techniques 
involving  drugs,  dosages  were  not  well  es- 
tablished and  problems  related  to  overdose 
and  toxicity  were  reported.  One  consistent 
finding  was  the  marked  difference  in  doses 
between  intrathecal  and  epidural  admini- 
stration, intrathecal  being  roughly  one  tenth 
that  of  epidural. 

The  1980's  saw  the  advent  of  larger  clini- 
cal studies  reporting  fewer  side  effects  and 
wider  application.  More  sophisticated  evalu- 
ations of  respiratory  effects  included  serial 
blood  gases,  end-tidal  C02  monitoring,  and 
C02  response  curves.  Although  these  stud- 
ies showed  that  these  parameters  were  sig- 
nificantly affected  by  epidural  narcotics,  clini- 
cally the  effects  were  insignificant. 

One  of  the  largest  on-going  evaluations 
comes  from  the  University  of  Washington  in 
Seattle.  As  of  October,  1 989,  they  had  used 
epidural  narcotics  by  repeat  bolus  or  con- 
tinuous infusion  on  over  4500  patients.  The 
importance  of  their  work  lies  in  the  safety 
they  have  demonstrated.  The  need  for  res- 
piratory monitoring  in  an  ICU  or  with  de- 
vices such  as  apnea  monitors  is  dependent 
upon  customary  criteria  such  as  medical 
status  and  type  and  duration  of  surgery.  The 
use  of  epidural  narcotics  alone  is  not  a 
reason  for  such  respiratory  monitoring. 

In  our  practice,  we  have  had  over  3000 
patients  with  post-op  continuous  epidural 
narcotic  anagesia  (CENA)  in  five  years.  The 
major  advantage  of  CENA  is  consistent  pain 
relief  without  sedation.  This  promotes  ear- 
lier ambulation  and  earlier  discharge.  Prac- 
tice audits  conducted  in  1985  compared 
patients  using  CENA  vs.  parenteral  narcotic 
analgesia  grouped  by  procedure.  Patients 
having  total  abdominal  hysterectomy  and 
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CENA  saved  an  average  of  2 hospital  days 
and  $788  in  hospital  charges  compared  with 
the  parenteral  narcotic  group.  Vaginal  hys- 
terectomy patients  with  CENA  saved  and 
average  of  1.5  days  and  $744.  The  greatest 
savings  were  realized  by  patients  having 
radical  postatectomies  who  saved  5-7  days 
compared  to  the  parenteral  narcotic  group. 
Patients  having  bowel  surgery  do  not  realize 
such  differences  because  healing  of  anasto- 
moses and  return  of  bowel  function  is  a 
more  limiting  factor.  For  total  knee  arthro- 
plasty, when  CENA  is  used  through  the  first 
day  of  passive  range  of  motion  in  Physical 
Therapy,  CENA  patients  get  20-25  degrees 


more  flexion  than  those  who  do  not  use 
CENA.  This  is  anecdotal  from  our  Physical 
Therapy  Department. 

CENA  is  a safe  alternative  to  other  meth- 
ods of  acute  pain  management.  It's  effective- 
ness and  safety  is  dependent  on  an  anesthe- 
siology staff  that  is  willing  to  manage  it  on  a 
daily  basis  and  on  an  attentive  nursing  staff 
that  is  willing  to  provide  the  added  attention 
required  to  watch  for  respiratory  depres- 
sion. 

Charles  D.  Gregorius,  M.D. 

Lincoln,  NE 
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Post  Traumatic  Anal  Incontinence 
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INTRODUCTION 

Traumatic  disruption  of  the  anal 
sphincter  is  commonly  iatro- 
genic and  usually  caused  by 
obstetrical  injuries.  Fourth  degree  episioto- 
mies  are  the  leading  cause,  especially  if  the 
primary  repair  becomes  infected,  or  is  dis- 
rupted by  the  injudicious  evacuation  of  early 
fecal  impaction.  Anorectal  surgical  misad- 
ventures during  fistulectomy,  hemorrhoidec- 
tomy or  sphincterotomy,  or  invasive  impale- 
ment trauma  are  less  common  causes  of  anal 
sphincter  injuries. 

Anal  sphincter  malfunction  results  in  in- 
continence which  may  be  partial  for  liquid 
feces  and  flatus,  or  complete  for  solid  stools 
as  well.  This  condition  is  quite  disabling  to 
the  patient  who  may  suffer  occasional  epi- 
sodes of  embarrassment,  or  may  even  be- 
come a social  outcast  in  extreme  cases. 

The  treatment  goal  is  to  achieve  conti- 
nence by  the  anatomic  reconstruction  of  the 
sphincters  and  perineum. 

This  report  presents  the  author's  experi- 
ence with  the  management  of  anal  inconti- 
nence secondary  to  sphincter  injuries. 

MATERIAL  AND  METHODS 

Twenty-nine  patients  are  presented. 
Twenty-seven  females  and  two  males.  The 
patients  ages  ranged  from  20  years  to  67 
years  witn  an  average  age  of  34  years.  The 
etiology  of  injury  was  obstetrical  in  26  pa- 
tients (90%)  and  anorectal  surgery  in  3 (10%). 
The  patients  history  of  incontinence  average 
6.5  years,  ranging  from  6 weeks  to  44  years. 
Fourteen  patients  and  symptoms  from  6 weeks 
to  2 years  (Group  1),  8 patients  from  2 to  5 
years  (Group  II),  4 patients  between  6 and  10 
years  (Group  III)  and  3 patients  for  over  10 
years  (Group  IV).  Eight  patients  had  rec- 
tovaginal fistulas  and  6 had  traumatic  cloa- 
cas.  The  latter  all  occurred  in  patients  who 


had  at  least  2 previous  attempted  but  failed 
repairs.  There  were  two  cloacas  in  Group  1, 
three  in  Group  II  and  one  in  Group  IV.  All 
obstetrical  injury  patients  had  the  initial 
episiotomy  repaired,  9 patients  had  one  more 
attempted  reconstruction,  and  7 had  three  or 
more  operations.  One  of  the  male  patients 
had  had  no  previous  attempted  repairs,  and 
one  female  patient  had  two  failed  anal  sphinc- 
ter repairs  following  posthemorrhoidectomy 
incontinence,  as  well  as  a failed  gracilis  muscle 
interposition  and  was  treated  by  diverting 
the  sigmoid  colostomy  elsewhere.  Recon- 
structive surgery  was  not  attempted  and  the 
patient  is  included  in  the  study  for  comple- 
tion. 

TECHNIQUE 

Preoperatively  the  patients  were  all  given 
a standard  bowel  prep  and  antibiotic  pro- 
phylaxis. The  procedure  was  done  under 
spinal  anesthesia.  Reconstructive  sphinctero- 
plasty by  the  wrap-around  technique  with 
reefing  of  the  puborectalis  and  perineoplasty 
was  performea  on  all  female  patients. 

A curvilinear  transverse  perineal  incision  is 
used.  Scar  tissue  is  dissected  but  not  excised, 
and  is  incorporated  in  the  repair.  Simultane- 
ous repair  of  rectovaginal  fistulas  was  accom- 
plished by  excising  the  fistulous  tract  and 
recreating  the  rectovaginal  septum  during 
perineoplasty.  The  male  patients  were  treated 
only  by  the  wrap-around  sphincteroplasty. 

Postoperatively  a liquid  diet  was  prescribed 
for  2 days  then  advanced  to  general  diet  with 
a bulk  (Psyllium)  laxative.  Perioperative 
antibiotics  were  continued  for  24 
hours  postoperatively.  Analgesics  were  pre- 
scribed as  necessary.  Patients  were  dismissed 
after  having  a continent  spontaneous  bowel 
movement  without  complication.  Hospital 
stay  was  5 to  7 days. 
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A successful  repair  was  considered  "excel- 
lent" if  the  patient  had  control  of  solid  and 
liquid  feces  with  occasional  loss  of  flatus. 
Occasional  incontinence  of  liquid  stools  or 
gas  was  rated  as  "good",  and  "fair"  was  fre- 
quent incontinence  but  improved  from  pre- 
operative condition,  the  patient  usually  wore 
a pad.  "Poor"  results  showed  no  improve- 
ment from  the  repair. 

RESULTS 

Twenty-one  patients  (75%)  were  rated  as 
"excellent",  six  patients  (21.4%)  had  "good" 
results  and  one  (3.6%)  was  considered  "fair". 
Surgery  was  not  attempted  in  one  patient 
(Table  1). 

All  patients  with  "good"  and  "fair"  results, 
as  well  as  7 patients  with  "excellent"  results 
had  previous  unsuccessful  attempted  repairs, 
and  5 of  these  patients  had  symptoms  of 
several  years  duration  (Table  II).  In  this  study, 
the  patient's  age  did  not  seem  to  affect  the 
therapeutic  outcome. 

Follow  up  was  from  6 months  to  5 years 
with  the  majority  followed  up  to  2 years. 
There  were  no  deaths.  Five  patients  had 
wound  edge  separation  which  eventually 
healed  by  secondary  intention  without  se- 


quelae. One  patient  developed  a postop  he- 
matoma which  was  evacuated  and  healed 
without  consequences. 

COMMENT 

Anal  incontinence  is  a nuisance  and  an 
embarrassment  to  the  patient,  adversely  af- 
fecting work  ability  and  social  activities.  It  is 
the  result  of  anal  sphincter  malfunction  which 
may  be  caused  not  only  by  traumatic  lacera- 
tion of  the  sphincters,  but  also  by  a variety  of 
conditions  such  as  rectal  prolapse,  senility, 
neurological  deficits,  and  diminished  com- 
liance  of  the  rectum  from  inflammatory 
owel  disease  or  radiation  injury. 

Before  treatment  is  undertaken,  true  in- 
continence must  be  extablished  and  its  under- 
lying cause  identified.  Evaluation  should  in- 
clude a complete  history  and  physical  exami- 
nation, flexible  fiberoptic  sigmoidoscopy  and 
barium  enema  or  colonoscopy.  It  is  impor- 
tant to  differentiate  incontinence  from  die- 
tary diarrhea  or  laxative  abuse,  which  can  be 
treated  nonoperatively.  Also,  mild  forms  of 
incontinence  do  not  usually  necessitate  sur- 
gery and  respond  adequately  to  dietary 
change,  sphincter  exercises  and 
bowel  training. 


TABLE  I 


NUMBER 

OF 

PATIENTS 

NUMBER 

OF 

REPAIRS 

POSTOPERATIVE  RESULT 

EXC 

GOOD 

FAIR 

POOR 

13 

1 

13 

0 

0 

0 

9 

2 

7 

2 

0 

0 

6 

3 or  more 

1 

4 

1 

0 

21 

6 

1 

0 

(75%) 

(21%) 

(3.6%) 

TABLE  II 


NUMBER 

OF 

PATIENTS 

DURATION 

OF 

INCONTINENCE 

POSTOPERATIVE  RESULT 

EXC 

GOOD 

FAIR 

POOR 

14 

GROUP  I 

6 WKS  - 2 YRS 

11 

2 

1 

0 

7 

II 

2-5  YRS 

3 

4 

0 

0 

4 

III 

2 

6-10  YRS 

4 

0 

0 

0 

3 

IV 

OVER  10  YRS 

3 

0 

0 

0 

2 1 

(75%) 

6 

(21%) 

1 

(3.6%) 

0 
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Once  true  incontinence  is  identified,  its 
severity  and  etiology  defined,  the  appropri- 
ate surgical  therapy  can  be  undertaken. 
Thiersch  repair^  Parks  postanal  repair^,  and 
gracilis  muscle  interposition^  have  their  indi- 
cations. However,  treatment  of  sphincter 
laceration  is  best  accomplished  by  recon- 
structive sphincteroplasty  and  perineoplasty. 
An  adequate  muscle  mass  with  intact  sensory 
and  motor  function  are  necessary.  A preop 
EMC  is  helpful,  but  a bidigital  anorectal  ex- 
amination will  adequately  identify  the  muscle 
mass  and  voluntary  contraction.  Pre-and 
postop  manometry  is  useful  for  quantitative 
measurement  but  not  clinically  necessary. 
Repair  must  be  delayed  for  3 to  6 months 
following  injury  to  allow  resolution  of 
tissue  swelling  an  inflammation. 

Several  methods  of  sphincter  repair  have 
been  reported but  the  wrap-around 
sphincteroplasty  has  yielded  the  best  results. 
A concomitant  perineoplasty  reconstructs  the 
perineal  body  which  gives  support  to  the 
rectovaginal  septum,  anchors  the  repaired 
sphincter  and  pushes  the  anus  posteriorly  to 
its  correct  anatomical  location.  Careful  pre- 
cise dissection,  meticulous  hemostasis  and 
gentle  handling  of  the  tissues  are  essential 
for  proper  healing.  A diverting  colostomy  is 
not  necessary. 

In  this  study,  failed  previous  surgical  re- 
pairs adversely  affected  the  result.  Other  risk 
factors  reported  in  other  studies®,  such  as  the 
age  of  patient  and  the  age  of  injury  did  not 
seem  to  influence  the  outcome  of  therapy  in 
this  group  of  patients.  The  overall  success 
rate  of  96%  ("excellent"  and  "good")  com- 
pares favorably  with  other  reports  of  88% 
(48%  "excellent"  and  32%  "good")®. 

In  conclusion,  reconstructive  sphinctero- 
plasty is  an  effective  proven  therapy  for  post- 
traumatic  anal  incontinence.  It  is  a skill- 
intensive procedure  which  should  only  be  at- 
tempted by  experienced  surgeons  to  maxi- 
mize its  success.  Repeated  failed  surgical 
attempts  exponentially  diminish  the  ultimate 
success  rate  of  the  procedure.  Patients  suffer- 
ing from  anal  incontinence  should  be  given 
the  opportunity  of  reconstructive  surgery  with 
the  caveat  that  perfect  continence  may  not 
be  always  achieved,  but  that  improvement  is 
the  usual  outcome. 


SUMMARY 

A study  of  twenty-nine  patients  suffering 
from  post-traumatic  anal  incontinence  is  pre- 
sented. Twenty-eight  patients  had  recon- 
structive surgery  with  a 96%  overall  success 
rate.  Careful  patient  selection,  preoperative 
evaluation  and  preparation,  meticulous  sur- 
gical technique  and  careful  postoperative 
management  insure  a successful  therapeutic 
result. 


COMMENTS 

Dr.  Kingsley  has  developed  an  impressive 
series  of  patients  with  incontinence  secon- 
dary to  sphincter  injuries.  He  has  nicely 
demonstrated  that  with  careful  preoperative 
selection  and  meticulous  surgery,  excellent 
results  can  be  achieved  with  anal  sphinctero- 
plasty. The  results  he  presents  here  are  very 
similar  to  those  of  other  large  medical 
centers  There  is  now  increasing  evidence 
that  preoperative  rectal  manometry  and  elec- 
tomyograms  may  be  useful  in  evaluating  pa- 
tients preoperatively,  particularly  those  in 
whom  the  question  of  neurogenic  injury 
versus  anatomic  injury  is  not  clear.  Manom- 
etric  measurements  also  offer  the  advantage 
of  objectively  assessing  sphincter  function 
pre  and  postoperatively^''*.  The  excellent 
results  achieved  here  should  encourage  phy- 
sicians to  refer  patients  with  incontinence  to 
the  appropriate  specialist  for  further  evalu- 
ation and  treatment  since  a favorable  out- 
come can  be  achieved  in  the  majority  of 
patients. 

Jon  S.  Thompson,  M.D. 
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INTRODUCTION 

PROGRESSIVE  multifocal  leu- 
koencephalopathy (PML)  is 
a papovavirus-induced,  rap- 
idly progressive  demyelinating  central  nerv- 
ous system  disorder  that  occurs  predomi- 
nantly in  immunocompromised  hosts.  On- 
set of  PML  may  be  gradual  or  insidious  but 
the  course  is  relentlessly  progressive.  Pa- 
tients with  PML  present  with  speech  difficul- 
ties, visual  defects,  altered  mental  status, 
ataxia,  hemiparesis  or  other  focal  deficits. 
The  duration  from  onset  of  symptoms  to 
death  is  usually  one  to  four  months. 

CASE  HISTORY: 

A 52  year  old  homosexual  man  with  a past 
medical  history  of  chronic  persistent  hepati- 
tis, acute  endocarditis,  chronic  dermatitis, 
Candida  sepsis,  and  syphillis  of  unknown 
stage  was  taken  to  the  emergency  room  by 
his  brother.  The  brother  reported  that  within 
a two-month  period  the  patient  had  experi- 
enced increased  weakness,  gait  incoordina- 
tion, headache,  loss  of  concentration,  for- 
getfulness, and  had  become  progressively 
less  interactive  with  his  family.  He  was  not 
taking  medication.  Temperature  was  102°F, 
blood  pressure  82/68  and  his  condition  was 
considered  secondary  to  dehydration  or  pos- 
sible heat  stroke.  Fluids,  thiamine,  and  folate 
were  administered. 

On  examination,  delirium  was  character- 
ized by  orientation  to  person  only,  irritabil- 
ity, inability  to  concentrate,  and  misinterpre- 
tation of  sensory  stimuli.  Right  sided  hemi- 
paresis, right  Babinski  sign  and  hemiparetic 
gait  were  present.  Pinprick  and  temperature 
appreciation  were  diminished  in  the  right 


upper  and  lower  extremities.  No  other  neuro- 
logical abnormalities  were  noted. 

Laboratory  results  were:  Hbg  10.2  (13- 
18g/100ml),  Hct  30.4  (45-52%),  WBC  3.9 
(4,400-1 0,800mm^),  normal  differential  and 
platelets,  and  blood  chemistries  were  nor- 
mal except  for  SCOT  34  (reference  range  8- 
30).  CSF  revealed  an  opening  pressure  of 
130  mm  H O (70-1 80mm),  protein  98  (15- 
45mg/100m1),  glucose  55  (40-80  mb/1 00ml), 
no  white  blood  cells,  and  18  red  blood  cells. 
CSF  gram  stain  and  bacterial,  fungal  and  AFB 
smears  and  cultures  were  negative.  VDRL 
and  ETA  were  positive.  T^T^  showed  a low 
T helper  ratio.  Urine  drug  screening  was 
negative.  Hepatisis  serologies  were  positive 
for  Hepatitis  B antigen,  B core  antibody,  and 
E antigen.  Enzyme-linked  immunosorbent 
assay  (ELISA)  and  Western  blot  test  were 
positive  for  the  Human  Immunodeficiency 
Virus  (HIV).  Computed  tomography  (CT) 
(Fig.  1)  and  Magnetic  Resonance  Imaging 
(MRI)  (Fig.  2a  and  2b)  of  the  head  identified 
a large  deep  white  matter  lesion  suggestive 
of  PML  in  the  left  frontal  lobe  without  signifi- 
cant mass  effect.  No  contrast  enhancement 
was  noted.  No  definite  abnormalities  were 
noted  on  EEC. 

Relentless  deterioration  followed  with  the 
patient  becoming  non-verbal  and  unrespon- 
sive to  commands.  His  family  refused  con- 
sent for  a brain  biopsy.  Death  occurred 
within  five  weeks  after  admission. 
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The  brain  post-mortem  gross  examination 
demonstrated  multiple  foci  of  demyelina- 
tion  positioned  at  the  cortico-medullary 
junction  (Fig.  3)  and  large  irregular  coalesc- 
ing lesions  occupying  major  portions  of  white 
matter  (Fig.  4).  Gray  matter  was  uninvolved. 
Brain  tissue  histopathology  demonstrated 
pathognomonic  oligodendrocytes  with  dis- 
tended basophilic  nuclei.  No  inclusion  bodies 
were  observed  with  light  microscopy.  Giant 
astrocytes  with  pleomorphic,  hyperchro- 
matic  nuclei  were  occasionally  seen.  Axons 
were  relatively  spared  (Fig.  5).  Electron 
microscopic  findings  were  typical  of  pa- 
povavirus  exhibiting  oligodendrocytes  con- 
taining intranuclear  viral  crystals  measuring 
33  manometers  in  diameter  (Fig.  6). 


FIGURE  1 

Axial  CT  scan  shows  a large  hypodense  lesion  (ar- 
row) in  the  left  frontal  white  matter  without  signifi- 
cant mass  effect.  A scalloped  contour  at  the  gray 
white  matter  junction  is  typical  for  PML.  No  contrast 
enhancement  is  seen  on  the  contrast  enhanced  CT 
scan. 


DISCUSSION: 

PML  was  first  recognized  as  a pathologi- 
cal entity  in  1958  by  Astrom,  Mancall  and 
Richardson.'  The  description  was  expanded 
by  Richarson.^  ZuRhein  and  Chou  reported 
the  presence  of  particles  resembling  pa- 


FIGURE  2A  AND  2B 

MRI  of  the  brain  displays  hypointensity  on  T1  weighted  image  (white  arrow)  and  hyperintensity  on  T2 
weighted  image  (black  arrow)  in  a similar  location  to  that  shown  by  CT  scan.  Findings  are  compatible 
with  a demyelinating  process. 
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FIGURE  3 

Demyelinating  lesion  positioned  in  the  left  frontal  lobe  at  cortico-medullary  junction 
(arrow). 


FIGURE  4 FIGURE  5 

Demyelinating  areas  in  left  frontal  lobe  and  left  Histopathology  of  left  frontal  demyelinating  lesion 
thalamus  (arrows).  demonstrating  pathognomic  oligodendrocyte  with 

distended  basophilic  nuclei  (large  black  arrow),  and 
giant  astrocyte  (small  black  arrow)  H & E x 400. 
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FIGURE  6 

Electron  microscopic  study  exhibiting  an  oligodendrocyte  containing  intranuclear  viral 
particles  (arrow). 


povavirus  in  PML  brain  tissue.^  It  has  been 
amply  verified  that  the  disease  is  an  oppor- 
tunistic infection  by  the  J.C.  papovavirus 
normally  non-pathogenic  in  the  human. 

J.C.  papovavirus  is  lymphotrophic  and 
neurotrophic  and  is  demonstrable  in  affected 
brain  tissue  obtained  by  brain  biopsy  or  at 
necropsy.  Prior  to  the  Acquired  Immune  De- 
ficiency syndrome  (AIDS),  this  disorder  was 
classically  associated  with  neoplastic  prolif- 
erations of  the  lymphoreticular  system,  es- 
pecially chronic  lymphatic  leukemia, 
Hodgkins'  disease  and  lymphosarcoma.  PML 


may,  however,  occur  in  any  disease  with 
concomitant  depression  of  cell  mediated 
immunity.  PML  affects  adults  of  all  ages, 
males  more  frequently  than  females.  PML 
most  commonly  presents  with  signs  and 
symptoms  of  speech  difficulties,  visual  de- 
fects, pyramidal  tract  dysfunction  and  gait 
apraxia.  Approximately  two-thirds  of  PML 
patients  experience  progressive  intellectual 
impairment  of  varying  severity.  Aphasia  and 
dysarthria  are  frequent  findings.  Sensory 
changes  and  cerebellar  and  brainstem  signs 
may  be  present.'* 
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CT  and  MRI  play  significant  diagnostic 
and  therapeutic  roles  in  cases  of  PML.  The 
diagnosis  of  PML  can  be  suggested  with  the 
demonstration  of  specific  low  density  le- 
sions on  the  CT  scanT  MRI  reveals  subcorti- 
cal white  matter  hyperintense  lesions.  The 
scalloped  lateral  borders  of  the  lesion  at  the 
gray  white  matter  junction  are  characteris- 
tic. Multiple  sclerosis  and  cerebritis  are 
included  in  the  differential  diagnosis.  Diag- 
nosis is  confirmed  with  stereotactic  brain 
biopsy  of  the  lesion  that  reveals  focal  myelin 
loss  with  bazaar  astrocytes  and  enlarged  oli- 
godendrocytes containing  eosinophilic 
intranuclear  inclusions. 

PML  lesions  are  characterized  by  multifo- 
cal demyelination  of  the  white  matter,  with 
sparing  of  the  cerebral  cortex  and  especially 
the  neurons.  The  demyelination  is  accompa- 
nied by  hypertrophy  of  the  astrocytes  which 
frequently  show  atypical,  hyperchromatic 
and  giant  nuclei.  Lesions  initially  appear  as 
small  individual  foci  in  which  oligodendrog- 
lial  nuclei  contain  viral  inclusions  resulting  in 
cell  lysis  and  areas  of  demyelination  with 
macrophage  infiltrates.  Lesions  enlarge  and 
form  confluent  zones  of  demyelination. 
Therefore,  the  neurologic  findings  reflect 
diffuse  asymmetrical  involvement  of  the 
cerebral  hemispheres. 

Isolated  reports  of  favorable  therapeutic 
responses  to  cytosine  arabinoside  have  been 
reported.  However,  a treatment  of  proven 


effectiveness  is  unavailable  at  this  time.^ 
Cytosine  arabinoside  must  be  used  cautiously 
in  AIDS  patients  because  it  is  cytotoxic  and 
potentially  immunosuppressive.  Treatment 
with  acyclovir  or  zidovudine  has  failed.^'® 

In  terms  of  clinical  effect,  the  normally 
non-pathogenic  J.C.  papovavirus  can  pro- 
duce PML  in  selected  individuals.  PML  pre- 
dominantly occurs  as  a rapidly  progressive 
and  invariably  fatal  sequelae  of  opportunis- 
tic infection  in  immunocompromised  hosts, 
especially  in  patients  with  cell  mediated 
immune  suppression. 
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How  to  Respond  to  a PRO  Quality  Inquiry 


Utilization  and  Quality  Control  Peer 
Review  Organizations,  commonly  known  as 
PROs,  have  entered  into  "The  Third  Scope  of 
Work,"  i.e.,  the  third  round  of  PRO  contracts 
negotiated  between  the  Health  Care  Financ- 
ing Administration  (HCFA)  and  the  nation's 
54  PROs.  Effective  April  1,  1989,  all  PROs 
were  bound  by  the  new  Scope  of  Work. 
Despite  new  contractual  provisions  in  the 
Third  Scope  of  Work,  PROs  still  have  as  their 
primary  responsibility  the  medical  review  of 
services  reimbursed  by  Medicare.  PROs  re- 
view such  services  to  ensure  that  they  are: 
(a)  medically  necessary,  (b)  provided  in  an 
appropriate  setting  and  (c)  meet  profession- 
ally recognized  standards  of  care. 

Quality  Intervention  Plan 

Cases  selected  for  review  by  PROs  under 
the  Third  Scope  of  Work  are  passed  through 
six  generic  quality  screens,  identical  to  those 
used  in  the  Second  Scope  of  Work.  How- 
ever, the  Third  Scope  of  Work  rules  also 
require  the  implementation  of  a Quality 
Intervention  Plan  (QIP).  The  QIP  is  a plan  by 
which  each  PRO  is  required  to  perform  a 
quality  review  and  implement  interventions 
when  quality  concerns  are  identified.  The 
following  is  an  overview  of  the  QIP: 

• Every  case  selected  for  retrospective  re- 
view is  screened  for  potential  quality 
problems. 

• If  a potential  quality  probelm  is  identi- 
fied, the  QIP  requires  the  PRO  to  allow  30 
days  for  the  physician  and/or  provider  to 
comment  on  the  proposed  quality  problem. 

• A PRO  physician  reviews  comments  sub- 
mitted within  the  specified  time  frames  in 
order  to  confirm  or  resolve  the  potential 
quality  problem. 

• When  the  PRO  determines  that  there  is 
a confirmed  quality  problem,  the  PRO  must 
determine  the  source  of  the  problem  and 
notify  the  affected  party  of  the  final  deter- 
mination. The  notice  to  the  responsible  party 
must  include  sufficient  detail  so  that  he/she 
will  clearly  understand  the  identified  prob- 
lem, what  the  appropriate  action  should 
have  been  in  the  case,  the  severity  of  the 
problem,  and  the  action  to  be  taken  to 
resolve  the  quality  problem,  if  appropriate. 


• A PRO  physician  must  assign  a severity 
level  to  each  case  with  a confirmed  quality 
problem.  The  three-level  severity  system  is 
based  upon  the  degree  of  harm  or  potential 
for  harm  to  the  patient.  The  three-level  se- 
verity system  was  developed  with  the  assis- 
tance of  physicians  representing  the  major 
medical  specialty  societies.  The  three  levels 
are: 

• Confirmed  quality  problem  with  signifi- 
cant adverse  effects  on  the  patient  (Level 
III); 

• Confirmed  quality  problem  with  the  po- 
tential for  significant  adverse  effects  on  the 
patient  (Level  II);  and 

• Confirmed  quality  problem  without  the 
potential  for  significant  adverse  effects  on 
the  patient  (Level  I). 

"Significant  adverse  effect"  is  defined  as 
(1)  patient  management  which  results  in 
anatomical  or  physiological  impairment, 
disability,  or  death,  or  (2)  unnecessarily 
prolonged  treatment,  complications,  or 
readmission. 

• Each  case  with  a confirmed  quality  prob- 
lem is  assigned  a weight  based  upon  the 
severity  level  of  the  problem.  Each  severity 
level  has  an  assigned  weight,  from  a weight 
of  25  for  a level  III  problem,  to  a weight  of 
5 for  a level  II  problem,  to  a weight  of  1 for 
a level  I problem. 

Each  quarter  the  PRO  will  profile  the  total 
weights  accumulated  for  reviews  completed 
in  that  quarter  by  problem  source  (e.g., 
physician  and  provider).  The  total  weight 
will  determine  the  corrective  action  to  be 
implemented.  When  the  quarterly  profile 
shows  that  a particular  physician  has  a total 
weighted  score  of  three  points  or  more,  the 
PRO  must  initiate  corrective  action.  The 
Third  Scope  of  Work  states  that  when  a 
severity  level  II  or  III  potential  quality  prob- 
lem is  identified  or  a pattern  of  severity  level 
I potential  quality  problems  are  identified, 
the  responsible  party  (i.e.,  the  physician 
and/or  provider  as  appropriate)  will  be 
notifed  of  the  potential  quality  problem  and 
provided  with  an  opportunity  to  respond 
and  discuss  the  issue  with  a PRO  physician. 
The  initial  notification  should  include  suffi- 
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dent  detail  so  that  the  responsible  party  will 
clearly  understand  the  identified  problem 
and  the  severity  of  the  problem. 

How  to  Respond 

Following  is  a list  of  steps  to  take  if  you 
receive  a letter  of  inquiry  regarding  quality 
concerns  from  your  PROh 

*Step  1.  Keep  calm.  Do  not  send  angry 
letters  back  to  the  PRO;  discuss  the  quality 
issue  with  a peer. 

*Step  2.  Review  the  medical  record  to 
make  sure  the  PRO  hasn't  made  a factual 
error  in  its  review  of  the  case.  The  PRO  may 
have  overlooked  a critical  entry  in  the  medical 
record. 

*Step  3.  Physicians  receiving  letters  of 
inquiry  from  their  PRO  should  carefully 
consider  whether  or  not  to  telephone  their 
PRO  about  the  case.  A preferred  course  of 
action  is  to  write  to  your  PRO,  with  a copy 
to  the  chief  of  the  hospital  medical  staff, 
instructing  the  PRO  to  communicate  its 
concern  to  the  chief  of  staff  and  departmen- 
tal chairman. 

In  you  communication  with  your  PRO, 
you  should  present  factual  information  with- 


out self-serving  statements,  argumentative 
remarks,  explicit  or  implicit  admissions  of 
error  in  judgement,  or  criticism  of  care 
provided  by  others. 

*Step  4.  You  may  opt  to  request  a per- 
sonal interview  with  the  district  medical 
director  and  specialist  consultant  prior  to 
writing  a response;  a personal  interview 
may  be  more  appropriate  than  writing, 
particularly  in  a complicated  case. 

*Step  5.  Keep  your  response  in  a separate 
file  other  than  the  patient's  medical  record. 
Keep  all  communications  separate  so  that 
they  are  not  inadvertently  disclosed  if  the 
medical  record  is  produced  in  response  to 
a subpoena. 

As  always,  detailed  histories  and  patient 
records  are  important  to  keep;  such  detailed 
records  help  you  to  remember  clearly  rele- 
vant facts  involved  in  the  treatment.  They 
may  also  explain  to  the  PRO  reviewer  why 
you  chose  a particular  course  of  treatment.** 

1.  Step  3-5  were  adopted  with  permission  from  the 
California  Medical  Association's  brochure  "What  Phy- 
sicians Should  Know  about  Working  with  CMRI  and 
Other  Review  Organizations." 

**Written  by  the  AMA’s  Department  of  Health  Care 
Review. 
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Christmas  and  New  Years  Thoughts 


PAUL  E.  COLLICOTT,  M.D. 
President.  Nebraska  Medical  Association 


As  we  approach  the  Christmas  holidays 
and  New  Year  celebration,  I thought  it  only 
fitting  to  review  where  the  Nebraska  Medi- 
cal Association  has  been  over  the  past  seven 
months  and  where  we  may  be  heading  for 
1991  at  the  state  level. 

First,  the  Nebraska  Medical  Association 
continued  to  grow  through  the  past  seven 
months  and  today  represents  approximately 
71%  of  all  physicians  practicing  medicine 
and  surgery  in  the  State  of  Nebraska  with 
our  membership  numbers  now  exceeding 
1,800  members.  Eight-four  and  one-half  per- 
cent of  our  members,  excluding  retired 
members,  are  in  the  private  practice  of 
medicine  and  the  remainder  in  academia  or 
administrative  practice  of  medicine.  It  is 
quite  impressive  that  the  NMA  represents 
this  percentage  of  the  physicians  in  the  State 
of  Nebraska,  but  obviously  our  goal  would 
be  to  represent  at  least  80%.  We  must 
continue  to  strive  to  increase  our  member- 
ship roles  in  order  that  when  we  speak  to 
our  state  and  federal  legislators  regarding 
issues  which  affect  all  of  Nebraska  medi- 
cine, that  we  indeed,  can  present  a unified 
voice  of  medicine  in  the  State  of  Nebraska. 
It  is  extremely  important  for  us  to  encourage 
the  new  physicians  in  our  state  to  be  actively 
involved  in  organized  medicine  in  order  for 
them  to  become  better  informed  and  to 
bring  fresh  and  new  ideas  as  well  as  rein- 
forcements in  the  continuing  battle  to  main- 
tain medicine  as  a respected  profession.  To 
this  end,  the  Nebraska  Medical  Association 
supports  a graduated  five-year  dues  structure 
for  young  physicians  entering  practice  for 
the  first  time. 

The  Nebraska  Medical  Association, 
through  its  Ad-Hoc  Committee  on  Medicaid 
Services  under  the  able  chairmanship  of 
Doctor  Chris  Caudill,  has  established  an 
exemplary  working  relationship  with  the 
Department  of  Social  Services  in  striving  to 
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address  access  issues  in  finding  workable 
solutions  to  problems  experienced  by  phy- 
sicians with  the  Medicaid  system.  Under  the 
directorship  of  Ms.  Deb  Thomas  and  the 
medical  directorship  of  Doctor  Chris  Wright, 
this  excellent  working  relationship  has  blos- 
somed in  several  difficult  problems  and  their 
appropriate  solutions  are  being  addressed 
for  the  betterment  of  health  care  for  the  low- 
income  citizens  of  the  State  of  Nebraska 
who  rely  on  Medicaid  payments  for  their 
health  care.  Ms.  Thomas  and  Doctor  Wright 
were  present  at  the  Fall  Session  of  the 
Nebraska  Medical  Association  and  gave  a 
significant  amount  of  educational  testimony 
to  the  reference  committee  insofar  as  activi- 
ties of  the  Department  of  Social  Services  is 
concerned.  Fee  schedule  changes  and  claim 
processing  changes  as  well  as  the  problem 
of  utilization  review  of  inpatient  hospitaliza- 
tions have  been  provided  to  you  in  the 
recent  month  by  the  month  "pink  sheet."  As 
a result  of  the  interaction  with  the  reference 
committee  and  the  House  of  Delegates  in 
September,  1990,  changes  already  have  been 
made  in  some  of  the  administrative  proc- 
esses regarding  utilization  review  of  inpa- 
tient hospitalizations.  No  longer  will  direct 
patient  notification  by  letter  occur  when  an 
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alleged  discrepancy  occurs  between  medi- 
cal services  performed  and  the  PRO  review 
guidelines. 

Additionally,  the  Nebraska  Medical  Asso- 
ciation through  the  Ad-Hoc  Committee  on 
Maternal  and  Child  Health  Care  under  the 
leadership  of  Doctors  Larry  Bausch  and  Ken 
Shaffer  in  cooperation  with  the  Department 
of  Health  and  its  Director,  Doctor  Gregg 
Wright,  have  begun  a Herculean  task  of  in- 
tense cooperation  between  the  Nebraska 
Medical  Association  and  the  Department  of 
Health  in  the  development  of  policy  in  public 
health  matters,  not  just  including  maternal 
and  child  health. 

The  Nebraska  Medical  Association's 
Commission  on  Public  Affairs  will  shortly 
begin  work  with  representatives  of  the 
American  Medical  Association  in  develop- 
ing a more  effective  means  to  enhance  the 
awareness  of  the  citizens  of  the  State  of 
Nebraska  toward  the  efforts  of  the  Nebraska 
Medical  Association  as  patient  advocates. 
These  efforts  will  include  utilizing  the  re- 
sources of  the  Nebraska  Medical  Associa- 
tion Auxiliary  to  promulgate  these  efforts. 

Your  Association  efforts  in  relationship  to 
the  CLIA/COLA  proposed  rules  and  regula- 
tions regarding  laboratory  services  in  Ne- 
braska physicians'  offices  and  hospitals  has 
not  been  without  notice.  Voluminous  cor- 
respondence from  the  Association  as  well  as 
its  members  in  addition  to  the  tireless  efforts 
of  Doctors  Darroll  Loschen  and  Don  Dynek, 
have  provided  the  state  and  federal  regula- 
tors some  particular  insights  in  the  problems 
which  the  proposed  rules  and  regulations 
would  create.  Subsequently,  the  legislators 
have  also  been  able  to  perceive  how  access 
of  patients  to  the  benefits  of  high  quality 
laboratory  services  may  also  be  affected. 
Your  Association  and  its  members  have  been 
very  effective  in  this  area.  Even  the  execu- 
tive offices  of  the  President,  the  office  of 
Management  and  Budget,  has  undertaken 
the  unprecedented  position  of  formally 
commenting  on  the  proposed  regulations 
by  saying  that  it  is  not  clear  that  regulatory 
objectives  of  CLIA  '88  are  chosen  to  maxi- 
mize the  net  benefit  to  society.  It  is  stated 
that  HCFA  should  finish  a previously- 
ignored  requirement  for  completion  of  a 
regulatory  impact  analysis  assessing  the  cost 
and  benefits  of  the  chosen  approach  for  the 
rule  before  publishing  a final  rule. 


The  Nebraska  Medical  Association, 
through  its  testimony  with  the  Workers' 
Compensation  Court,  has  effected  some 
significant  reimbursement  compensation 
changes  in  workers'  compensation  cases  as 
well  as  appropriate  changes  in  the  codes 
that  are  being  used.  The  Workers'  Compen- 
sation Court  is  presently  considering  the 
recommendations  by  the  Nebraska  Medical 
Association  to  adopt  the  current  CPT  codes 
rather  than  continuing  to  use  their  own 
codes  for  the  reimbursement  for  workers' 
compensation.  Your  Association  will  work 
diligently  with  the  Workers'  Compensation 
Court  and  the  AMA  in  order  to  achieve  this 
important  task. 

For  the  first  time,  the  Nebraska  Medical 
Association  has  formed  a liaison  committee 
with  the  Creighton  University  School  of  Medi- 
cine to  deal  with  problems  that  are  of  impor- 
tance to  both  organizations  as  well  as  the 
citizens  of  the  State  of  Nebraska.  A similar 
committee  has  functioned  quite  well  in  the 
past  with  the  University  of  Nebraska  Medi- 
cal Center  and  the  Association  looks  for- 
ward to  achieving  similar  results  with 
Creighton  University  in  the  future. 

The  Nebraska  Medical  Association's 
Committee  on  Health  Planning,  chaired  by 
Doctors  Herb  Reese  and  Allen  Dvorak,  have 
undertaken  the  enormous  task  of  imple- 
menting the  development  of  the  NMA's 
coalition  for  Nebraska's  health  care  issues. 
This  coalition  approved  by  the  House  of 
Delegates  in  September  of  1990,  will  consist 
of  representatives  from  several  areas  of  health 
care  delivery  as  well  as  health  care  consum- 
ers. It  is  anticipated  that  this  coalition  would 
be  a broad  based  and  geographically  repre- 
sented group  whose  task  will  last  several 
years,  perhaps  ending  in  some  legislative 
efforts  whereby  the  issues  of  basic  health 
care  needs  of  the  citizens  of  the  State  of 
Nebraska  will  be  addressed  as  well  as  the 
basic  health  coverage  for  the  uninsured  and 
underinsured.  Important  issues  will  be  dis- 
cussed and  hopefully  conclusions  reached 
by  this  Committee  on  Health  Planning. 

The  Nebraska  Medical  Association,  in  an 
attempt  to  battle  rising  costs  and  to  keep 
dues  at  a minimum  level,  has  instituted  a 
policy  for  physicians  advertising  in  the  Ne- 
braska Medical  Journal  under  Physicians' 
Directory.  This  is  yet  another  project  to 
enhance  non-dues  income  such  as  is  pres- 
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ently  being  utilized  with  the  Visa  card  and 
the  collection  agency.  The  collection  agency, 
under  the  direction  of  Mr.  Bartling  and  Mr. 
Hinkle,  attorneys,  has  provided  the  Associa- 
tion with  an  excellent  full-service  medical 
account  collection  which  is  a tremendous 
improvement  over  the  previous  service 
offered  by  the  Association.  The 
professionalism  of  this  agency  is  exemplary 
and  exceeds  the  standards  which  were  ini- 
tially outlined  by  the  Nebraska  Medical 
Association  for  a sponsored  collection 
agency.  I would  urge  all  members  of  our 
Association  to  avail  themselves  of  these 
benefits  of  membership  including  the  out- 
standing Blue  Cross/Blue  Shield  medical 
insurance  program  and  the  Association 
sponsored  term  life  insurance  program. 

As  mentioned  in  last  month's  President's 
Page,  the  Association,  through  the  efforts  of 
its  officers  and  Executive  Director,  have 
fulfilled  the  charge  of  the  House  of  Dele- 
gates to  implement  a single-tier  reimburse- 
ment plan  for  the  State  of  Nebraska  under 
Medicare. 

Finally,  with  the  results  of  the  November 
election  now  being  finalized  and  officially 
recognized,  I am  pleased  to  report  that  the 
Nebraska  Medical  Political  Action  Commit- 
tee under  the  able  leadership  of  Doctor 
Timothy  Wahl  has  had  its  most  outstanding 
year  of  success  in  a long  time.  83.9%  of  the 
candidates  both  at  the  federal  and  state 
level  that  were  supported  by  your  political 
action  committee  were  successful  in  their 
bids  for  election  to  their  respective  offices. 
It  is  hoped  that  these  efforts  will  certainly 
make  the  Commission  on  Legislation  and 
Governmental  Affairs  under  the  direction  of 
Doctor  Ron  Klutman  have  an  enhanced 
opportunity  to  express  the  opinions  of  the 
Nebraska  Medical  Association  when  the 
1991  Nebraska  Legislature  convenes  in 
January. 

Legislative  issues  that  seem  to  be  on  the 
horizon  for  1991  include  some  hold-overs 
from  the  1990  short  legislative  session  such 
as  the  issues  on  professional  disciplinary 
actions  and  impaired  professional  legisla- 
tion. It  is  anticipated  that  bills  will  be  intro- 
duced providing  for  funding  of  immuniza- 


tions under  the  direction  of  the  Department 
of  Health  as  well  as  changes  in  the  funding 
of  the  Tumor  Registry.  Further  intrusions  on 
the  practice  of  medicine  is  anticipated  in  the 
areas  of  optometry,  chiropractic,  and 
naturopathy.  Additionally,  it  is  anticipated 
further  rules  and  regulations  will  be  written 
for  the  implementation  of  COLA/CLIA  in 
Nebraska. 

It  appears  that  we  are  progressing  well  in 
our  efforts  to  improve  access  to  health  care 
in  the  State  of  Nebraska  in  a recent  national 
health  study  that  was  released  in  August  of 
1990  and  financed  by  the  Northwestern 
National  Life  Insurance  Company  reveals 
that  Nebraska  ranks  14th  out  of  50  states  in 
the  category  of  accessibility  to  physician 
services.  It  was  also  stated  that  we  have  a 
low-disease  prevalence  rate  being  5th  out  of 
50  and  that  overall,  Nebraska  ranks  5th  in 
the  United  States  for  one  of  the  healthiest 
places  to  reside  in  the  United  States.  I 
believe  that  this  speaks  well  for  the  medical 
profession  in  the  State  of  Nebraska  and  that 
we  should  continue  to  strive  to  maintain  this 
high  level  of  health  care  in  the  State  of 
Nebraska. 

In  summary,  I have  tried  to  state  where  we 
have  been  in  the  last  seven  months  and  the 
benefits  that  you  have  received  from  your 
1990  membership  dues.  All  too  often,  our 
membership  seems  to  think  that  they  are  not 
getting  their  "money's  worth."  It  is  my  per- 
sonal opinion  that  indeed  you  have  gotten 
your  money's  worth  in  the  past  seven  months 
and  I promise  to  maintain  that  effort  during 
the  last  term  of  my  Presidency  in  1991.  I 
believe  it  is  important  for  the  Nebraska 
Medical  Association  to  continue  to  focus  on 
socio-economic  issues  as  it  affects  not  only 
our  profession  but  also  the  availability  of 
health  care  to  the  citizens  of  the  State  of 
Nebraska.  The  dedication  of  the  Nebraska 
physicians  to  the  citizens  of  this  state  is 
exemplary  and  unique. 

I would  like  to  take  this  opportunity  to 
wish  all  our  membership  and  their  families, 
the  staff  of  the  Nebraska  Medical  Associa- 
tion, and  all  members  of  the  Auxiliary,  the 
warmest  of  holiday  greetings  and  best  wishes 
for  a happy  and  prosperous  New  Year. 
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THE  AUXILIARY 


Leadership 


Confluence 


JEANETTE  SCHLICHTEMEIER 
NMAA  President 


I'd  like  to  tell  you  about  the  very  success- 
ful Leadership  Confluence  we  attended  this 
fall.  Leadership  Confluence  has  been  called 
the  most  valuable  training  experience  the 
AMA  Auxiliary  offers,  and  with  good  reason. 
Its  purpose  is  to  offer  leadership  training  and 
program  information  to  county  auxiliary 
presidents-elect,  state  presidents-elect  and 
state  presidents. 

On  October  1 3th,  seven  Nebraska  auxili- 
ans  travelled  to  Chicago  to  attend  Conflu- 
ence I at  the  Drake  Hotel.  County  presi- 
dents-elect attending  were:  Cyndi  Hartman 
(MOMSA),  Barb  Reilly  (Hall  County),  and 
Peg  Welch  (Adams  County).  Donna  Stone 
and  I attended  as  NMA  Auxiliary  president- 
elect and  president.  Colleen  Adam  partici- 
pated as  the  North-Central  Regional  Direc- 
tor, AMA  Auxiliary. 


Nebraska  was  especially  honored  to  have 
Linda  Paul,  Lancaster  County  past-president, 
selected  to  speak  on  "Quality  Programs: 
Make  the  Most  of  Your  Meeting".  She  did  a 
wonderful  job!  She  gave  an  informative 
presentation  with  many  successful  program 
suggestions.  I'm  sure  many  of  her  ideas  will 
be  implemented  in  county  auxiliaries  across 
the  country.  We  were  proud  of  you,  Linda! 

The  days  were  filled  with  speakers,  round- 
table discussions,  and  many  opportunities 
to  share  information  and  exchange  ideas 
with  auxilians  from  other  states.  Experts 
trained  us  in  such  areas  as  legislation,  fund- 
raising, membership  and  adolescent  health. 

The  Exhibit  Room  provided  another 
opportunity  to  learn  about  projects  and 
programs.  Each  state  displayed  an  outstand- 
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ing  county  project  with  information  about 
how  it  was  implemented.  The  AMA  Auxiliary 
Resource  Center  featured  audio  and  video 
cassettes  and  publications  available  to  us.  A 
wealth  of  information  is  available  on  many 
topics. 

Dr.  C.  John  Tupper,  AMA  President, 
encouraged  us  in  our  work  to  improve  the 
health  and  quality  of  life  in  our  communities. 
He  praised  our  role  as  supporters  of  medi- 
cine. 

One  of  the  highlights  of  the  meeting  for 
me  was  hearing  the  Rev.  George  Clements, 
Holy  Angels  Parish,  Chicago,  tell  his  story 


about  his  efforts  to  fight  drug  abuse  among 
children.  What  a courageous  man!  He  was 
an  inspiration  to  us  all! 

We  left  Chicago  filled  with  enthusiasm  for 
the  job  ahead  of  us.  We  had  been  trained 
and  were  eager  to  share  the  new  ideas  and 
projects  and  information  with  members  at 
home. 

I also  left  with  a sense  of  pride.  It  truly  is 
a privilege  to  be  a part  of  this  worthy  organi- 
zation . . . making  a difference  in  our  com- 
munities, across  Nebraska,  and  across  the 
nation  for  better  health! 
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NEW  MEMBERS 


IN  MEMORIAM 


David  H.  Weir,  M.D. 

101  W.  24th  St. 

Kearney,  NE  68847 

Scott  M.  Ehresman,  M.D. 
1315  Tibbals  St. 

Holdrege,  NE  68949 

Michael  F.  Rapp,  M.D. 

P.O.  Box  1805 
Kearney,  NE  68848 

Richard  A.  Walker,  M.D. 
UNMC  - 600  S.  42nd  St. 
Omaha,  NE  68198 

Jorge  A.  Spinolo,  M.D. 
UNMC  - 600  S.  42nd  St. 
Omaha,  NE  68198 

Mary  jane  Mikuls,  M.D. 

8701  W.  Dodge  Rd.,-#404 
Omaha,  NE  68114 

Edward  J.  Mlinek,  M.D. 
UNMC  - 600  S.  42nd  St. 
Omaha,  NE  68198 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


RAYMOND  S.  JOHNSTON,  M.D.  (Born  July 
25,  1890  — died  February,  1990)  — Med- 
ical Specialty  - Proctology.  Doctor  Johnston 
was  a graduate  of  the  Creighton  University 
School  of  Medicine  in  1916  and  practiced 
in  Kearney.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the 
American  Medical  Association. 

MERLE  M.  MUSSELMAN,  M.D.  (Born  Sep- 
tember 19,  1915  — died  November  1, 
1990)  — Medical  Specialty  - Surgery. 
Doctor  Musselman  was  a graduate  of  the 
University  of  Nebraska  College  of  Med- 
icine in  1939  and  practiced  in  Omaha.  He 
was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical 
Association. 

CLARENCE  M.  HARTMAN,  M.D.  (Born 
December  10,  1908  — died  August  20, 
1990)  — Medical  Specialty  — Family  Prac- 
tice. Doctor  Hartman  was  a graduate  of 
Creighton  University  School  of  Medicine 
in  1935  and  practiced  in  Omaha.  He  was 
a member  of  the  Nebraska  Medical  Asso- 
ciation and  the  American  Medical  Asso- 
ciation. 

HARRY  A.  JAKEMAN,  M.D.  (Born  July  16, 
1908  — died  October,  1990)  — Medical 
Specialty  - General  Surgery.  Doctor 
Jakeman  was  a graduate  of  the  University 
of  Nebraska  College  of  Medicine  in  1933 
and  practiced  in  Fremont.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Associa- 
tion. 
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COMING  MEETINGS 


EMERGENCY  MEDICAL  SERVICES 
COURSE  SCHEDULE 

DECEMBER  3-4,  1990  — Trauma  Nurse  Core 
Course  (TNCC). 

DECEMBER  11,  1990  — Advanced  Cardiac 
Life  Support  Recert  (ACES). 

DECEMBER  12,  1990  — Advanced  Cardiac 
Life  Support  Instructor  (ACLS). 

If  no  location  has  been  specified  — the 
programs  will  be  held  at  the  Center  for 
Continuing  Education,  University  of  Nebraska 
Medical  Center  campus. 

For  further  information,  contact  Cindy  hlanssen.  Univer- 
sity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  600  South  42nd  Street,  Omaha,  Nebraska 
68198-6100.  Telephone  (402)  559-5979  or  our  toll-free 
MED  CONSULT  numbers  and  ask  for  Continuing  Education. 
In  Nebraska  call  (800)  642-7095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 


CREIGHTON  UNIVERSITY 
CME  PROGRAMS 

JAN.  24-29,  1991  — Esophageal  and  Foregut 
Disorders:  Pathophysiology  and  Treat- 

ment, Hyatt  Regency,  Waikola,  Hawaii 
25  hrs.  Category  I AMA 

JULY  9-13,  1991  (1991  Eclipse)  — Present 
and  Future  Clinical  Applications  of  Tumor 
Markers,  Ritz  Carlton  Hotel,  Kona, 
Hawaii/Category  1 AMA  credit  will  be 
available. 

OCTOBER  25-26,  1991  - Sixth  Annual  A 
Day  With  The  Perinatologists,  Omaha, 
Nebraska/Category  1 AMA  credit  will  be 
available. 

MINI-FELLOWSHIP  OPPORTUNITIES  - 
Creighton  University  offers  mini-fellow- 
ships on  a variety  of  topics.  They  are 
designed  for  the  physicians  who  can  leave 
their  practice  for  a period  of  intensive  per- 
sonalized CME. 


COMPUTERIZED  BIBLIOGRAPHIC  RE- 
SEARCH METHODS  — Creighton  Univer- 
sity Bio-Information  Center  offers  an  indi- 
vidualized course  designed  to  provide  an 
increased  awareness  of  on-line  biblio- 
graphic research  techniques. 

SEMINAR  IN  MICROBIOLOGY  SERIES  - 
Review  of  current  literature  in  Medical 
Microbiology  and  Infectious  Diseases, 
Creighton  University,  Omaha;  Nebraska. 

DISTINGUISHED  LECTURE  SERIES  - Interac- 
tion with  clinicians/researchers  and  out- 
standing investigators,  Creighton  Univer- 
sity, Omaha,  Nebraska. 

DISTINGUISHED  VISITING  PROFESSOR 
SERIES  — Mental  health  topics.  Saint  Jo- 
seph Center  for  Mental  Health,  Omaha, 
Nebraska. 

For  further  information  or  to  register,  contact:  Creighton 
University  School  of  Medicine,  Continuing  Medical 
Education  Division,  Omaha,  Nebraska  68178-0072, 
1 -800-5 48-CM ED  or  1-402-280-1830. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
CENTER  FOR  CONTINUING  EDUCATION 
(General  CME  Programs) 

FEBRUARY  9-12,1991  — 9thAnnual  Park  City 
Eye  & Facial  Plastic  Surgery  Conference, 
Olympic  Hotel,  Park  City,  Utah. 

MARCH  1 1-22,  1991  — Family  Practice 

Review. 

MARCH  28-29,  1991  — 40th  Annual  Program 
on  Obstetrics  and  Gynecology,  Holiday  Inn 
Central,  Omaha. 

APRIL  8-19,  1991  — Family  Practice  Review. 

If  no  location  has  been  specified  - the 
program‘s  will  be  held  at  the  Center  for 
Continuing  Education,  University  of  Nebraska 
Medical  Center  campus. 


December  1990  Nebraska  Medical  Journal  337 


ONGOING  CME  OFFERINGS 

SPEAKER'S  BUREAU  SERVICE  — A complete 
listing  of  topics  and  speakers  is  available 
upon  request. 

PRECEPTORSH I PS  — Consisting  of  a variety  of 
activities  including  clinical  care,  discussion 
and  consultation  with  faculty  and  staff. 
Dates  and  length  of  time  are  scheduled  at 
the  mutual  convenience  of  registrant  and 
faculty. 

FELLOWSHIPS  — Provide  in-depth  under- 
standing of  an  area  of  medicine,  but  does 
not  lead  to  certification.  These  programs  are 
usually  scheduled  for  three  to  six  months  in 
length.  Registrations  are  accepted  on  an 
individual  basis  and  scheduled  at  the  mutual 
convenience  of  the  registrant  and  the 
department. 

For  further  information,  contact  Marge  Adey,  Coordin- 
ator of  Continuing  Medical  Education,  University  of 
Nebraska  Medical  Center,  Center  for  Continuing  Educa- 
tion. 600  South  42nd  Street.  Omaha,  Nebraska  68798- 
6700.  Telephone  (402)  559-4152  or  our  toll-free  MED 
CONSULT  numbers  and  ask  for  Continuing  Education.  In 
Nebraska  call  (800)  642-1095.  All  other  states  (except 
Alaska),  call  (800)  228-9630. 

LINCOLN'S  SPECIALTY  CARE 

(in  conjunction  with  the  Lancaster  County  Medical  Society  & the 
Lincoln  Medical  Education  Foundation) 

FIRST  ANNUAL  FOCUS  ON  FAMILY  PHYS- 
CIANS  SEMINAR  — February  8 & 9,  (Friday  all 
day  and  Saturday  morning).  To  be  held  at  the 
University  of  Nebraska  Center  for  Continuing 
Education,  33rd  & Holdrege  Sts.,  Lincoln,  NE. 
Credits:  AMA  Catagory  1 and  AAFP  - 10 
Hours.  Keynote  speakers  are  Lee  Salk,  Ph.D., 
Paul  Sanders,  M.D.,  Jim  Bob  Brame,  M.D.  and 
Luke  Burchard,  M.D.  A number  of  Lincoln 
area  physicians  will  also  be  speaking.  Several 
social  events  are  being  planned. 

Eor  further  information,  please  contact:  lerri  Murphy,  program 
coordinator,  Lincoln's  Specialty  Care,  l-800-633-5462or(402)476- 
7511. 


MAYO  FOUNDATION 

MARCH  1-3,  1991  — Neurology  in  Clinical 
Practice,  Telemark  Resort,  Cable,  Wisconsin. 
Contact:  Postgraduate  Courses,  Section  of 
Continuing  Education,  Mayo  Clinic/Mayo 
Foundation,  Rochester,  MN  55905.  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates, 
April  25-28,  1991,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 12-14,  1991,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-27,  1992,  Marriott  Hotel,  Omaha. 

EALL  SESSION  — House  of  Delegates,  Sep- 
tember 10-12,  1992,  Cornhusker  Hotel, 
Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel, 

Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 15-17,  1994,  Cornhusker  Hotel, 
Omaha. 

ANNUAL  SESSION  — House  of  Delegates, 
April  27-30,  1995,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 21-23,  1995,  Cornhusker  Hotel, 
Lincoln. 


CORNHUSKER  CANADIAN 
CLINICAL  CONFERENCE 

JUNE  15-22,  1991  — The  Tenth  Annual 
Conference  will  be  held  at  Wolverine 
Lodge,  Lynn  Lake,  Manitoba,  Canada.  Fee, 
150.00. 

For  more  information,  contact:  Sharlene  KnippeT 
meyer,  RN,  BS,  Education  & Staff  Development,  Lincoln 
General  FTospital,  2300  South  16th  Street,  Lincoln,  NE 
68502,  (402)  473-5638. 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS  AND 
COMMITTEES 

Fall  Session 

September  6 - September  8,  1990 

(These  reports  appear  as  originally  submitted.  For  the  House  of  Dele- 
gates deliberations,  possible  changes,  and  final  action,  refer  to  the  minutes 
which  follow  these  reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Paul  E.  Collicott,  M.D.,  Lincoln  - Chairman;  Perry  T.  Williams,  M.D., 
Omaha;  Christopher  C.  Caudill,  M.D.,  Lincoln;  Richard  A.  Raymond,  M.D., 
Elkhorn;  Donald  J.  Pavelka,  M.D.,  Omaha;  Darroll  J.  Loschen,  M.D.,  York; 
Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Robert  C.  Osborne,  M.D.,  Lincoln; 
Richard  H.  Meissner,  M.D.,  Omaha;  Stanley  F.  Nabity,  M.D.,  Grand  Island; 
David  R.  Little,  M.D.,  Hastings. 

The  Board  has  considered  many  issues  of  importance  to 
the  Association  subsequent  to  the  1990  Annual  Session 
and  presents  the  following  report  to  the  House  of  Dele- 
gates. 

1.  MEMBERSHIP 

The  Association  has  gained  72  new  members  in  1990.  In 
addition,  thirteen  former  members  have  been  reinstated. 
There  are  currently  1517  dues  paying  members  of  the  As- 
sociation and  256  Life  and  Associate  Members.  Our  total 
membership  is  1761  which  comprises  70.2%  of  Nebraska's 
2510  physicians.  The  Board  continually  monitors  the 
member  and  non-member  lists  and  individually  make 
contacts  to  augment  the  mailings  soliciting  membership 
the  Association  distributes  throughout  the  year.  We  con- 
tinue to  enlist  the  assistance  of  the  members  of  the  House 
of  Delegates  to  increase  our  membership  numbers. 

2.  NEBRASKA  MEDICAL  ASSOCIATION'S  COALITION 
FOR  NEBRASKA  HEALTH  CARE  ISSUES 

The  Board  has  considered  and  prepared  the  basic  format 
for  the  development  and  initiation  of  the  NMA  Coalition 
for  Nebraska  Health  Care  Issues.  The  initial  announcement 
of  the  formation  of  the  coalition  was  made  during  the  1990 
Annual  Session.  It  is  proposed  that  the  coalition  consist  of 
representatives  from  several  areas  of  health  care  delivery 
as  well  as  health  care  consumers.  It  would  be  a broad 
based,  geographically  representative  group.  The  formula- 
tion of  opinions  and  proposed  positions  would  be  accord- 
ing to  a specific  design  developed  prior  to  the  initiation  of 
the  actual  process.  It  is  envisioned  that  the  project  will  take 
two  to  five  years  for  completion  and  that  a legislative  effort 
may  well  ultimately  be  necessary.  The  Association,  through 
our  Committee  on  Health  Planning,  will  be  the  dominant 
factor  in  the  formation  of  the  coalition,  and  it  is  anticipated 
that  funding  will  be  accomplished,  in  part,  through  grant 
applications  and  from  and  through  the  participants  in  the 
coalition.  The  coalition's  goal  will  be  to  define  the  basic 
health  needs  for  the  citizens  of  the  State  of  Nebraska  and 
the  funding  of  same.  The  coalition  will  most  likely  be 
charged  with  the  development  of  a basic  health  coverage 
policy  for  the  underinsured  and  asked  to  address  the 
matter  of  the  uninsured.  The  Board  looks  forward  to 
monitoring  the  implementation  and  function  of  this  most 
important  activity. 

3.  MEDICARE  UPDATE 

The  Board  has  reviewed  a legislative  proposal  developed 
by  Senator  j.  James  Exon  which  would  alter  Nebraska's 
Medicare  reimbursement  system  in  a resulting  one  locale 
system.  We  had  originally  understood  that  there  was  some 
possibility  the  implementation  of  a single  tier  reimburse- 
ment system  could  be  accomplished  by  rule  and  regula- 


tion. It  became  evident  that  legislation  would  be  necessary 
and  the  Association  has  contacted  Senator  Exon  asking 
that  he  proceed.  It  is  the  Association's  understanding  that 
under  the  five  year  implementation  of  the  Medicare  pay- 
ment scheduling,  beginning  in  1992,  there  would  be, 
approximately,  a 14%  increase  in  reimbursement  levels  to 
Nebraska  physicians.  It  is  also  our  understanding,  that  with 
this  implementation  in  1992,  under  a one  locale  system, 
that  only  those  physicians  in  targeted  specialties  and  those 
physicians  who  deliver  the  ’overpriced  procedures’  would 
be  affected  adversely  by  the  OBRA  '89  legislation.  The 
Association  is  cognizant  that  the  rural  physicians  reim- 
bursement levels  will  increase  at  a proportionately  higher 
level  than  that  of  the  physicians  in  the  metropolitan  areas 
of  Omaha  and  Lincoln  but  that  most  physicians  in  the 
metropolitan  areas  would  also  have  an  increase  in  the 
reimbursement  rates  based  upon  the  RBRVS  and  the  CPCIs. 
Senator  Exon  has  asked  that  the  Association  provide  assur- 
ance that  all  physicians  agree  with  the  introduction  of  this 
legislation  and  the  changes  that  will  be  made  in  the  locale 
structure.  Senator  Exon  was  informed  that  the  Association 
represents  over  70%  of  the  physicians  in  Nebraska  and 
that  the  House  of  Delegates  is  representative  of  the  members 
it  serves.  The  Board  feels  that  it  is  proceeding  with  implem- 
entation of  the  action  of  the  House  of  Delegates  in  April, 
1989  and  April,  1990. 

4.  YOUNG  PHYSICIAN  SECTION  DELEGATE 

The  NMA  Ad-Hoc  Committee  on  Young  Physicians  re- 
quested the  Board  select  Nebraska's  Delegate  and  Alter- 
nate Delegate  to  the  1990  Young  Physicians  Section 
meetings  of  the  AMA.  The  Ad-Hoc  Committee  plans  to 
become  more  fully  organized  during  1990  and,  among 
other  things,  will  finalize  a process  for  selecting  the  Dele- 
gate and  Alternate  Delegate  in  future  years.  The  Board 
selected  Doctor  Glenn  Ridder  of  Randolph  to  be  the 
Delegate  for  both  1990  AMA  meetings  and  selected  Doctor 
James  Fosnaugh  of  Lincoln  to  serve  as  the  alternate  Dele- 
gate. Dr.  Ridder's  term  as  Delegate  is  for  the  1990  calendar 
year  and  Dr.  Fosnaugh's  term  is  for  two  years,  one  year  as 
the  alternate  and  one  year  as  the  Delegate. 

5.  FINANCES  AND  1991  DUES 

The  Board  spends  considerable  time  monitoring  both  the 
Association  budget  and  the  various  categories  of  income. 
The  1990  budget  of  $574,435  reflected  a 5.6%  increase 
over  1989.  Budget  expenditures  for  the  year  are  on  course, 
and  barring  unforeseen  need  to  expend  additional  finan- 
cial resources,  the  Association  should  complete  the  year  as 
planned  in  the  budget.  The  Association's  projected  income 
is  being  received  as  projected  even  though  the  number  of 
full  dues-paying  active  members  has  suffered  a small  but 
important  decline.  Increasing  utilization  of  the  endorsed 
collection  service  from  Bartling  and  Hinkle,  P.C.,  non-dues 
income  from  the  administration  services  provided  spe- 
cialty societies,  the  group  health  insurance  plan,  and  member 
utilization  of  the  sponsored  VISA  card  have  all  helped 
offset  the  decrease  in  dues  income.  The  Association  will 
have  a 1990  deficit  of  approximately  $33,000.  The  deficit 
results,  in  part,  from  the  fiscal  process  under  which  we 
function.  Historically,  the  process  has  directed  that  the 
Board  not  request  a dues  increase  until  such  time  as  it  is 
felt  absolutely  necessary  to  do  so.  Consequently,  a deficit 
occurs  before  the  House  is  asked  to  consider  a dues 
increase.  The  Board  opted  to  utilize  $38,230  of  excess 
reserves  to  cover  the  deficit  which  occurred  in  1989.  The 
Association's  policy  that  reserves  (investments  and  fixed 
assets)  must  total  75%  of  a given  year's  budget  will  not 
provide  a sufficient  excess  to  offset  the  1990  deficit.  The 
Board's  recommendation  to  the  House  of  Delegates  is 
twofold.  The  Board  recommends  that  dues  for  1991  be 
increased  by  $25.00.  The  Board  feels  this  action  is  neces- 
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sary  to  offset  the  1990  deficit,  to  provide  additional  funds 
for  1991,  to  address  an  inflation  factor  which  will  probably 
exceed  5%  and  to  assist  with  funding  for  new  projects  such 
as  the  coalition  currently  being  organized.  Secondly,  the 
Board  recommends  that  the  House  reconsider  the  75% 
reserve  requirement.  A study  of  state  medical  associations 
indicated  that  those  states  with  a membership  below  4000 
had  a median  percent  of  operating  budget  carried  in  a 
reserve  fund  of  25%,  the  mean  was  34.2%,  the  minimum 
0%,  and  the  maximum  100%.  The  reduction  of  the  75% 
requirement  to  a level  of  60%  would  provide  additional 
funds  to  the  Board  when  necessary  while  assuring  a sub- 
stantial reserve  above  national  averages  for  medical  asso- 
ciations. We  therefore  recommend,  in  addition  to  the 
$25.00  dues  increase  for  1991,  the  reduction  of  the  re- 
serve requirement  from  75%  to  60%.  In  addition,  the 
Board  recommends  that  all  members  of  the  Association 
review  the  various  membership  benefits  available  and  take 
advantage  of  these  well-developed  programs  which  in  turn 
provide  additional  funds  for  the  operation  of  the  Associa- 
tion. Participation  in  these  programs  has  a direct  influence 
on  keeping  the  dues  level  down  to  the  lowest  level  possible 
as  a result  of  the  administrative  fee  the  Association  re- 
ceives. 

6.  PRESCRIPTION  REVIEW  PROJECT 

The  Board  reviewed  a proposal  from  the  Department  of 
Aging  to  cooperate  in  the  development  of  a project  which 
would  call  for  older  adults  to  have  their  personal  physicians 
review  the  prescription  medications  they  are  taking.  This 
matter  was  referred  to  the  Commission  on  Public  Affairs 
for  review  and  possible  development. 

7.  BLUE  CROSS/BLUE  SHIELD  NMA  CROUP  PLAN 

The  Board  has  continued  to  monitor  the  group  health 
insurance  plan  offered  to  Association  members,  their 
families,  and  their  staffs.  It  was  felt  that  the  financial 
experience  of  the  program  is  improving,  especially  in  the 
Custom-Flex  portion  on  the  package.  The  Board  approved 
a 15.65%  increase  in  rates  which  took  effect  with  the 
September  1,  1990  renewal.  These  rates  are  guaranteed 
for  a 12  month  period.  The  Board  continues  to  closely 
monitor  the  experience  of  the  program.  All  physicians 
purchasing  this  coverage  must  be  members  of  the  Associa- 
tion and  consequently,  the  list  of  insureds  is  continually 
monitored.  Several  physicians  whose  dues  were  delin- 
quent have  now  re-joined  the  Association,  and  five  physi- 
cians who  were  previously  non-members  have  joined.  The 
Board  has  queried  several  subscribers  and  finds  our  pro- 
gram remains  quite  competitive  in  the  health  insurance 
market  place. 

8.  COUNCILOR  APPOINTED 

Doctor  Donald  Wilkinson  notified  the  Board  that,  due  to 
retirement,  he  wished  to  discontinue  serving  as  Councilor 
in  the  12th  District.  The  Board  has  appointed  Dr.  Milton 
Johnson  from  Scottsbiuff  to  complete  Dr.  Wilkinson's  term, 
serving  until  the  1991  Annual  Session  at  which  time  this 
matter  will  be  addressed  through  the  usual  election  proc- 
ess. 

9.  ORAL  REPORTS 

During  the  1990  Annual  Session,  it  was  requested  that 
the  Board  review  the  necessity  of  presenting  oral  reports 
to  the  House  of  Delegates  in  those  instances  where  a 
written  report  has  been  submitted.  The  Board  considered 
this  matter  and  was  cognizant  of  the  need  to  steamline  the 
function  of  the  House  to  the  extent  possible.  It  was  recom- 
mended to  the  Speaker  and  Vice  Speaker  of  the  House,  as 
the  presiding  officers  of  the  House,  that  oral  reports  be 
limited  to  the  extent  possible,  expecially  in  instances  where 
written  reports  have  been  submitted. 


10.  MEDICARE  BROCHURE 

The  Board  discussed  the  recommendation  that  the 
Medicare  brochure  entitled  "Why  are  Nebraska  Seniors 
Shortchanged  on  Medicare?"  be  updated  and  considera- 
tion be  given  to  the  possibility  of  extended  mailings.  The 
Board  determined  that  the  brochure  should  be  made 
available  if  and  when  requests  are  received  for  additional 
copies.  It  was  noted  that  2,851  of  the  brochure's  forms 
were  completed  and  submitted  to  the  Association  office. 
The  forms  were  provided  to  Senator  Exon  at  the  time  of 
discussions  with  him  regarding  our  Association's  efforts  to 
achieve  a one-tier  reimbursement  system.  In  addition,  we 
have  provided  a copy  of  the  brochure  to  the  AARP  State 
Director  for  possible  distribution  by  that  group. 

11.  INTEREST  DEDUCTION  FOR  EDUCATION  DEBTS 

During  the  1990  Annual  Session,  the  House  recom- 
mended the  Board  inform  Nebraska's  Congressional  Dele- 
gation of  the  need  for  revision  of  tax  laws  which  will  permit 
full  deduction  of  interest  on  education-related  debts.  The 
delegation  was  contacted  regarding  this  issue  and  favor- 
able responses  were  received  from  members  of  the  dele- 
gation. 

12.  CLINICAL  LABORATORY  IMPROVEMENT 
ACT  (CLIA) 

Following  the  1990  Annual  Session  the  Association  dis- 
tributed, with  a newsletter,  an  analysis  of  the  CLIA.  Mem- 
bers of  the  Association  were  asked  to  respond  to  the 
Health  Care  Financing  Administration  with  expressions  of 
concern  regarding  the  impact  of  the  implementation  of  this 
act  on  the  provision  of  care  in  the  State  of  Nebraska.  The 
Association  office  received  over  40  copies  of  correspon- 
dence which  were  provided  by  members  of  the  Association. 
In  July,  the  AMA  distributed  a mailing  calling  for  organiza- 
tional response.  Each  member  of  the  Board  was  asked  to 
review  the  follow-up  information  and  to  respond  appropri- 
ately. The  Association's  letter  to  the  Health  Care  Financing 
Administration  regarding  the  issue  provided  for  carbon 
copies  to  each  member  of  Nebraska's  Congressional  Dele- 
gation. The  responses  from  our  delegation  were  generally 
favorable  and  receptive. 

13.  MATERNAL  AND  CHILD  HEALTH/LIAISON 

During  the  deliberations  of  the  House  at  the  1990  Annual 
Session  when  the  report  of  the  Ad-Hoc  Committee  on 
Maternal  and  Child  Health  was  being  considered,  the 
Board  was  encouraged  to  seek  a closer  liaison  in  order  to 
better  advise  the  State  on  public  health  policies.  While  the 
matter  of  liaison  regarding  policies  in  the  area  of  maternal 
and  child  health  is  handled  by  our  Association's  Ad-Hoc 
Committee,  the  Board  felt  that  the  efforts  of  our  coalition 
will  also  accomplish  and  promote  a closer  liaison  on  public 
health  policies  in  the  broader  sense.  This  is  a subject  area 
which  will  be  addressed  by  the  coalition. 

14.  UNMC  CENTER  FOR  CONTINUING  EDUCATION 

During  the  1990  Annual  Session,  the  House  of  Delegates 
adopted  a resolution  directing  the  Association  voice 
opposition  to  the  proposal  that  the  UNMC  Center  for 
Continuing  Education  be  relocated  off  campus.  A letter 
and  the  resolution  were  forwarded  to  the  Chancellor 
expressing  the  concerns  of  the  Association.  Chancellor 
Andrews  responded  that  because  of  needed  renovations 
in  the  medical  center,  the  administrative  staff  of  the  con- 
tinuing education  program  would  need  to  move.  While  no 
final  decision  had  been  made  as  to  where  the  move  would 
be,  such  an  action  would  not  affect  the  site  of  delivery  of 
programs,  he  indicated  that  the  auditorium  in  the  Eppley 
Science  Hall  would  remain  available  as  an  auditorium 
which  could  be  used  for  continuing  education  programs 
following  the  construction  that  was  currently  underway. 
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15.  HIGH  INCIDENCE  OF  INFANT  MORTALITY 

The  House  adopted  a resolution  during  the  1990  Annual 
Session  which  directed  that  the  NMA  work  with  the 
Department  of  Health  and  interested  health  care  providers 
to  develop  a screening  process  to  fully  evaluate  the  degree 
of  illicit  drug  problems  as  related  to  infant  mortality  and 
morbidity.  This  matter  was  referred  to  the  NMA  AdT  loc 
Committee  on  Maternal  and  Child  Health  along  with  AMA 
Board  of  Trustees  Report  OO  considered  and  approved  by 
the  AMA  House  of  Delegates  in  June,  1990. 

16.  COST  OF  FILING  CLAIMS 

The  Board  was  asked  to  attempt  to  estimate  the  actual 
cost  that  a physician  incurs  in  filing  a Medicare  claim.  A 
Board  study  was  completed  which  revealed  that  the  aver- 
age cost  for  a non-computerized  office  to  file  a claim  form 
is  from  $2.75  to  $3.00  per  claim.  The  cost  of  a computer 
generated  claim  is  approximately  $1.50.  In  addition,  our 
Medicare  carrier,  Kansas  Blue  Cross/Blue  Shield,  indicates 
that  approximately  97%  of  Nebraska's  physicians  routinely 
file  Medicare  claims  for  their  patients. 

17.  ANNUAL  SESSION  LOCATION 

The  House  of  Delegates  asked  the  Board  to  consider 
holding,  from  time  to  time,  the  Scientific  Session  of  the 
NMA  in  Kearney,  Nebraska  and/or  in  additional  Nebraska 
communities.  The  Board  reviewed  Annual  Session  atten- 
dance figures  and  determined  that  moving  the  Annual 
Session  to  locations  other  than  Lincoln  and  Omaha  has  not 
had  a positive  effect  on  the  number  of  physicians  in 
attendance.  The  Board  analyzed  the  Annual  Session  in 
some  detail  and  decided  to  ask  the  Scientific  Sessions 
Committee  to  study  whether  there  should  continue  to  be 
a scientific  portion  of  the  meeting  as  it  would  appear  that 
recent  attendance  figures  are  on  a decline.  The  Scientific 
Sessions  Committee  is  being  asked  to  report  its  findings 
and  opinions  to  the  Board.  In  addition,  the  Board  felt  there 
might  be  some  advantage  to  streamlining  the  schedule  for 
the  Fall  Session,  and  it  is  anticipated  that  such  a study  will 
be  undertaken. 

18.  INSURANCE  AND  LEGAL  REPORTING 

The  House  adopted  a resolution  during  the  1990  Annual 
Session  which  directed  the  NMA  address  the  fact  that  no 
one  is  being  appropriately  served  by  substituting  office 
records  for  precise  narrative  reports  when  requested  to 
provide  information  by  the  insurance  industry  and  the  legal 
profession.  It  was  the  Board's  opinion  that  physicians  must 
use  discretion  in  the  information  provided  to  insurance 
companies  through  provision  of  accurate  information  which 
will  best  and  honestly  serve  our  patients. 

19.  COMMISSION  ON  MEDICAL  EDUCATION 
PROJECTS 

The  Board  was  asked  to  consider  two  projects  which 
were  presented  in  the  Commission  on  Medical  Education's 
report  to  the  Annual  Session.  The  first  project  dealt  with 
physician  health  manpower  and  proposed  that  a survey 
instrument  be  developed  which  will  assess  the  affect  of 
influencing  factors  on  why  physicians  chose  or  change 
practice  locations.  The  report  noted  that  the  cost  of  the 
study  will  very  likely  have  to  be  borne,  in  part,  by  the 
Nebraska  Medical  Association.  The  second  issue  dealt 
with  the  medical  school  student  applicant  pool  and  various 
projects  which  might  affect  the  pool  in  a positive  manner. 
It  was  noted  that  there  could  be  a fiscal  impact  on  the 
Association  for  this  project.  The  Board  considered  both 
issues  and  decided  to  request  a specific  fiscal  proposal 
from  the  Commission  for  each  of  the  two  propositions, 
following  receipt  of  which  the  matter  will  be  considered  in 
greater  detail  by  the  Board. 


20.  NATIONAL  PRACTITIONER  DATA  BANK 

During  the  1990  Annual  Session,  the  Flouse  adopted  a 
resolution  which  proposed  that  the  Board  take  the  neces- 
sary steps  to  develop  a process  to  insure  confidentiality 
and  accuracy  of  data  which  will  be  accumulated  in  the  data 
bank.  The  Board  is  distributing  descriptive  information  on 
the  data  bank  to  each  delegate  during  this  Fall  Session. 
Members  of  the  Association  should  note  that  every  physi- 
cian can  periodically  request  a copy  of  his/her  data  bank 
file,  and  that  this  information  is  to  be  sent  at  no  charge  to 
the  physician.  The  NMA  Commission  on  Hospital  Medical 
Staff  is  monitoring  the  implementation  of  the  data  bank 
and  will  be  addressing  this  issue  in  greater  detail  following 
the  implementation  of  this  program. 

21.  MEDICAL/UTILIZATION  REVIEW 

The  Board  considered  the  various  activities  currently 
underway  at  AMA  having  to  do  with  AMA's  intent  to 
undertake  a major  effort  in  the  area  of  medical  review, 
designed  to  temper  the  impact  of  third  party  review  activ- 
ity on  physicians  while  continuing  to  insure  that  appropri- 
ate levels  of  high  quality  care  are  delivered  to  patients.  It 
was  noted  that  Medicare  peer  review  organizations. 
Medicare  carriers.  Blue  Cross  and  Blue  Shield  plans,  other 
payors  and  utilization  review  entities  all  have  developed 
utilization  management  programs  to  review  and  judge  the 
clinical  practice  of  individual  practicing  physicians.  The 
Board  will  continue  to  follow  this  matter  which  addresses 
the  increasing  impact  of  these  activities  on  the  practicing 
physician.  The  Board  has  selected  Doctor  Robert  Osborne 
of  Lincoln  to  serve  as  its  representative  on  a review  of  this 
subject  which  has  been  undertaken  by  the  Nebraska  Hospital 
Association. 

22.  BOARD  OF  EXAMINIERS  IN  MEDICINE  AND 
SURGERY 

The  Board  has  selected  Doctor  Larry  D.  Toalson  of 
Lincoln  as  its  nominee  for  an  upcoming  vacancy  on  the 
Board  of  Examiners  in  Medicine  and  Surgery. 

23.  BOARD  OF  EXAMINIERS  IN  NURSING  HOME 
ADMINISTRATION 

The  Board  of  Directors  has  selected  Doctor  Frederick  H. 
Hathaway  as  its  nominee  for  reappointment  to  the  Board 
of  Examiners  in  Nursing  Home  Administration. 


REPORT  OF  THE  DELEGATE  TO  THE  AMA 
Introduction 

The  AMA  House  of  Delegates  met  at  the  Hyatt  Regency 
Hotel  in  Chicago  June  24-28,  1990.  In  addition  to  all  the 
recent  problems  with  governance  of  the  AMA,  this  turned 
out  to  be  the  heaviest  volume  of  work  the  House  has  dealt 
with,  encompassing  295  resolutions  and  110  reports  of 
officers  and  commissions. 

There  were  436  Delegates  seated  at  the  meeting.  This 
included  348  Delegates  representing  state  medical  asso- 
ciations, 78  Delegates  representing  national  medical  spe- 
cialty societies,  and  10  section  and  service  delegates 
representing  the  armed  forces  and  public  health. 

The  Nebraska  Medical  Association  was  represented  by 
Dr.  John  D.  Coe,  Omaha,  Dr.  C.  J.  Cornelius,  Sidney,  Dr. 
Blaine  Roffman,  Omaha,  Dr.  Perry  Williams,  Omaha,  and 
Dr.  Chris  C.  Caudill,  Lincoln.  These  Delegates,  in  addition 
to  the  Nebraska  Medical  Association  staff  of  Bill  Schell- 
peper  and  Jim  Ruigh,  monitored  and  participated  in  all  the 
sessions. 
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Association  Governance 

Each  meeting  of  the  AMA  generally  has  an  item  of 
consuming  interest  which  focuses  the  attention  of  the 
House  of  Delegates,  and  which  promotes  the  most  discus- 
sion on  the  floor  of  the  House  and  in  the  various  caucus 
rooms. 

There  is  no  question  that  this  year  the  subject  was 
governance  of  the  association,  the  improprieties  of  the 
financial  disbursements  and  the  resignation  of  the  Execu- 
tive Vice  President. 

To  refresh  the  memory  of  any  who  may  have  forgotten, 
at  the  1989  Interim  meeting  in  Honolulu  in  December,  the 
Board  of  Trustees  presented  Report  QQ  which  discussed 
the  reimbursement  from  AMA  funds  to  AMA  Chief  Oper- 
ating Officer,  Whalen  M.  Strobhar  for  losses  incurred  in  his 
retirement  fund  during  the  1987  stock  market  crash.  In 
addition,  a loan  to  a former  deputy  executive  vice  presi- 
dent, Richard  A.  Noffke,  for  the  purchase  of  a home  was 
discussed.  This  was  subsequently  foreclosed  by  the  AMA. 

These  findings  prompted  the  Board  of  Trustees  to  en- 
gage the  law  firm  of  Jenner  and  Block  as  independent 
counsel  to  carry  out  a broad  investigation  and  this  report 
was  presented  to  the  house  this  meeting  as  Board  of 
Trustees  Report  JJJ. 

They  investigated  such  things  as  transactions  involving 
Dr.  Sammons,  Mr.  Strobhar,  Mr.  Noffke,  and  Mr.  Miller  and 
also  any  other  transactions  which  seemed  unusual  includ- 
ing the  purchase  of  the  AMA's  Washington  residence,  all 
real  estate  transfers  and  loans,  and  executive  compensa- 
tion including  perks  and  expense  accounts. 

One  revelation  that  surfaced  in  Report  JjJ  was  the  matter 
of  Mr.  Joe  D.  Miller,  former  Senior  Deputy  Executive  Vice 
President  and  close  associate  and  friend  of  Dr.  Sammons. 
In  early  1982,  it  was  known  that  Mr.  Miller  planned  to 
retire.  Prior  to  that  many  calculations  had  been  studied  as 
to  his  retirement  benefits.  It  turned  out  that  his  benefits,  if 
he  voluntarily  retired,  would  be  less  than  if  he  was  termi- 
nated. In  September  1982,  Dr.  Sammons  told  Mr.  Miller 
that  his  position  was  being  abolished,  and  that  he  was 
terminating  his  employment.  It  was  revealed  that  because 
of  this  he  received  $250,000  more  in  retirement  benefits 
than  he  would  if  he  had  retired  voluntarily. 

In  addition  to  that,  after  he  was  terminated  he  was  hired 
as  a consultant  at  $84,000  a year  and  this  arrangement 
continued  until  June  1990. 

All  of  these  findings  have  prompted  a reorganization  of 
the  method  of  which  the  Board  of  Trustees  handles  the 
management.  This  involves  two  new  committees,  the 
Compensation  Committee  and  the  Audit  Committee.  It 
appears  that  the  Board  of  Trustees  has  indeed  had  its 
'wake-up'  call  and  presumably  these  problems  will  be  a 
thing  of  the  past  and  we  can  get  onto  doing  things  that  will 
assure  the  future  of  the  AMA. 

All  these  matters  produced  an  undercurrent  of  discon- 
tent that  was  manifest  at  the  meeting.  It  was  interesting  that 
two  of  the  incumbents  of  the  Board  of  Trustees  failed  in 
their  reelection  bids.  The  members  of  the  House  of  Dele- 
gates seemed  to  be  inclined  to  clean  house  and  begin 
anew. 

The  Executive  Vice  President 

The  resignation  of  Dr.  Jim  Sammons  as  Executive  Vice 
President  came  somewhat  sooner  that  was  anticipated.  At 
Honolulu  in  December  '89,  it  was  assumed,  and  he  so 
stated,  that  he  would  retire  at  the  end  of  1990. 

However,  the  Sun-Times  Newspaper  in  Chicago  contin- 
ued to  publish  stories  which  proved  embarrassing  to  the 
AMA,  and  particularly  to  Dr.  Sammons.  Since  he  was 
receiving  the  brunt  of  the  criticism,  he  resigned. 


A search  committee  was  then  formed  to  select  a new 
Executive  Vice  President.  This  selection  was  made  by  the 
Board  of  Trustees  and  the  House  of  Delegates  had  only 
minimal  input.  At  any  rate,  after  a relatively  short  time.  Dr. 
James  Todd,  the  former  Assistant  Executive  Vice  President, 
was  chosen  to  fill  Dr.  Sammons  place.  The  urgency  of  this 
selection  was  twofold,  first  to  have  him  in  place  for  the 
Annual  meeting  in  June,  and  second  to  go  forward  with  the 
AMA  business  and  put  the  'scandal'  behind  us. 

C.  John  Tupper,  M.D. 

We  were  pleased  to  take  part  in  the  inauguration  of  Dr. 
C.  John  Tupper  as  President  of  the  AMA.  Dr.  Tupper 
graduated  from  the  UNMC  in  1948  and  is  the  first  alumnus 
of  that  school  to  become  President  of  the  AMA. 

He  is  a native  Californian  who  came  to  UNMC  during  the 
late  part  of  World  War  II  and  after  graduation  eventually 
became  Dean  of  the  University  of  Michigan  Medical  Col- 
lege. 

Subsequently,  he  returned  to  California  to  organize  and 
become  Dean  of  the  University  of  California  School  of 
Medicine  at  Davis.  He  still  is  associated  with  that  medical 
center  and  has  served  in  many  significant  medical  offices 
including  the  President  of  the  California  Medical  Associa- 
tion. 

In  addition  to  all  the  other  festivities  accorded  Dr.  Tup- 
per, the  UNMC  Alumnae  Association  hosted  a reception 
for  him  during  the  meeting. 

Harold  Brunn 

We  were  also  honored  to  share  in  the  recognition  given 
our  good  friend  Harold  Brunn  of  Minneapolis.  Harold 
serves  now  as  Secretary-Treasurer  of  the  North  Central 
Medical  Conference  in  which  the  NMA  is  an  active  member. 

Harold  retired  as  Executive  Vice  President  of  the  Minne- 
sota Medical  Association  in  1984  after  32  years  of  service. 
He  was  one  of  the  founders  of  the  American  Association 
of  Medical  Society  Executives  (AAMSE). 

He  received  the  AMA's  Citation  of  a Layman,  an  honor 
reserved  for  non-physicians  and  it  is  awarded  annually. 

Nebraska  Resolutions 

The  NMA  delegation  presented  and  participated  in  four 
resolutions  which  were  considered  by  the  House  of  Dele- 
gates. Two  of  these  resolutions  were  discussed  before  a 
reference  committee  chaired  by  Dr.  C.  J.  Cornelius. 

The  first  (#115)  had  to  do  with  independent  laboratory 
regulations  of  1990.  This  resolution  called  upon  the  AMA 
to  continue  to  work  with  Congress,  HCFA,  and  the  Com- 
mission on  Laboratory  Assessment  for  the  purpose  of 
making  regulations  for  physician's  office  laboratories  rea- 
sonable. 

The  second  resolution  (#117)  dealt  with  a protest  of  the 
proposed  rules  for  certification  of  physicians  office  labora- 
tories. This  resolution  protested  the  high  cost  being  consid- 
ered for  certification  of  physicians  office  laboratories. 

Both  of  these  resolutions  were  combined  along  with 
several  similar  resolutions  and  it  was  resolved  that  the 
AMA  continue  and  intensify  its  efforts  to  seek  appropriate 
and  reasonable  modifications  in  the  proposed  rules  for 
implementation  of  the  Clinical  Laboratory  Improvement 
Act  of  1989.  All  these  matters  were  to  be  brought  to  the 
attention  of  the  appropriate  governmental  agencies  and 
that  the  certification  fee  of  $2000  be  protested. 

Another  Nebraska  resolution  (#116)  had  to  do  with 
Health  Access  America,  which  from  Dr.  Tupper's  Presiden- 
tial address,  will  apparently  be  the  theme  this  ensuing  year. 
At  any  rate,  the  NMA  proposed  that  the  AMA  be  sensitive 
to  the  needs  of  small  business,  the  self-employed  and  rural 
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citizens  as  they  develop  more  specific  proposals  in  the 
Health  Access  America  plan.  This  resolution  was  adopted 
by  the  House.  You  may  recall  that  this  resolution  was 
prompted  in  part  by  the  "white-paper"  presented  by  Dr. 
Richard  Raymond  at  the  last  annual  NMA  meeting. 

The  final  resolution  which  we  were  involved  in  (#219) 
was  submitted  in  conjunction  with  the  American  Society  of 
Clinical  Pathologists,  The  American  Society  of  Cytology, 
College  of  American  Pathologists,  National  Association  of 
Medical  Examiners,  and  the  Virginia  delegation. 

This  resolution  addressed  the  decline  in  the  national 
autopsy  rate  and  refers  to  a previous  action  of  the  House 
(1-86)  which  dealt  with  the  effects  of  decreased  utilization 
of  autopsy  on  medical  education  and  research.  In  addition 
to  reaffirming  this  it  was  also  suggested  that  the  fee  for 
autopsy  take  its  rightful  place  in  Medicare  B reimbursable 
physicians  services. 

AMA  Publications 

An  interesting  discussion  about  the  publishing  policy  of 
the  AMA  resulted  when  a resolution  limiting  the  authority 
of  the  editor  of  the  JAMA  was  defeated.  The  resolution 
which  was  submitted  by  the  Illinois  delegation  was  prompted 
by  a January  5,  1990,  editorial  in  the  JAMA  in  which  the 
editor,  George  D.  Lundberg,  said  "physicians  are  not  immune 
to  the  greed  virus."  There  was  not  much  support  from  even 
the  Illinois  delegation  and  the  resolution  was  defeated. 

One  spin-off  from  the  discussion  was  some  criticism  of 
the  editorial  policy  of  the  AMNews.  This  brought  to  light 
the  fact  that  the  Board  of  Trustees  and  the  AMA  Officers 
have  no  control  over  what  is  printed  in  the  AMNews.  This 
is  a separate  function  independent  of  the  AMA.  Most 
discussion  following  this  revelation  dwelt  on  the  feasibility 
of  the  President  of  the  AMA  to  be  given  a space  in  the 
paper  wherein  he  could  present  his  view.  This  is  not  avail- 
able at  this  time. 

Anti-Hassle  Bill 

Attention  was  called  to  a bill  introduced  by  one  of  the 
two  physicians  in  Congress,  Representative  J.  Roy  Row- 
land, M.D.  of  Georgia.  It  is  the  so-called  Anti-Hassle  Bill. 
Physicians  said  they  were  tired  of  being  hassled  by  Medi- 
care and  private  insurance  companies,  they  are  tired  of 
telephoning  for  pre-authorization  approvals  and  faced  with 
busy  telephones  and  failure  of  reviewer  call-back.  The  bill 
would  require  HCFA  to  release  screens  and  parameters  it 
uses  to  review  utilization  and  determine  benefits.  The 
House  of  Delegates  endorsed  the  bill  and  vowed  to  re- 
move ineffective  and  inefficient  medical  review  practice. 

RBRVS 

There  were  still  several  resolutions  regarding  the  Medi- 
care RBRVS  payment  system.  These  pointed  out  the  need 
to  give  highest  priority  to  elimination  of  geographic  vari- 
ation in  Medicare  payment  that  do  not  reflect  demon- 
strable variations  in  practice  overhead  or  professional 
liability  costs. 

To  work  to  insure  that  the  most  current  and  valid  data  are 
collected  and  applied  in  calculating  accurate  geographic 
practice  cost  indices  (GPCI’s)  and  in  determining  geo- 
graphic payment  areas  for  use  in  the  new  Medicare  pay- 
ment system.  This  then  had  produced  the  newest  "buzz- 
word" "gypsy"  or  GPCI's. 

RU-486 

Three  resolutions  pertaining  to  RU-486  (mifepristone) 
were  considered  by  the  House.  These  were  designed  to 
preserve  the  physicians  autonomy  over  the  drug  prescrip- 
tion process.  To  avert  black  market  distribution  of  the 
antiprogesterone  also  known  as  mifepristone,  the  House 
supported  making  it  available  for  medical  research.  The 


use  of  the  drug  to  terminate  early  pregnancy  constitutes  a 
significant  public  health  gain  in  terms  of  safety,  efficacy, 
ease  of  use,  cost  and  privacy  of  the  patient-physician 
relationship. 

Miscellaneous 

Several  other  subjects  which  have  been  discussed  in 
detail  at  previous  meetings  were  again  brought  up  and 
discussed  again.  The  AMA  reaffirmed  its  humane  and 
appropriate  use  of  animals  in  research.  The  matter  of 
medical  student  abuse  was  again  outlined  and  the  Direc- 
tors of  Medical  Education  were  encouraged  to  develop 
appropriate  policy  and  procedures.  The  AMA  again  reaf- 
firmed their  opposition  to  therapeutic  substitution.  The 
National  Practitioner  Data  Bank  was  reviewed  and  HHS 
was  instructed  to  notify  physicians  of  adverse  data  bank 
entries. 

Elections 

The  annual  elections  were  held  and  John  J.  Ring,  M.D.,  a 
general  practitioner  from  Mundelin,  Illinois  was  chosen  as 
President-Elect.  The  House  Speaker,  Dr.  John  Lee  Clow  and 
his  Vice  Speaker,  Dr.  Daniel  H.  Johnson,  were  reelected. 

Dr.  Robert  E.  McAfee  of  Maine  and  Dr.  Joseph  T.  Painter 
of  Texas  were  reelected  to  the  Board  of  Trustees.  Newly 
elected  to  the  Board  of  Trustees  were  Dr.  Palma  E.  Formica 
of  New  Jersey,  (the  second  woman  trustee).  Dr.  Thomas  R. 
Reardon  of  Oregon,  who  has  recently  been  on  the  PPRC 
(Physicians  Payment  Review  Commission)  and  Dr.  John 
Seward  from  Illinois,  formerly  of  the  Commission  on  Leg- 
islation. 

Respectfully  Submitted, 

John  D.  Coe,  M.D. 


REPORT  OF  THE  DELEGATE  TO 
AMA  YOUNG  PHYSICIANS  SECTION 

The  AMA  House  of  Delegates  met  in  Chicago  for  its 
Annual  meeting  on  June  24th-28th,  preceded  by  a success- 
ful AMA-YPS  Assembly  on  Friday  and  Saturday.  As  the 
Nebraska  YPS  delegate,  I am  pleased  to  provide  you  with 
the  following  report  of  our  assembly  meeting. 

Being  my  first  YPS  Assembly,  I was  somewhat  anxious  to 
see  what  it  would  be  like.  I was  pleasantly  surprised  to  find 
such  a helpful  governing  council  to  direct  the  activities. 
The  other  state  delegates  and  alternate  delegates  were  as 
friendly  and  open  as  I could  have  expected.  I believe  every 
state  as  well  as  the  District  of  Columbia,  the  Virgin  Islands, 
Puerto  Rico  and  Guam  and  26  specialties  were  repre- 
sented and  most  had  both  delegate  and  alternate  present. 
So  there  were  around  1 50  people  in  the  assembly  hall.  As 
with  any  group  that  large  with  each  member  being  equal, 
order  was  at  times  hard  to  maintain.  But  for  a young  group 
like  this,  only  four  years  old,  we  were  able  to  keep  the 
business  flowing  in  a constructive  manner.  And  despite  the 
ever  present  bureaucratic  undertone,  the  group  did  pres- 
ent some  respectable  resolutions  to  the  AMA  House  of 
Delegates. 

The  YPS  Assembly  sent  6 resolutions  to  the  AMA  House 
and  all  6 received  favorable  consideration.  The  following 
is  a brief  description  of  each  as  well  as  reports  generated 
by  the  AMA  from  past  YPS  initiatives  and  other  pertinent 
testimony  given  to  the  House. 

1.  Resolution  273  ("Increasing  Representation  in  AMA 
Young  Physicians  Section")  was  referred  to  the  Constitution 
and  Bylaws  Reference  Committee  where  supporting  testi- 
mony was  heard.  It  was  placed  on  the  Consent  Calendar 
and  passed  the  House  without  debate.  If  all  goes  well,  the 
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Council  on  Constitution  and  Bylaws  will  draw  up  the 
appropriate  language  to  change  the  Bylaws  at  the  1-90 
meeting  and  we  hope  to  seat  extra  delegates  from  states 
which  qualify  for  them  beginning  A-91.  This  change  would 
qualify  YPS  delegates  according  to  each  states  number  of 
young  physicians.  It  would  not  decrease  any  states  number 
of  delegates  and  some  states  would  have  up  to  5 as  for 
California  and  Texas.  Nebraska  and  most  Midwestern  states 
would  be  left  with  1 delegate.  It  is  felt  that  the  greater  the 
number  of  delegates,  the  greater  the  interest  possibly 
generated  in  young  physicians  to  become  involved  in 
organized  medicine,  develop  leadership  skills,  and  be- 
come more  visible  so  organized  medicine  and  society  will 
become  more  aware  of  our  contributions,  both  individu- 
ally and  collectively. 

2.  Resolution  270  ("Strengthening  the  AMA's  Tradition 
of  Non-Discrimination")  called  for  the  AMA  Bylaws  to  add 
the  word  "or  sexual  orientation"  to  its  non-discrimination 
list,  which  includes  "sex,  color,  creed,  race,  religion,  ethnic 
origin,  or  national  origin."  Reference  Committee  C and  B 
heard  spirited  debate  on  both  sides  of  this  issue  and 
recommended  that  the  AMA  develop  "a  comprehensive 
statement  to  demonstrate  that  the  AMA  and  its  constituent 
associations  are  non-discriminatory  in  membership  mat- 
ters." Final  wording  will  be  prepared  by  the  Council  on  C 
and  B and  presented  at  the  1-90  meeting.  This  resolution  is 
apparently  intended  to  prevent  any  litigation  on  sexual 
discrimination  that  is  so  prevalent  today. 

3.  Resolution  54  ("Physician  Availability")  from  the  1-89 
Assembly  asked  for  a study  on  the  phenomenon  of  physi- 
cians who  originally  enter  clinical  practice  and  then  change 
practice  type  or  leave  medicine  altogether,  with  particular 
emphasis  on  the  future  plans  of  young  physicians.  This 
study  would  hopefully  formalize  the  present  speculation  as 
to  why  physicians  are  leaving  their  practices  and  deter- 
mine the  potential  effect  on  health  care  and  costs  in  the 
future. 

4.  Resolution  271  ("Inclusion  of  FHealth  Financing  Enti- 
ties Under  Antitrust  Laws")  requested  the  AMA  to  evaluate 
the  public  benefit  of  the  current  limited  exemption  from 
antitrust  laws  enjoyed  by  insurance  companies  and  to  seek 
legislative  action  to  address  the  problem,  based  on  its 
findings. 

5.  Resolution  269  ("Adequate  Funding  of  the  WIC  Pro- 
gram") asked  the  AMA  to  urge  Congress  to  investigate  the 
recent  increases  in  the  cost  on  infant  formula  and  insure 
that  WIC  programs  are  adequately  funded.  It  received  fa- 
vorable testimony  in  Reference  Committee  Ft  and  passed 
the  FHouse. 

6.  Resolution  272  ("Safety  Standards  for  Performing  Mam- 
mography") called  upon  AMA  to  study  the  safety  and 
performance  standards  for  performing  mammography  and 
report  back  at  1-90.  It  passed  with  a minor  addition.  This 
resolution  was  aimed  at  the  bad  publicity  some  mammog- 
raphy teams  have  created  because  of  poor  controls. 

Reports  generated  by  the  various  Councils  and  Board  of 
Trustees  in  response  to  previous  FHouse  actions  follow: 

1.  Board  of  Trustees  (BOT)  Report  R ("Athletic  Prepar- 
ticipation Examinations  for  Adolescents")  presented  an 
excellent  overview  of  the  current  status  of  such  exams  and 
recommended  that  only  qualified  physicians  perform  the 
exams,  determine  individual  eligibility,  and  make  decisions 
on  resumption  of  play  by  injured  adolescents.  It  further 
recommended  the  guidelines  of  the  American  Academy  of 
Pediatrics.  In  Reference  Committee  D,  most  agreed  the 
guidelines  were  good,  but  testimony  revealed  several  areas 
which  were  not  specifically  addressed,  including  women's 
health,  use  of  steroids,  cardiovascular  issues,  and  problems 


with  drug,  alcohol  and  tobacco  use.  The  Reference  Com- 
mittee recommended  a subsequent  Board  report. 

2.  The  Council  on  Medical  Services  Report  O ("Preven- 
tive Medicine  Services")  which  was  performed  as  a result 
of  an  AMA-YPS  initiative  at  A-89  recommended  that  prac- 
ticing physicians  consider  the  Guide  to  Clinical  Preven- 
tive Services  and  its  recommendations  in  their  decisions 
and  that  payers  use  the  guide  in  development  of  insurance 
products  offering  coverage  for  preventive  services,  but  not 
establish  arbitrary  coverage  policies  or  payment  decisions 
based  solely  on  the  guide.  FHowever,  in  Reference  Commit- 
tee, testimony  was  heard  from  several  specialty  societies 
which  had  not  been  consulted  in  the  preparation  of  the 
guide  and  which  were  not  in  agreement  with  many  of  the 
policy  statements  in  contains.  Ultimately,  the  House  re- 
ferred the  report  back  to  the  Board  for  further  study. 

The  above  are  only  highlights  of  the  accomplishments  of 
the  1990  annual  AMA-YPS  assembly.  The  scope  of  this 
report  does  not  permit  further  discussion  on  the  many 
other  issues  discussed  at  the  assembly.  Any  inquiries  would 
be  welcome  and  I will  be  happy  to  discuss  any  other 
activity  with  any  one  of  you.  Please  send  any  inquiries  to 
the  following  address: 

Glenn  A.  Ridder,  M.D. 

Box  1008, 

Randolph,  NE  68771 

Phone  402-337-0200 

In  addition  to  the  AMA-YPS  Assembly,  Jim  Fosnaugh, 
M.D.,  the  alternate  delegate,  stayed  for  part  of  the  AMA 
House  of  Delegates  Assembly.  This  was  very  enlightening. 
There  were  innumerable  resolutions  and  reports.  But  several 
interested  me  particularly  because  they  dealt  with  the 
plight  of  rural  medicine  in  America.  To  summarize,  I was 
impressed  with  the  resolutions  and  reports  that  make 
apparent  to  all  the  shortcomings  of  rural  medicine  nation- 
wide. In  light  of  these,  it  seems  that  the  AMA  is  becoming 
aware  of  how  desperate  the  situation  is  in  some  areas  of 
the  nation.  Hopefully,  it  is  not  too  late  to  rectify  these 
problems  and  save  many  rural  hospitals. 

1 . Report  C ("Educational  Programs  to  Increase  Stu- 
dent/Resident Interest  in  Rural  Health")  from  the  Council 
on  Medical  Education  is  geared  to  challenge  medical 
education  to  address  the  issue  of  failing  rural  health  in 
America  to  stimulate  growth. 

2.  Report  B ("Closure  of  Rural  Hospitals  and  Medicare's 
Prospective  Pricing  System")  from  the  Council  on  Medical 
Service  addresses  the  dependence  of  rural  hospitals  on 
Medicare,  the  decline  in  hospital  utilization  especially  in 
rural  areas,  the  rural-urban  payment  differential,  and  the 
fact  that  rural  hospitals  do  not  operate  at  volumes  large 
enough  to  absorb  losses  from  outlier  cases.  It  then  recom- 
mends close  monitoring  of  this  situation  and  its  impact  on 
rural  hospital  closures. 

3.  Report  K ("Rural  Health")  from  the  Council  on  Medical 
Service  attempts  to  identify  and  analyze  the  underlying 
causes  of  health  care  access  and  financing  problems  in 
rural  America.  It  recommends  that  the  AMA  be  aggressive 
in  its  efforts  to  alleviate  quickly  geographic  physician 
payment  inequities  by  seeking  a floor  on  the  prevailing 
charges  at  80%  of  the  national  average. 

Respectfully  submitted, 

Clenn  A.  Ridder,  M.D. 

REPORT  OF  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

Thank  you  once  again  for  the  opportunity  to  report  about 
events  at  Creighton  University  since  the  last  NMA  meeting 
held  in  the  Spring.  These  are  eventful  times  for  medicine 
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and  medical  education,  requiring  us  to  examine  continu- 
ously our  mission  and  goals  and  to  assess  how  effectively 
we  are  attaining  them. 

Our  School  of  Medicine  had  occasion  to  do  exactly  that 
during  the  past  year  in  preparation  for  a Liaison  Committee 
on  Medical  Education  accreditation  site  visit,  which  took 
place  in  April.  This  is  valuable  because  it  provides  us  with 
an  objective  assessment  by  practicing  physicians  and 
medical  educators  from  other  institutions  and  other  parts 
of  the  country.  They  measure  us  against  our  stated  goals 
and  standards  of  medical  education  applicable  to  all  schools 
of  medicine  in  the  United  States  and  Canada. 

The  report  they  have  submitted  to  the  Liaison  Committee 
as  a result  of  their  visit  is  very  favorable.  They  found  a 
strong  faculty,  an  excellent  program  of  education  leading 
to  the  M.D.  degree,  bright,  energetic,  committed  students, 
an  institutional  culture  inspired  by  the  Jesuit  tradition  of 
higher  education,  and  excellent  resources  with  which  to 
conduct  our  programs.  The  Liaison  Committee  meets  in 
October  to  act  on  the  report  and  recommendations  of  the 
site  team. 

We  have  recently  begun  to  assess  all  of  our  residency 
programs,  including  those  we  conduct  in  collaboration 
with  the  University  of  Nebraska  under  the  aegis  of  the 
Creighton-Nebraska  Universities  Health  Foundation.  Our 
intent  is  to  determine  the  quality  and  the  environment  of 
our  residency  programs.  But  even  more  important,  to 
determine  how  well  we  are  serving  society  with  respect  to 
the  education  and  training  of  primary  care  and  specialist 
physicians  to  serve  the  communities  in  which  they  prac- 
tice. I look  forward  to  reporting  on  the  results  of  that 
assessment  at  some  future  time. 

This  is  also  the  time  of  year  when  we  take  stock  of  our 
entering  freshman  class  who  matriculated  August  27.  This 
group  of  1 1 0 young  people  was  chosen  from  an  applicant 
pool  of  3,913  from  all  over  the  United  States.  This  repre- 
sents a 10%  increase  in  our  applicant  pool  over  that  of  the 
entering  class  in  1989.  The  academic  credentials  of  our 
entering  class  are,  as  usual,  excellent.  More  important, 
however,  are  the  range  and  variety  of  experiences,  the 
evidences  of  motivation  and  commitment  to  serve,  and  the 
strongly  positive  attitudes  toward  the  profession  held  by 
these  young  people.  Though  this  is  typical  of  our  students, 
it  is  gratifying  to  renew  annually  the  experience  of  meeting 
and  coming  to  know  a new  group  of  bright,  young  eager 
aspirants  to  our  profession. 

I have  commented  before  in  these  reports  on  the  impor- 
tance of  medical  schools'  responsibility  for  the  assessment 
and,  when  appropriate,  introduction  of  technical  and 
conceptual  advances  into  our  community  and  region.  Our 
Positron  Emission  Tomography  (PET)  Center  of  Metabolic 
Imaging  was  established  and  began  to  accept  patients  late 
last  fall  (1989).  Since  then  there  has  been  a steadily  increas- 
ing stream  of  patients  as  this  new  imaging  modality  has 
proven  to  be  a boon  to  the  management  of  heart  disease, 
neurologic  diseases,  psychiatric  conditions  and  oncology 
patients. 

Dr.  Robert  Fitzgibbons,  Jr.  has  recently  introduced  lapa- 
roscopic cholecystectomy  as  a new,  less  traumatic,  lower 
risk  surgical  procedure  in  our  region.  It  is  now  being 
adopted  by  other  surgeons  in  our  community  and  through- 
out the  country.  Dr.  Fitzgibbons  and  his  colleagues  have 
designed  a course  to  teach  this  procedure  to  surgeons.  At 
the  time  of  this  report,  it  has  been  presented  three  times 
to  a total  of  about  60  surgeons  from  1 6 different  states. 
Future  courses  are  planned  and  there  is  a waiting  list  for 
enrollment. 

We  are  also  pleased  that  the  new  addition  to  the  St. 
Joseph  Center  for  Mental  Health  will  be  opened  and  ready 


to  accept  patients  in  October  of  this  year.  This  represents 
a significant  improvement  in  the  facilities  for  psychiatric 
patient  care  and  our  education  programs.  It  will  provide  a 
much  improved  environment  for  patients,  faculty,  staff  and 
students. 

We  are  also  about  to  issue  a contract  for  the  construction 
of  a new  ambulatory  care  and  education  center  at  the 
Creighton  University  Medical  Center.  This  center  will  house 
significantly  expanded  cardiac  rehabilitation,  pediatric 
ambulatory  care  and  teaching,  and  nephrology.  This  much- 
needed  expansion  of  space  will  also  provide  expanded 
space  for  other  programs  currently  occupying  existing 
facilities. 

It  is  also  a pleasure  to  announce  the  formation  of  the 
Nebraska  Medical  Association/Creighton  University  Coor- 
dinating Committee.  This  is  a group  of  individuals  from  the 
School  of  Medicine  and  from  the  Association  who  will 
meet  semi-annually  to  discuss  matters  of  mutual  interest 
and  importance.  It  will  be  a vehicle  for  enhanced  commu- 
nication and  expanded  collaboration  between  the  Ne- 
braska Medical  Association  and  Creighton  University  School 
of  Medicine.  Its  first  meeting  is  scheduled  for  September 
26.  I look  forward  to  our  meetings  for  the  benefit  they  will 
provide  to  the  Association,  the  profession  of  medicine,  and 
Creighton  University. 

Respectfully  submitted, 

Richard  L.  O'Brien,  M.D. 

Vice  President,  Health  Sciences 
Dean,  School  of  Medicine 


REPORT  OF  THE 

STATE  DEPARTMENT  OF  HEALTH 

HEALTH  PROMOTION  AND  DISEASE  PREVENTION 
CANCER  CONTROL  PROGRAM 

The  Department  of  Health  has  requested  funds  from  the 
National  Cancer  Institute  (NCI)  to  begin  the  evaluation 
phase  of  the  Data-Based  Cancer  Control  Program  Grant.  In 
addition,  supplemental  funds  have  been  requested  to  ini- 
tiate a skin  cancer  prevention  program  which  will  target 
teenagers,  farmers,  parents  of  very  young  children  and 
women  of  all  ages. 

A pesticide  booklet  has  been  printed  in  English  and 
Spanish  as  a guide  to  control  health  risks  (especially  can- 
cer) associated  with  pesticide  exposure.  The  booklet  is 
being  distributed  by  the  Agriculture  Extension  Service 
through  county  fairs,  the  Nebraska  League  of  Rural  Voters 
and  other  appropriate  entities. 

AIDS  PROGRAM  UPDATE 

During  the  second  quarter  of  1990,  there  were  10 
additional  AIDS  cases  reported.  This  compares  with  15 
cases  reported  during  the  first  quarter,  with  no  apparent 
differences  in  demographics  or  exposure  groups.  How- 
ever, when  these  25  cases  are  compared  to  the  1 6 cases 
reported  during  the  same  time  period  for  1 989,  some 
interesting  trends  emerge:  in  1990,  twice  as  many  cases 
were  reported  in  the  20-29  year  age  group;  and  more 
IVDU's  (heterosexual  and  gay/bisexual  groups  combined) 
were  affected. 

On  July  9 1990,  the  Centers  for  Disease  Control  in- 
formed our  Department  that  because  of  the  adoption  of  a 
funding  formula  by  the  federal  AIDS  prevention  program, 
funds  for  the  Nebraska  AIDS  Prevention  Program  will  be 
reduced  by  55%.  Programs  to  be  affected  by  the  reduction 
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include  those  targeting  the  general  public,  people  engag- 
ing in  risky  behavior,  minorities,  substance  abusers  and 
their  sexual  partners,  and  school-aged  children. 

FAMILY  HEALTH  SERVICES 

MATERNAL  AND  CHILD  HEALTH  BLOCK 
GRANT  PROGRAM 

Consistent  with  new  federal  requirements,  the  State 
Department  of  Health  prepared  an  application  for  MCH 
Block  Grant  Funding  for  FY  1991.  The  application  was 
open  for  public  comment  August  1-8,  1990,  and  was 
submitted  to  the  federal  Health  and  Human  Services 
Department  on  August  15,  1990.  Comments  received 
after  August  8,  1990,  will  be  considered  as  part  of  the 
ongoing  process  to  update  the  plan. 

The  Omnibus  Budget  Reconciliation  Act  (OBRA)  of  1989 
made  structural  changes  to  the  MCH  Block  Grant  to 
improve  state  planning,  accountability,  and  targeting  of 
federal  funds  to  priority  populations,  and  to  link  the  MCH 
Block  Grant  to  the  Health  Objectives  for  the  Nation  for  the 
Year  2000.  The  changes; 

— mandate  that  at  least  30%  of  the  federal  block  grant 
be  used  for  children  and  adolescents,  at  least  30% 
be  used  for  children  with  special  needs,  and  that 
not  more  than  10%  be  used  for  administration; 

— establish  a new  application  requirement; 

— establish  new  State  and  Federal  reporting  on  serv- 
ices, expenditures,  and  health  status  of  target 
populations;  and 

— mandate  additional  State  and  Federal  activities  to 
promote  improved  access  to  MCH  services,  such 
as  establishing  a toll-free  telephone  line,  and  further 
coordination  with  Medicaid. 

The  Nebraska  Medical  Association  (NMA)  Ad-Hoc 
Committee  on  Maternal  and  Child  Health  has  been  ac- 
tively involved  with  the  Department  of  Health  during  the 
needs  assessment  and  application  process. 

HEALTH  FACILITIES  STANDARDS 

THE  CLINICAL  LABORATORIES 
CERTIFICATION  ACT  (LB  551) 

This  law  became  effective  July  10,  1990,  and  will  have  a 
significant  impact  on  the  Department  of  Health  as  well  as 
the  entities  providing  laboratory  examinations.  The  De- 
partment's first  task  was  to,  within  60  days  of  the  effective 
date,  appoint  a laboratory  advisory  board.  The  Board 
consists  of  five  members;  a physician  who  is  a pathologist 
certified  by  the  American  Board  of  Pathology;  a physician 
who  operates  a laboratory  in  an  office  and  is  not  a patholo- 
gist; a hospital  administrator  and  two  clinical  laboratory 
technologists.  The  members  are  Dr.  Donald  Dynek,  Dr. 
Darroll  Loschen,  Jim  Kubik,  Ruth  Ann  Bartels,  and  David 
Glenn. 

The  intent  and  purpose  of  the  Clinical  Laboratories 
Certification  Act  is  to  enable  states  to  develop  their  own 
laboratory  certification  program  to  meet  or  exceed  the 
requirement  of  the  Clinical  Laboratories  Improvement  Act 
of  1988  and  the  requirements  developed  by  the  Secretary 
of  Health  and  Human  Services. 

RURAL  HEALTH 

The  Department  of  Health  recently  developed  a rural 
health  report  that  contains  an  action  plan  for  rural  health 
care  in  Nebraska.  This  report  evolved  out  of  the  Governor's 
Rural  Health  Conference  held  in  North  Platte  in  September 
1989  and  the  seven  rural  forums  conducted  by  the  Office 


of  Rural  Health  from  December  1989  through  March 
1990. 

The  recommendations  are  directed  toward  changes  at 
the  federal,  state  and  community  levels.  It  is  recognized 
that  federal  reimbursement  rates  for  hospitals  and  physi- 
cians practicing  in  rural  areas  must  be  increased. 

The  recommendations  are  assembled  into  the  following 
six  categories;  (1)  increase  the  supply  of  health  profession- 
als; (2)  increase  retention  of  health  professionals;  (3)  develop 
strategies  for  hospital  transition;  (4)  build  integrated  sys- 
tems of  care  to  include  mental  health,  long-term  care;  (5) 
increase  the  availability  and  accessibility  of  mental  health 
services;  and  (6)  encourage  community  and  area-wide 
planning. 

SPECIAL  CARE  SERVICES 

I have  appointed  a task  force  to  follow  up  on  the  concept 
of  training  home  health  aides  to  provide  certain  health 
maintenance  procedures  for  persons  with  severe  develop- 
mental disabilities  in  group  homes  and  residential  settings. 
LB  688  in  the  last  legislative  session  attempted  to  re-define 
some  of  these  procedures,  such  as  tracheostomy  care  and 
tube  feeding,  so  that  these  would  no  longer  fall  under  the 
scope  of  practice  of  nursing.  A 407  review  committee  was 
convened  on  the  issue  and  determined  that  the  perform- 
ance of  these  activities  by  persons  without  training  and 
medical  or  nursing  supervision  would  not  be  in  the  inter- 
ests of  public  health.  The  Legislature  then  passed  LB  1064, 
which  declares  a one-year  moratorium  on  the  enforcement 
of  the  Nurse  Practice  Act  in  these  circumstances. 

However,  recognizing  the  economic  implications  of  strictly 
enforcing  the  Nurse  Practice  Act  under  these  circum- 
stances, the  407  review  committee  proposed  that  some 
home  health  aides,  who  already  have  had  some  health 
training,  be  further  trained  to  perform  these  procedures 
under  nursing  supervision.  Both  the  Board  of  Health  and 
the  Department  endorsed  this  proposal. 

ENVIRONMENTAL  HEALTH 
VECTOR-BORNE  DISEASE  ACTIVITIES 

The  Nebraska  Department  of  Health  maintains  an  active 
surveillance  program  on  arthropodborne  diseases.  On  a 
statewide  basis,  cases  of  Rocky  Mountain  Spotted  Fever 
and  tularemia  are  reported  to  the  Department. 

The  last  documented  human  cases  of  mosquito-borne 
encephalitis  in  Nebraska  occurred  in  1987.  There  have  not 
not  been  any  human  cases  of  plague  recorded  in  Nebraska 
but  the  Department  is  currently  conducting  a serosurvey 
in  the  1 1 Nebraska  panhandle  counties  to  determine  the 
possible  presence  of  plague  in  wild  vertebrae  populations. 

Nearly  7,000  cases  of  Lyme  disease  were  reported  na- 
tionally in  1987  and  1988.  There  is  evidence  that  Lyme 
disease  is  present  in  Nebraska.  The  Nebraska  Department 
of  Health  has  prepared  and  distributed  informational 
materials  on  Lyme  disease  to  health  care  practitioners  in  an 
effort  to  get  reports  of  suspected  cases.  We  hope  that  our 
surveillance  activities  on  Lyme  disease  will  improve  when 
this  disease  is  added  to  the  state's  reportable  disease  list. 

The  Medical  Entomology  Program  also  provides  mos- 
quito control  information  to  Nebraska  communities.  In 
cooperation  with  the  State  Civil  Defense  Agency,  this 
program  provided  emergency  mosquito  spraying  for  sev- 
eral communities  followiing  flooding  that  occurred  during 
the  summer  of  1990. 

Additional  activities  of  the  Medical  Entomology  Program 
includes  consultations  with  Nebraska  nursing  homes  on 
scabies  treatment  programs  and  with  Nebraska  schools  on 
effective  headlice  detection  and  treatment  policies. 
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BUREAU  OF  EXAMINING  BOARDS 
CHEMICAL  IMPAIRMENT  TASK  FORCE 

A task  force  has  been  formed  to  examine  a Department 
of  Health  proposal  and  related  questions  that  address 
disciplinary  action  with  health  professionals  who  are  chemi- 
cally impaired.  Divergent  philosophies  exist  regarding 
chemical  impairment  in  health  professionals.  The  Depart- 
ment intends  to  build  a system  that  responsibly  deals  with 
chemically  impaired  health  professionals  and: 

1 . Affords  adequate  protection  to  the  public  to  ensure 
that  persons  are  not  practicing  health  professions 
while  they  are  chemically  impaired  due  to  habitual  use 
or  addiction  to  alcohol  and/or  drugs,  since  such  impair- 
ment is  likely  to  adversely  affect  competency  and  en- 
danger public  health  and  safety: 

2.  Allows  health  professionals  to  resume  practicing  when 
adequate  safeguards  are  in  place  to  assure  that  their 
chemical  impairment  no  longer  poses  a risk  to  the 
public  health  and  safety; 

3.  Encourages  early  identification  of  chemical  impair- 
ment; and  recognizes  treatment  for  such  impairment 
as  a valualbe  tool;  and 

4.  Requires  monitoring  of  performance  and  abstinence 
from  the  use  of  alcohol  and/or  drugs  by  the  State  to 
ensure  that  swift  action  can  be  taken  to  remove 
authority  to  practice  when  a return  to  alcohol  or  drug 
use  is  detected. 

To  this  end,  we  are  asking  the  Task  Force  to  build  upon 
our  current  proposal  and  recommend  a solution  that  as- 
cribes to  these  principles. 

Respectfully  Submitted, 

Gregg  F.  Wright,  M.D.,  M.Ed. 

Director 

REPORT  OF  THE  DEPARTMENT  OF  SOCIAL  SERVICES 
MEDICAID 

The  Department  of  Social  Services  is  pleased  to  submit 
this  first  annual  report  to  the  Nebraska  Medical  Associa- 
tion. This  report  will  focus  primarily  on  Medicaid  as  this 
program  may  be  of  the  most  immediate  interest  to  physi- 
cians at  this  time,  and  there  have  been  many  changes  in 
recent  years.  It  is  hoped  that  physicians  who  have  not 
participated  in  Medicaid  in  recent  years  will  find  positive 
changes  are  taking  place,  making  participation  a more 
attractive  option  for  them. 

The  Medicaid  Program  is  an  entitlement  program  that 
pays  for  medical  care  for  certain  groups  of  low-income 
persons.  It  is  a state/federal  venture  whereby  Nebraska 
contributes  about  37%  and  the  federal  government  con- 
tributes about  63%  of  every  dollar  spent;  this  ratio  may 
change  from  year  to  year.  The  Department  of  Social  Serv- 
ices is  the  sole  state  agency  administrating  this  program;  it 
develops  and  promulgates  policies  that  must  come  under 
the  broad  guidelines  provided  for  in  federal  law  and  regu- 
lation. 

The  current  fiscal  year’s  appropriation  for  total  state/ 
federal  expenditures  is  approximately  $356  million;  of  this, 
approximately  $50  million  is  targeted  for  practitioner  reim- 
bursement, and  physicians  receive  approximately  70%  of 
the  total  practitioner  dollars  expended. 

ELIGIBILITY 

The  number  of  people  eligible  for  Medicaid  in  Nebraska 
has  increased  significantly  in  the  past  several  years.  In  June, 
1988  there  were  about  87,000  eligible  people.  (See  Graph) 


It  is  estimated  that  in  1990,  45%  of  all  eligible  people  live 
in  Lancaster,  Douglas,  and  Sarpy  Counties  while  55%  live 
in  the  rest  of  the  state. 

100%  Office  of  Management 
and  Budget  (OMB)  Federal 
Poverty  Level 


Number  of  Persons  Monthly 

In  The  Unit  Income 
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7 1594 
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10  2129 
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FY86  FY87  FY88  FY89  FY90 


In  the  past,  the  largest  group  of  Medicaid  eligible  people 
were  those  from  Aid  to  Dependent  Children  (ADC)  fami- 
lies and  families  whose  income  was  at  or  below  about  41% 
of  the  federal  poverty  level,  and  those  who  had  medical 
need  and  were  at  or  below  about  55%  of  the  poverty  level. 
A significant  portion  of  the  newly  eligible  people  are 
pregnant  women  and  children  (5  years  and  under)  whose 
income  is  at  or  below  133%  of  the  poverty  level.  This  is  a 
new  federally  mandated  group,  known  in  Nebraska  as  the 
MAC  (medical  assistance  for  children)  Program,  and  many 
of  these  people  live  in  low-income,  two  parent  families. 
There  is  no  "resource  test"  applied  to  this  group,  and  only 
medical  assistance  is  offered,  no  monthly  cast  assistance. 
The  following  shows  actual  dollar  amounts  used  in  deter- 
mining the  Federal  poverty  level  for  this  year. 
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The  MAC  Program  for  pregnant  women  and  young 
children  is  in  keeping  with  a relatively  recent  decision  at 
the  federal  level  to  break  the  previous  requirement  for  a 
link  of  Medicaid  with  the  cash  assistance  programs  such  as 
ADC.  Other  groups  currently  receiving  Medicaid  include 
the  so  called  'Ribicoff  children  who  live  in  two  parent  low 
income  families,  ADC  families  who  return  to  work  but  keep 
Medicaid  benefits  for  a "transitional  period"  of  6-12  months, 
aged,  blind  and  disabled  people  at  higher  income  levels 
(up  to  100%  of  poverty  by  1992),  aliens  in  need  of  acute 
emergency  medical  care,  and  those  who  qualify  as  new 
Medicaid  w'aiver  clients  who  are  aged,  blind,  disabled,  or 
mentally  retarded  and  who  wish  to  be  served  in  their 
homes  rather  than  in  institutional  settings. 

Thus,  physicians  are  expected  to  see  more  of  their  low 
income  patients  become  eligible  for  Medicaid  and  more 
new  Medicaid  patients  in  their  communities  who  are  at- 
tempting to  access  the  medical  system,  perhaps  for  the  first 
time.  It  is  hoped  that  adequate  access  for  all  Medicaid 
clients  will  be  available. 

FEE  SCHEDULE 

The  system  of  calculating  reimbursement  for  practi- 
tioners has  also  been  redesigned.  Effective  August  1,  1989, 
the  Department  implemented  a statewide  fee  schedule 
based  on  relative  value  units  for  CPT  codes  and  on  dollar 
conversion  factors  for  different  types  of  services  (e.g., 
medicine,  surgery,  anesthesia,  clinical  pathology,  etc.).  The 
unit  values  for  each  code  are  based  on  such  factors  as 
severity  of  illness,  physician  expertise  required,  time,  risk 
to  the  patient,  and  risk  to  the  physician  involved  in  con- 
ducting each  procedure.  All  concerns  about  the  relative 
values  expressed  by  Nebraska  physicians  are  forwarded  to 
McGraw-Hill  from  whom  the  Department  purchased  the 
system.  Any  physician  who  would  like  to  be  on  the  McGraw- 
Hill  consultant  list  for  reviewing  existing  relative  values 
should  let  the  NMA  or  the  Department  know;  they  can  put 
you  in  touch  with  the  appropriate  McGraw-Hill  staff. 

The  fee  schedule  eliminated  any  variance  in  the  amounts 
paid  for  the  same  service  based  on  physician  specialty  and 
geographic  location  in  the  state.  Thus,  a fee  is  established 
for  each  CPT  code  and  payment  up  to  the  amount  is 
allowed  to  all  practitioners  claiming  the  service  regardless 
of  specialty  or  locality  of  their  practice. 

Reimbursements  for  primary  care  and  obstetrical  serv- 
ices were  targeted  for  enhanced  reimbursements  to  en- 
courage physicians  to  accept  new  patients  and  to  continue 
to  care  for  their  current  Medicaid  patients.  The  NMA  was 
instrumental  in  supporting  the  Department's  budget  re- 
quest in  1989  to  allow  implementation  of  the  fee  schedule 
with  an  additional  $5.2  million  dollars  appropriated  by  the 
legislature.  The  Department  appreciates  this  support. 

On  July  1,  1990,  the  fee  schedule  was  updated  for 
services  provided  on  or  after  that  date;  this  included  a 4% 
increase  to  the  medical,  laboratory,  and  radiology  dollar 
conversion  factors  and  a 10%  increase  for  the  surgical 
dollar  conversion  factor.  This  latter  was  done  because  the 
actual  allowables  for  surgery  were  much  less  than  had 
been  anticipated.  Anesthesia  was  not  updated  since  a 
review  of  the  original  conversion  factors  indicated  a rea- 
sonable reimbursement  was  being  made.  Because  of  cur- 
rent moves  to  put  a 2%  spending  lid  on  state  government 
expenditures,  future  updates  in  the  next  biennial  budget 
process  are  uncertain  at  this  time. 

Overall  payments  for  physician  services  in  the  last  quar- 
ter of  the  state  fiscal  year  (April,  1990  - June,  1990)  was  on 
average  71%  compared  to  the  submitted  charges.  This 
reimbursement  includes  the  Medicaid  payment  and  any 
payment  from  other  sources  (e.g.,  the  client  or  private 


insurance).  Payments  for  targeted  services,  however,  were 
higher;  for  example,  the  payment  for  total  OB  care  with  a 
vaginal  delivery  (CPT-4  code  59400)  was  83%  of  the 
average  submitted  charge  and  for  the  same  care  with  a C- 
Section  delivery  (CPT-4  code  59510)  was  86%  of  the 
average  submitted  charge.  Reimbursement  for  office  visits 
(CPT-4  codes  90000-90080)  for  all  but  the  lowest  levels 
was  80-100%  of  the  average  submitted  charge.  (See  At- 
tachment #1  for  allowables  for  selected  targeted  services). 

CLAIMS  PROCESSING  AND  BILLING  ASSISTANCE 

The  Department  processes  about  2.9  million  claims  a 
year;  this  includes  677,040  practitioner  claims  which  in- 
cludes physician  claims.  In  the  past,  claims  processing  in 
the  Department  was  a concern  for  some  physicians,  but 
changes  have  been  made  to  alleviate  past  problems.  Filing 
procedures  have  been  streamlined  and  completion  re- 
quirements for  most  claims  are  compatible  with  other  third 
party  payors.  The  Department  uses  the  same  universal 
claim  form  and  coding  system  as  Blue  Cross/Blue  Shield 
and  Medicare.  During  the  month  of  June,  1 990,  80%  of  all 
physician  claims  were  paid  within  20  days  from  the  date 
they  were  recived  in  this  Department.  The  average  time  to 
pay  ALL  physician  claims  received  that  month  was  19  days 
from  the  date  of  receipt.  This  percentage  varies  from 
month  to  month  depending  on  the  volume  of  claims  and 
the  number  of  edits  that  require  manual  resolutions. 

The  Department  has  an  800  hot  line  for  practitioners  to 
use  to  call  about  specific  patient  claims.  However,  help 
with  general  billing  procedures  is  offered  to  all  Medicaid 
practitioners  through  a single  contact  person.  This  service 
includes  on  site  visits  to  work  out  any  problems  with  billing 
procedures  that  physicians'  offices  may  be  experiencing 
and  also  includes  phone  consultation  to  physicians  and/or 
their  billing  staff.  Laura  Rigg,  R.N.,  B.S.,  the  Unit  Manager 
for  Primary  Care,  can  be  reached  at  402-471-9368  regard- 
ing these  matters;  she  welcomes  inquiries  that  would  help 
physicians  maximize  their  Medicaid  payments  and  clarify 
any  policy  issues  which  would  help  physicians  be  more 
willing  to  continue  to  serve  their  current  Medicaid  patients 
and  to  be  more  willing  to  serve  new  Medicaid  patients  in 
the  future. 

HEALTH  CHECK  (EPSDT) 

The  Health  Check  (EPSDT)  Program  provides  for  screen- 
ing, diagnosis,  and  treatment  services  provided  for  Medi- 
caid patients  under  age  21  to  determine  and  treat  physical 
or  mental  defects;  this  is  comparable  to  the  preventive 
health  care  for  children  or  the  well  child  visits  recom- 
mended under  general  pediatric  care.  The  program  is 
undergoing  significant  changes  as  required  by  federal 
legislation  passed  in  the  end  of  1989.  Revised  policy  in  the 
form  of  a new  Chapter  33  of  the  physicians'  handbook  and 
new  MC-5  screening  claim  forms  will  soon  be  issued  to 
incorporate  the  following  changes: 

‘Screening  services  must  include  health  education 
and  anticipatory  guidance. 

'State  policy  must  allow  for  hearing  and  vision  testing 
to  be  done  within  and  outside  of  the  health  screening 
done  by  qualified  practitioners. 

'Interperiodic  examinations  must  be  covered  when 
medically  indicated. 

'States  must  provide  all  medically  necessary  and 
federally  matchable  diagnosis  and  treatment  services 
discovered  during  a Health  Check  (EPSDT)  exam.  This 
treatment  will  be  prior  approved  before  payment  if  it 
is  not  covered  elsewhere  in  policy. 

'The  Nebraska  Health  Check  (EPSDT)  Program  must 
provide  screening  examinations  to  80%  of  the  Medi- 
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caid  eligible  population  by  1995.  (The  current  rate  of 
examinations  is  57%  in  Nebraska.) 

'The  name  reference  of  the  program  will  be  changed 
to  HEALTH  CHECK  from  EPSDT. 

Final  policy  will  include  new  provisions  for  coverage  of 
chemical  dependency  treatment,  weight  management 
treatment,  and  pediatric  prenatal  visits.  It  will  continue  to 
outline  coverage  for  such  risk  reduction  services  as  nutri- 
tional counseling  and  prenatal  birth  preparation  sessions. 

TWO  SPECIFIC  HEALTH  CHECK  (EPSDT) 

PROGRAMS  OF  NOTE 

'IMMUNIZATION  PROGRAM:  Approximately  60% 
of  the  immunizations  provided  through  the  Medicaid 
Program  are  now  purchased  at  a reduced  rate  at 
federal  contract  prices,  and  these  are  delivered  to 
about  80  physician  clinics  across  the  state.  The  vac- 
cine is  delivered  prior  to  use,  and  it  is  replaced  as  the 
physician  bills  Medicaid  for  the  administration  fee;  no 
extra  paper  work  is  required.  This  provides  savings  to 
the  Department  and  helps  the  State  Health  Depart- 
ment maintain  the  supply  of  vaccine  available  through 
the  Public  Health  Immunization  Programs.  The  De- 
partment's intent  is  to  support  and  promote  continu- 


ity of  care  for  Medicaid  children  in  a "medical  home" 
where  they  can  get  their  well  child  care  and  immuni- 
zations all  in  the  same  place. 

Beginning  July  1,  1990,  the  administration  fee  for 
state  purchased  vaccine  only  will  be  increased  to 
$4.25.  The  Department  wants  to  convey  its  apprecia- 
tion to  the  NMA  members  who  participate  in  this 
program,  and  it  would  like  to  encourage  others  also 
to  consider  this  option. 

For  further  information  on  the  Immunization  Program 
or  any  Health  Check  (EPSDT)  question,  please  contact 
Sandi  Kahlandt,  M.P.A.,  EPSDT  Coordinator  at  402- 
471-9366  at  the  Department. 

'CHEMICAL  DEPENDENCY  TREATMENT:  If  during 

a Health  Check  (EPSDT)  visit  chemical  dependency 
issues  are  identified,  a child/youth  may  be  eligible  for 
chemical  dependency  treatment  which  is  medically 
directed.  The  coverage  includes  hospital  based  inpa- 
tient, outpatient,  and  partial  hospitalization/day  treat- 
ment levels  of  care.  Care  provided  must  be  family- 
centered  and  community-based  with  a strong  family 
component. 


ATTACHMENT  1 

NEW  PATIENT  OFFICE  VISIT:  FEE  SCHEDULE  ALLOWABLE 

8-1-89  7-1-90 

90000  - Brief 14.25  14.80 

90010-  Limited 19.43  20.18 

90015  - Intermediate 32.38  33.63 

90017  - Extended 46.62  48.42 

90020  - Comprehensive 67.34  69.94 

ESTABLISHED  PATIENT  OFFICE  VISIT: 

90030  - Minimal  9.07  9.42 

90040  - Brief 14.25  14.80 

90050  - Limited 19.43  20.18 

90060  - Intermediate 23.31  24.21 

90070  - Extended  34.97  36.32 

90080  - Comprehensive 56.98  59.18 

SPECIAL  SERVICES: 

99050  - After  office  hours  in  addition  to  basic  service 10.36  10.76 

99052  - Services  between  10:00  p.m.  - 8:00  a.m.  in  addition  to  basic  services  15.54  16.14 

99054  - Services  on  Sundays/holidays  in  addition  to  basic  services 20.72  21.52 

99058  - Office  services  provided  on  emergency  basis 10.76 

99062  - Emergency  care  facility  services:  when  the  non-hospital-based  physician  is 
in  the  hospital  but  is  involved  in  patient  care  elsewhere  and  is  called  to  the 

emergency  facility  to  provide  emergency  services 15.54  16.14 

99064  - Emergency  care  facility  services:  when  the  non-hospital-based  physician  is 

called  to  the  emergency  facility  from  outside  the  hospital  to  provide  emergency 

services;  not  during  regular  office  hours 20.72  21.52 

99065  - During  regular  office  hours  18.13  18.83 

*NEW  PATIENT  EMERGENCY  ROOM  SERVICES: 

90500  - Minimal  13.73  14.26 

90505  - Brief 18.13  18.83 

90510  - Limited 23.31  24.21 

90515  - Intermediate 38.85  40.35 

90517  - Extended  54.39  56.49 

90520  - Comprehensive 64.75  67.34 

'ESTABLISHED  PATIENT  EMERGENCY  ROOM  SERVICES: 

90530  - Minimal  10.36  10.76 

90540  - Brief 15.54  16.14 

90550  - Limited 20.72  21.52 

90560  - Intermediate 31.08  32.28 

90570  - Extended  46.62  48.42 

90580  - Comprehensive 

'Restricted  to  physicians  ASSIGNED  to  the  Emergency  Room 
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UTILIZATION  REVIEW  OF  INPATIENT 
HOSPITALIZATIONS  BY  THE  NEBRASKA 
PEER  REVIEW  ORGANIZATION  (PRO) 

The  Department  acknowledges  that  this  may  be  one  of 
the  least  favorite  parts  of  the  Medicaid  Program.  However, 
federal  regulations  do  require  that  some  type  of  Utilization 
Review  be  done.  Contracting  with  the  federally  approved 
state  PRO  allows  for  a 75%  federal  match  for  the  adminis- 
trative cost  of  this  program.  The  PRO  also  offers  a more 
true  "peer  review"  in  that  it  employs  only  practicing  physi- 
cian consultants  (several  hundred)  to  participate  in  the 
reviews.  Doing  preadmission  and  concurrent  reviews  has 
the  advantage  to  providers  of  letting  them  know  up  front 
whether  or  not  the  service  will  be  paid  for  (rather  than 
waiting  until  after  the  service  is  rendered  to  make  that 
decision  as  it  was  done  in  the  past);  retrospective  reviews 
can  be  done  when  clients  become  eligible  retroactively. 

Approvals  may  be  made  by  the  PRO'S  nurse  reviewers 
who  use  IS/SI  criteria  modified  with  the  help  of  Nebraska 
physicians.  ALL  DENIALS  ARE  MADE  BY  PHYSICIANS 
WHO  USE  THEIR  MEDICAL  JUDGEMENT  AND  LOCAL 
STANDARDS  OF  PRACTICE  IN  MAKING  THEIR  DETERMI- 
NATIONS. At  the  time  that  a preadmission  or  concurrent 
denial  is  pending,  the  attending  physician  may  request  to 
talk  to  the  PRO'S  physician  reviewer  to  discuss  the  patient. 
All  decisions  are  based  on  the  information  given  to  the 
PRO  at  the  time,  and  most  of  this  is  done  over  the  phone; 
thus,  it  is  very  important  that  accurate  and  all  pertinent 
medical  information  on  the  patient  be  given  at  that  time. 
The  Department  encourages  physicians  to  participate  in 
the  process  whenever  possible  rather  than  delegate  this 
role  to  other  staff. 

Reconsiderations  may  be  requested  when  a denial  is 
issued.  ALL  PERTINENT  OR  NEW  INFORMATION  SHOULD 
BE  GIVEN  AT  THE  TIME  THE  RECONSIDERATION  IS 
REQUESTED.  At  least  two  additional  physician  reviewers 
will  then  review  the  case.  Less  than  2%  of  the  hospital 
admissions/concurrent  review  and  continued  stay  reviews 
were  physician  denied  during  April  1 - June  30,  1990. 

All  suggestions  for  making  the  system  easier  for  the 
physician  to  deal  with  will  be  given  serious  consideration 
by  the  Department. 

NURSING  HOME  CHANGES  REQUIRED  BY  OBRA 

(Omnibus  Budget  Reconciliation  Act  of  1987) 

Effective  October  1,  1990,  nursing  homes  in  the  state  will 
be  referred  to  as  "nursing  facilities"  for  Medicaid  reimburse- 
ment purposes.  Nursing  facilities  will  be  required  to  have 
24  hour  licensed  professional  nursing  staff  with  8 hours  of 
R.N.  coverage,  and  they  will  be  required  to  have  a physi- 
cian medical  director.  While  Medicaid  certification  only 
requires  8 hours  of  R.N.  coverage,  each  facility  must 
provide  the  level  of  care  required  by  the  individual  pa- 
tients. 

Residents  in  nursing  facilities  must  be  seen  by  a physician 
once  every  30  days  for  the  first  90  days  after  admission, 
and  at  least  once  every  90  days  thereafter;  the  regulations 
will  not  allow  for  an  alternative  schedule.  Staff  of  the 
nursing  facilities  must  complete  a comprehensive  resident 
assessment  within  four  days  after  admission.  This  will  be 
the  basis  for  developing  a comprehensive  care  plan.  All 
new  admissions  will  have  to  be  screened  prior  to  admis- 
sion to  determine  if  there  are  any  indications  of  mental 
illness,  mental  retardation,  or  related  conditions  and  whether 
or  not  the  resident  is  in  need  of  active  treatment. 

The  new  regulations  will  eliminate  the  Department  of 
Social  Services'  annual  review  of  Medicaid  residents  which 
have  been  conducted  by  Department's  Field  Nurses.  The 
60  day  recertifications  will  not  be  required  after  October 


1,  1990.  The  Department  will  continue  to  require  that 
physicians  indicate  the  medical  necessity  for  nursing  facil- 
ity level  of  care  on  the  DM-5  at  the  time  of  admission,  and 
it  will  continue  to  require  that  each  Medicaid  resident  in 
the  nursing  facilities  be  seen  by  their  physicians  for  an 
annual  physical  examination. 

Because  Medicaid's  payment  policies  to  physicians  dif- 
fers from  that  of  Medicare,  physicians  providing  this  serv- 
ice are  encouraged  to  review  their  billing  practices  with  the 
Department  to  make  sure  that  all  appropriate  services  are 
being  claimed. 

PHYSICIAN/BILLING  STAFF  YEARLY  TRAINING 
ON  MEDICAID  ISSUES 

Some  of  the  deterrents  to  physicians  accepting  Medicaid 
clients  stems  directly  from  their  perception  of  the  program 
based  on  past  history.  Many  efforts  have  been  made  to 
address  concerns  of  physicians  such  as  claims  processing 
and  payment,  and  thus  we  hope  their  association  with 
Medicaid  is  viewed  in  a more  positive  light.  We  strongly 
feel  that  one  of  the  most  effective  ways  to  increase  physi- 
cian participation  is  through  provider  training  where  we 
can  talk  about  basic  philosophy  of  the  Nebraska  Medicaid 
program,  what  we  see  as  our  responsibility  to  the  Medicaid 
client,  how  we  can  help  physicians  as  they  care  for  those 
patients  and  how  we  can  help  the  physician's  office  staff 
streamline  their  claims  filing  and  maximize  the  physician's 
reimbursement. 

The  Department  provided  training  for  physicians  and 
their  office  staff  during  the  months  of  April,  May  and  June 
1990.  In  an  effort  to  make  the  training  accessible  to  as 
many  physicians  and  offices  as  possible,  sessions  were 
held  in  Grand  Island,  Omaha,  Lincoln,  Kearney,  Norfolk, 
North  Platte,  Ainsworth  and  Scottsbiuff. 

Comments  from  those  who  attended  the  sessions  were 
very  positive.  Provider  training  occurs  on  an  annual  basis. 
The  content  and  format  of  the  training  is  modified  each 
year  in  response  to  the  comments  received  from  the  par- 
ticipants. We  hope  that  more  providers  will  take  advantage 
of  the  opportunity  for  us  to  share  information  and  ideas 
that  improve  service  access  and  delivery  and  make  Medi- 
caid participation  easier  for  the  provider. 

NMA  MEDICAID  AD-HOC  COMMITTEE 

For  the  past  several  years  the  Department  has  had  an 
internal  committee  that  looks  at  access  issues  for  Medicaid 
clients.  The  Department  would  like  to  thank  the  NMA's 
Medicaid  Ad-Hoc  Committee,  in  particular  the  chairman. 
Dr.  Chris  Caudill,  for  their  excellent  help  and  support  in 
working  with  the  Department  to  address  access  issues  and 
to  find  workable  solutions  to  problems  by  physicians  with 
the  Medicaid  system.  It  is  hoped  that  this  excellent  working 
relationship  will  continue  and  that  difficult  problems  can 
be  addressed  for  the  betterment  of  health  care  for  low 
income  people  who  rely  on  Medicaid  payments  for  their 
health  care. 

Respectfully  submitted. 

Deb  Thomas,  Director 

Department  of  Social  Services 


REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION-MEDICAL  STUDENT  CHAPTER,  UNMC 

The  Nebraska  Medical  Association-Medical  Student 
Chapter's  main  objectives  are  to  implement  programs 
which  expose  its  members  and  other  medical  students  to 
various  aspects  of  organized  medicine,  and  to  organize 
projects  which  serve  our  community. 
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NMA-MSC  secured  funding  from  the  NMA  and  various 
departments  at  the  University  of  Nebraska  Medical  Center 
and  sent  two  delegates  and  eleven  members  to  the  AMA's 
annual  convention  in  June.  The  Nebraska  participants 
provided  testimony  and  held  positions  on  the  AMA-MSS 
national  committees.  Also,  two  delegates  will  attend  the 
NMA's  Fall  Session  in  September.  In  addition,  students  will 
participate  in  the  Metro  Omaha  Medical  Society  monthly 
board  meetings  as  well  as  the  Sarpy  County  Medical 
Society  meetings.  Attending  these  national,  state,  and  local 
meetings  has  given  the  members  of  the  NMA-MSC  unique 
insights  into  the  policies  and  practices  of  the  AMA. 

The  NMA-MSC  will  again  be  sponsoring  four  community 
service  projects  in  the  upcoming  academic  school  year. 
They  are  the  Bellevue  Public  Schools-UNMC  Outreach 
program  which  allows  medical  students  to  visit  sixth  grade 
classes  and  teach  basic  principles  of  anatomy.  The  NMA- 
MSC  will  also  continue  the  AMA-MSS'  AIDS  Outreach 
program  in  high  schools  throughout  the  metro  area.  Also, 
we  will  sponsor  a philanthropy  project  to  be  held  in  the 
Spring  of  1991.  The  proceeds  of  the  event  will  go  to  a 
charitable  organization  to  benefit  needy  children.  Also,  in 
conjunction  with  the  Dean's  office  the  NMA-MSC  has 
implemented  a new  program  to  enhance  interest  in  medi- 
cine as  a career.  Specifically,  medical  students  will  guest 
lecture  at  high  schools  to  foster  interest  in  medicine. 
Finally,  this  year,  the  NMA-MSC  will  host  the  Resident 
Symposium,  designed  to  give  medical  students  insights 
into  different  residencies. 

I would  like  to  thank  the  Nebraska  Medical  Association 
for  the  continued  support  and  guidance.  As  medical  stu- 
dents we  are  fortunate  to  have  the  opportunity  to  provide 
programs  which  benefit  ourselves  and  our  community. 
Your  support  allows  us  to  develop  a strong  commitment  to 
other  physicians  and  the  community. 

Respectfully  submitted, 

Julie  R.  Brahmer 

President,  NMA-MSC  (UNMC) 

REPORT  OF  THE  BUREAU  OF  EXAMINING  BOARDS 

BACKGROUND  INFORMATION 

1 . Title  IV  of  Pub.  L.  99-660,  the  "FHealth  Care  Quality 
Improvement  Act  of  1986’,  as  amended  by  Public  Law 
100-177,  mandated  the  establishment  of  the  National 
Practitioner  Data  Bank.  Section  5 of  Public  Law  100-93,  the 
’Medicare  and  Medicaid  Patient  and  Program  Protection 
Act  of  1987’,  expanded  the  scope  of  the 

Data  Bank's  operation. 

2.  The  Title  IV  Regulations  were  published  in  the  Federal 
Register  on  October  17,  1989  (54  FR  42722-42734). 

3.  A 5-year  $1  5.9  million  contract  to  establish  and  operate 
the  Data  Bank  was  awarded  effective  January  1,  1989  to 
Unisys  Corporation.  The  Data  Bank  will  open  under  the 
Title  IV  requirements  only.  Implementation  of  Section  5 
provisions  will  follow  at  a later  date,  after  public  review 
and  comment  on  Section  5 rules.  No  information  will  be 
reported  to  the  Data  Bank  until  the  date  of  its  opening  and 
no  retroactive  reporting  will  be  required.  The  opening  of 
the  Data  Bank  is  September  1,  1990. 

WHO  AND  WHAT  MUST  BE  REPORTED  TO 
THE  DATA  BANK 

1 . Malpractice  payments:  Any  entity  (insurance  com- 
pany, self-insured  hospital,  etc.)  or  individual  (self- 
insured  physician  or  dentist,  etc.)  that  makes  a pay- 
ment on  behalf  of  any  licensed  health  practitioner  as 
the  result  of  a claim  or  judgment  for  medical 


malpractice  must  report  requisite  data  to  the  Data 
Bank  and  to  the  appropriate  State  licensing  board(s). 

2.  Licensure  actions:  State  Medical  and  Dental  Boards 
must  report  to  the  Data  Bank  disciplinary  actions 
taken  against  the  license  of  a physician  or  dentist. 

3.  Professional  review  actions: 

Clinical  privilege  actions:  Hospitals  and  other  health 
care  entities,  such  as  FIMOs  and  certain  medical  and 
dental  group  practices  must  report  certain  adverse 
actions  taken  against  a physician's  or  dentist's  clinical 
privileges.  These  are  actions  based  on  the  practition- 
er's professional  competence  or  conduct  which  will 
last  more  than  30  days. 

Society  membership  actions:  Professional  societies 
must  report  an  adverse  action  taken  against  the  mem- 
bership of  a physician  or  dentist  when  they  reached 
that  action  through  a formal  peer  review  process  and 
when  the  action  was  based  on  the  practitioner's  pro- 
fessional competence  or  professional  conduct. 

WHO  MUST  QUERY  THE  DATA  BANK 

1 .  All  hospitals  must  query  the  Data  Bank  every  2 years 
regarding  physicians,  dentists  and  other  health  care 
practitioners  on  their  medical  staffs  or  those  to  whom 
they  have  granted  clinical  privileges.  Hospitals  also 
must  query  the  Data  Bank  when  they  are  considering 
an  applicant  for  a medical  staff  appointment  or  for 
clinical  privileges.  Hospitals  may  query  at  other  times, 
as  they  deem  necessary. 

WHO  MAY  QUERY  THE  DATA  BANK 

1 . State  licensing  boards  may  query  the  Data  Bank  re- 
garding a physician,  dentist  or  other  health  care  prac- 
titioner. 

2.  Health  care  entities  in  addition  to  hospitals  may  query 
the  Data  Bank  when  they  are  entering  employment  or 
affiliation  arangements  with  physicians,  dentists  or 
other  health  care  practitioners. 

3.  An  attorney  who  has  filed  a medical  malpractice  ac- 
tion or  claim  against  a hospital  may  query  the  Data 
Bank  for  information  regarding  a specific  physician, 
dentist  or  other  health  care  practitioner  who  is  also 
named  in  the  action.  However,  this  information  will 
only  be  disclosed  if  the  attorney  submits  evidence 
that  the  hospital  failed  to  request  information  from 
the  Data  Bank,  as  required  by  law,  and  the  informa- 
tion may  be  used  solely  with  respect  to  the  medical 
malpractice  action  against  the  hospital. 

4.  Individual  physicians,  dentists  and  other  health  care 
practitioners  may  query  the  Data  Bank  concerning 
themselves. 

ROLE  OF  THE  BUREAU  OF  EXAMINING  BOARDS 

The  Bureau  of  Examining  Boards  received  on  July  30, 
1990,  mailings  that  contained  forms  and  supporting  infor- 
mation on  which  we  will  report  disciplinary  action  taken 
against  physicians'  and  dentists'  licenses. 

In  addition  to  reporting  licensure  disciplinary  action,  the 
Bureau  will  submit  to  the  Data  Bank  all  reports  it  receives 
from  other  entities  (hospitals,  insurance  companies,  pro- 
fessional peer  review  groups)  regarding  adverse  actions 
they  have  taken.  These  reports  will  be  reviewed  by  Bureau 
staff  on  only  those  actions  that  allege  offenses  for  which  a 
physician's  license  can  be  disciplined.  These  offenses  are 
primarily  stated  in  Neb.  Rev.  Stat.  71-147  and  71-148,  and 
any  regulations  developed  based  upon  these  statutes.  The 
Bureau  will  not  alter  in  any  way  the  reports  that  it  receives 
from  the  reporting  entities.  It  will  view  these  reports  as 
another  source  from  which  information  on  licensee's  per- 
formance is  obtained. 
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The  Bureau  of  Examining  Boards  will  not  develop  and 
issue  any  additional  guidelines,  procedures,  forms,  or  re- 
porting instructions.  These  have  been  and  are  likely  to  be 
continually  developed  and  distributed  by  the  Data  Bank. 
The  Bureau  also  does  not  have  any  enforcement  power  for 
implementing  the  Data  Bank,  nor  is  it  responsible  for 
monitoring  entities  to  ensure  that  they  are  reporting  the 
required  information  to  the  Data  Bank. 

With  reference  to  querying  the  Data  Bank,  the  Bureau  of 
Examining  Boards  may,  after  the  Bank  is  operable  and  its 
information  is  shown  to  be  reliable,  query  the  Bank  to 
determine  if  the  Bank  contains  information  on  licensure 
applicants.  This  querying  will  not  replace  any  of  our  cur- 
rently used  procedures  for  obtaining  disciplinary  informa- 
tion on  licensure  applicants;  instead,  it  will  supplement  our 
currently  used  procedures. 

Since  the  Bureau  of  Examining  Boards  is  the  administra- 
tive agency  for  all  health  related  professions,  it  will  take 
responsibility  for  submitting  to  the  Data  Bank  the  reports 
that  the  State  Medical  and  Dental  Boards  are  required  to 
submit.  Therefore,  all  entities  required  to  report  to  the  Data 
Bank  through  the  Bureau  should  submit  such  reports  to: 
Bureau  of  Examining  Boards 
P.O.  Box  95007 
Lincoln,  NE  68509-5007 
Telephone  (402)  471-2115 

All  reporting  entities  should  make  sure  that  their  ad- 
dresses are  kept  current  with  the  Data  Bank.  This  will 
assure  that  correspondence  from  the  Data  Bank  reaches 
them.  Change  of  address,  staff  title  designation,  or  enroll- 
ment of  an  authorized  agent  should  be  sent  to: 

National  Practitioner  Data  Bank 

P.O.  Box  6048 

Camarillo,  CA  93011-6048 

Further  information  may  be  obtained  by  calling  the  Data 
Bank  Help  Line  information  specialist  at:  1-800-767-6732. 
The  Help  Line  provides  entities  and  health  care  practition- 
ers information  about  the  Data  Bank  to  assist  them  in  (1) 
filing  complete  and  accurate  medical  malpractice  payment 
and  adverse  action  reports,  (2)  requesting  Data  Bank  infor- 
mation, and  (3)  complying  with  Federal  regulations  and 
Data  Bank  policies  and  procedures.  The  Help  Line  does 
not:  (1)  accept  reports,  corrections  or  revisions,  (2)  pro- 
vide legal  interpretations  of  the  statute  or  regulations,  (3) 
provide  information  on  a practitioner,  or  (4)  assign  Data 
Bank  ID  numbers. 

Respectfully  submitted, 
Helen  L.  Meeks,  Director 
Bureau  of  Examining  Boards 


REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

Instead  of  the  usual  biennial  report  to  the  members  of  the 
NMA,  I offer  excerpts  from  a draft  proposal  for  a UNMC 
Rural  Health  Education  Network. 

During  the  1980’s,  many  factors  combined  to  place 
stress  on  the  rural  health  care  system.  While  some  of  these 
are  beyond  UNMC's  control,  others  can  be  addressed. 
During  the  past  year,  UNMC  has  developed  several  new 
and  innovative  programs  to  confront  rural  health  concerns. 
More  are  being  planned.  What  has  become  evident, 
however,  is  the  need  for  a well-coordinated,  comprehen- 
sive, statewide  model  for  educating  primary  care  health 
professionals  to  serve  in  non-metropolitan  areas.  The  one 
predominant  goal  is  the  education  of  a variety  of  health 
personnel  to  increase  the  pool  of  available  professionals  to 
address  maldistribution  problems  in  rural  areas. 


When  UNMC  officials  visited  the  communities  of  Grand 
Island,  Hastings,  Kearney,  Norfolk,  North  Platte,  and 
Scottsbiuff  to  present  their  tentative  proposal  for  educat- 
ing rural  health  practitioners  in  a new  way  and  in  different 
settings,  they  presented  several  basic  principles  and  as- 
sumptions underlying  the  model.  All  of  them  were  enthu- 
siastically accepted  and  are  listed  below. 

Basic  Principles 

— Health  professionals  are  more  likely  to  practice  in 
an  area  similar  to  the  one  in  which  they  were  raised. 

— Health  professionals  tend  to  locate  in  the  geo- 
graphic region  where  they  received  their  training. 

— Health  science  students  need  early  and  frequent 
exposure  to  primary  care  health  professionals  who 
can  serve  as  mentors  and  role  models. 

— Health  professionals  should  be  trained  in  an  inter- 
disciplinary environment. 

— Health  professional  education  must  increase  op- 
portunities for  exposure  to  the  practice  of  primary 
care  and  rural  medicine. 

Underlying  Assumptions 

— The  educational  experience  should  occur  within 
the  hub-spoke  model  of  health  care  delivery. 

— The  establishment  of  rural  family  practice  residency 
tracks  will  occur  early  in  the  development  of  the 
rural  health  education  program. 

— Clinical  education  should  occur  mainly  in  the  out- 
patient rather  than  the  inpatient  setting. 

— Multiple  health  professionals  from  a variety  of  dis- 
ciplines should  teach  and  be  trained  at  the  same 
location. 

— Local,  practicing  health  professionals  should  be  the 
backbone  of  the  rural  health  educational  enter- 
prise. 

Working  under  these  assumptions,  it  is  the  intention  of 
the  University  of  Nebraska  Medical  Center  to  establish  a 
new  model  to  educate  rural  health  practitioners  — the 
UNMC  Rural  Health  Education  Network  (RHEN). 

In  order  for  this  concept  of  rural  health  education  to  be 
successful,  UNMC  officials  discussed  the  criteria  required 
for  assessing  the  involvement  of  local  communities  and 
geographical  regions.  The  following  criteria  were  identi- 
fied as  the  most  important  to  assuring  the  success  of  such 
a venture: 

— strong  support  from  the  appropriate  health  profess- 
ional groups 

— strong  support  from  hospitals  and  higher  education 
institutions 

— strong  support  from  the  broader  community 

— an  adequate  patient  population  for  educational 
purposes 

— state-of-the-art  telecommunications  facilities 

— ability  to  accommodate  student  needs  for  board 
and  room 

— available  classroom  space 

UNMC  officials  are  amazed  and  pleased  at  the  level  of 
interest,  support,  and  willingness  to  cooperate  that  exists 
in  rural  Nebraska  for  the  establishment  of  a new  model  to 
educate  rural  health  professionals.  They  are  confident  that 
a true  statewide  partnership  can  be  formed  to  achieve  this 
goal  and  that  an  appropriate  statewide  model  can  be 
developed.  UNMC  officials  propose  the  creation  of  the 
UNMC  Rural  Health  Education  Network  (RHEN).  This 
model  will  serve  as  a statewide  network  of  non-metropoli- 
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tan  sites  for  interdisciplinary  health  education.  Students 
educated  in  this  model  will  be  optimally  prepared  for 
primary  care  practice  in  rural  Nebraska. 

RHEN  will  provide  many  advantages  for  students:  access 
to  a broad  range  of  health  problems,  exposure  to  diverse 
health  care  roles,  and  a community  health  orientation. 
Students  will  have  learning  experiences  which  are  similar 
to  those  they  will  have  in  primary  care  practice.  Exposure 
to  rural  and  underserved  areas  will  help  balance  the  highly 
specialized,  tertiary  care  they  observe  during  clinical 
experiences  in  teaching  hospitals. 

In  order  to  sustain  an  accessible,  quality  system  of  health 
care,  rural  Nebraska  must  confront,  affect,  and  adapt  to 
change.  UNMC  and  citizens  across  the  state  are  prepared 
to  meet  these  challenges  by  becoming  partners  in  a unique 
initiative.  The  UNMC  Rural  Health  Education  Network  is  a 
collaborative  attempt  to  anticipate  and  direct  change  in 
rural  health  care.  It  represents  an  innovative  effort  to 
recruit,  educate,  and  retain  health  professionals  in  rural 
Nebraska.  It  represents  the  very  best  of  the  Nebraska 
tradition  and  spirit. 

Respectfully  submitted, 

Robert  H.  Waldman,  M.D. 

Dean 

University  of  Nebraska  College  of  Medicine 


REPORT  OF  THE  COMMISION  ON 
MEDICAL  EDUCATION 

Frederick  F.  Paustian,  M.D.,  Omaha  - Chairman;  Ronald  L.  Asher,  M.D., 
North  Platte;  Robert  L.  Bass,  M.D.,  Elkhorn;  Warren  C.  Bosley,  M.D.,  Grand 
Island;  Patrick  E.  Brookhouser,  M.D.,  Omaha;  Charles  F.  Damico,  M.D., 
Hastings;  Byron  M.  Dillow,  M.D.,  Fremont;  Charles  A.  Dobry,  M.D., 
Omaha;  Stacey  Goodrich,  M.D.,  Tecumseh,  Richard  A.  Hranac,  M.D., 
Kearney;  Steffan  R.  Lacey,  M.D.,  Norfolk;  Richard  L.  O'Brien,  M.D.,  Omaha, 
William  R.  Schlichtemeier,  M.D.,  Omaha;  Joseph  C.  Scott,  M.D.,  Omaha, 
Jeffrey  Susman,  M.D.,  Omaha;  Robert  H.  Waldman,  M.D.,  Omaha, 

The  Commission  on  Medical  Education  met  June  21, 
1990. 

ACCREDITATION  SPONSORS  OF 
CONTINUING  EDUCATIION 

One  reaccreditation  application  was  processed  and  re- 
ceived full  accreditation. 

Seven  interim  reports  were  received  and  accepted  for 
information. 

PHYSICIAN  HEALTH  MANPOWER 

The  Commission's  two  subcommittees  - Maldistribution 
of  Physicians  within  the  State  of  Nebraska  and  Medical 
School  Student  Application  Pool  Enhancement  - have  not 
met  since  the  Spring  meeting  of  the  House  of  Delegates. 
Subcommittees  were  awaiting  action  by  the  Nebraska 
Medical  Association's  Board  of  Directors  on  the  Commis- 
sion's Spring  report  which  contained  recommendations 
that  need  approval  for  implementation.  The  Board  has 
considered  the  matter  and  is  requesting  fiscal  impact  data 
regarding  the  proposed  recommendations.  The  subcom- 
mittees will  now  develop  the  requested  data  for  considera- 
tion by  the  Board. 

SYMPOSIUM  SPONSORS  CONTINUING 
MEDICAL  EDUCATION 

The  symposium  for  sponsors  of  continuing  medical 
education  held  during  the  1990  Annual  Scientific  Session 
had  an  attendance  of  38  representatives  from  organiza- 
tions sponsoring  or  considering  sponsoring  continuing 
medical  education  programs  within  the  State  of  Nebraska. 
The  program  evaluation  reports  indicated  excellent  con- 
tent and  delivery  but  to  date  no  new  applications  to 
sponsor  continuing  medical  education  have  been  received. 


REPORT  OF  COMMISSION  ON 
LEGISLATION  & GOVERNMENTAL  AFFAIRS 

Ronald  L.  Klutman,  M.D.,  Columbus  • Chairman,  Charles  D.  Gregorius, 
M.D.,  Lincoln  - Vice-Chairman;  Dennis  Beavers,  M,D.,  Omaha;  Judith  A. 
Butler,  M.D.,  Superior;  Melvin  A.  Churchill,  M.D.,  Lincoln;  James  A Fosnaugh, 
M.D.,  Lincoln;  Benjamin  R.  Gelber,  M.D.,  Lincoln;  Michael  J.  Germer,  M.D., 
Lincoln;  Robert  D.  Harry,  M.D.,  Lexington,  Linda  S.  Head,  M.D.,  Bellevue; 
Tamara  R.  Johnson,  M.D.,  Cambridge,  L.  Jay  McIntyre,  M D.,  Omaha,  Dale 
£.  Michels,  M.D.,  Lincoln;  Dennis  G.  O'Leary,  M.D.,  Omaha;  George  W. 
Orr,  M.D.,  Omaha;  Robert  G.  Osborne,  M.D.,  Lincoln,  C.  Lee  Retelsdorf, 
M.D.,  Omaha;  Blaine  Y.  Roffman,  M.D.,  Omaha;  Robert  F.  Shapiro,  M.D., 
Lincoln;  James  N.  Shreck,  M.D.,  North  Platte;  John  W.  Smith,  M.D.,  Omaha, 
Steven  R.  Thomas,  M.D.,  York;  Eileen  C.  Vautravers,  M.D.,  Lincoln;  Timo- 
thy O.  Wahl,  M.D.,  Omaha;  Peter  J.  Whitted,  M.D.,  Omaha, 

The  Commission  on  Legislation  and  Governmental  Af- 
fairs presents  the  following  report  to  the  House  of  Dele- 
gates. 

The  Commission  will  meet  in  October  for  purposes  of 
addressing  various  legislative  issues  we  anticipate  will  be 
considered  by  the  1991  Nebraska  Legislature  when  it 
convenes  in  January.  We  assume  there  will  once  again  be 
several  legislative  proposals  submitted  by  allied  health 
professions  which  would  establish  or  alter  their  scope  of 
practice.  As  an  example,  the  certified  registered  nurse 
anesthetists  submitted  a proposal  to  the  407  review  proc- 
ess which  would  have  provided  independent  practice, 
independent  billing,  etc.  This  proposal  was  considered  by 
the  407  Technical  Committee  which  favored  the  expan- 
sion. The  State  Board  of  Health  407  Review  Committee 
and  the  Board  itself  rejected  the  proposal  in  subsequent 
deliberations.  Director  of  Health,  Doctor  Gregg  Wright's 
report  has  not  been  made  available  in  as  much  as  his 
reports  are  generally  presented  to  the  Legislature's  Health 
and  Human  Services  Committee  during  the  legislative 
session. 

A bill  which  would  provide  that  the  Nebraska  Depart- 
ment of  Health  make  available  the  required  vaccines  to 
physicians  for  office  use  will  most  likely  be  introduced  in 
the  1991  session.  The  Nebraska  Medical  Association 
supported  the  bill  introduced  in  the  1990  session. 

The  Commission  utilizes  a physician  contact  list  for  all 
senators  which  will  be  finalized  following  the  November 
election.  A major  role  in  our  legislative  program  is  played 
by  the  members  of  the  Association  and  the  Auxiliary.  The 
contact  of  members  of  the  Nebraska  Legislature  by  mem- 
bers is  extremely  important  and  strongly  encouraged  by 
the  Commission. 

The  Commission  urges  physicians  and  their  spouses  to 
be  active  in  the  November  election.  It  is  important  that  you 
communicate  with  the  candidate  you  support  and  assist  in 
the  campaign  to  the  extent  possible. 

The  Commission  will  be  informing  all  members  of  the 
Association  of  our  recommended  position  on  various 
legislative  issues  and  as  always,  we  encourage  your  input 
at  any  time. 


REPORT  OF  THE  COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.  Lincoln  - Chairman;  David  E.  Borg,  M.D.,  Falls 
City,  H.  Jeoffrey  Deeths,  M.D.,  Omaha;  Herbert  D.  Feidler,  M.D.,  Norfolk; 
Donald  T.  Clow,  M.D.,  Omaha;  Lawrence  D.  Helmick,  M.D.,  Kearney;  Jon 
J.  Hinrichs,  M.D.,  Lincoln;  John  J.  Hoesing,  M.D.,  Omaha;  Glen  F.  Lau,  M.D., 
Lincoln;  Joseph  M.  Stavas,  M.D.,  Lincoln. 

The  Commission  on  Public  Affairs  continues  to  seek 
input  from  the  general  NMA  membership  on  issues  which 
they  feel  should  be  brought  to  the  attention  of  the  public. 
A short  questionnaire  is  being  considered  which  could 
both  determine  issues  that  members  feel  should  be  brought 
to  the  public,  and  positive  information  about  individual 
doctors,  such,  as  service  projects,  which  illustrate  commu- 
nity involvement  of  the  medical  profession.  With  more 
information  from  the  membership,  the  Commission  can 
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assume  an  expanded  role  in  its  efforts  to  further  enhance 
the  positive  image  of  medicine  among  all  segments  of  the 
population. 

The  Commission  has  continued  its  regular  responsibili- 
ties including  providing  for  the  statewide  press  an  anno- 
tated pre-release  copy  of  the  Nebraska  Medical  Journal, 
and  producing  "Health  Tips'  for  Nebraska  radio  stations 
and  newspapers.  These  short  press  releases,  discussing 
areas  of  general  health  interest,  are  provided  monthly  and 
can  be  heard  on  many  stations  and  read  in  many  news- 
papers. The  Commission  also  distributes  the  taped  health 
messages  from  the  NMA  president.  The  Auxiliary  has 
graciously  volunteered  to  increase  exposure  of  these  re- 
leases by  personally  contacting  newspapers  and  radio 
stations  in  smaller  communities. 

At  our  Summer  meeting,  the  Commission  agreed  to 
include  one  release  every  month  focused  more  directly  on 
the  contributions  of  organized  medicine  to  the  general 
health  and  well  being  of  the  inhabitant  of  Nebraska.  Our 
goal  remains  to  be  the  advancement  of  the  concept  of  the 
physician  as  patient  advocate,  including  the  support  of 
fitness,  good  health  habits  and  attitudes  of  wellness. 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merlon  A.  Quaife,  M.D.,  Omaha  - Chairman;  Prentiss  M.  Dettman,  M.D., 
Lincoln;  Allen  D.  Dvorak,  M.D.,  Omaha;  Rodrigo  Comez-Cordero,  M.D., 
Spencer;  Dennis  D.  Hatch,  M.D.,  Superior;  David  J.  Hoelting,  M.D.,  Pen- 
der; Ernest  O.  Jones,  Ph.D.,  Omaha;  Martin  R.  Lohff,  M.D.,  Omaha;  W.  E. 
Lundak,  M.D.,  Lincoln;  David  C.  McMaster,  M.D.,  Auburn;  William  H. 
Northwall,  M.D.,  Kearney. 

The  Ad-Hoc  Committee  on  Low  Level  Radioactive  Waste 
Disposal  has  continued  its  surveillance  of  activities  related 
to  the  implementation  of  legislative  action  and  interstate 
Compact's  Contractor  (U.S.  Ecology)  siting,  facilities,  de- 
sign and  licensing  submission  within  the  State  of  Nebraska. 
As  the  host  state  for  the  initial  compact  facility,  the  Ne- 
braska Medical  Association  has  maintained  a vital  interest 
in  matters  of  health  and  safety.  It  has  evaluated  the  health 
related  implications  of  the  site  selection  process,  facilities 
design,  and  operational  planning.  The  Nebraska  Medical 
Association  participated  in  the  dialogue  between  the  Inter- 
state Compact  contractor  and  the  people  of  the  State  of 
Nebraska  through  the  Citizen  Advisory  Committee  under 
the  auspices  of  the  League  of  Women  Voters.  The  impor- 
tance of  our  role  in  the  educational  aspects  of  the  process 
was  exemplified  by  the  dedication  of  a portion  of  the  1990 
Annual  Session  to  the  issue  of  low  level  radioactivity, 
providing  a panel  of  national  experts  in  medicine  for  our 
membership. 

The  Committee  now  will  direct  its  attention  to  the  opera- 
tional planning  characterized  in  the  licensing  process  now 
submitted  to  the  State  of  Nebraska.  While  great  interest 
enhances  information  acquisition,  unfortunately,  inflam- 
matory rhetoric  has  clouded  public  understanding  and 
perspective,  we  must  be  particularly  vigilant  in  the  opera- 
tional elements  of  facility  receipt,  processing  and  storage 
of  the  low  level  radioactive  waste.  The  man-machine  inter- 
face offers  potential  for  incidents  or  accidents  involving 
the  radioactive  material.  If  strict  adherence  to  operational 
procedures  and  their  conduct  is  not  accomplished,  risk 
issues,  perceived  or  actual,  will  be  foremost  in  the  public 
mind.  Thus  the  quality  assurance  arena  is  paramount  to  a 
safe  and  compliant  operation.  We  will  monitor  the  licens- 
ing process  with  the  foregoing  considerations  as  priority 
interests. 

The  Committee  will  also  undertake  an  initial  long  range 
look  at  the  area  of  facility  closure  at  the  end  of  its  life  cycle. 
Consideration  of  long  term  monitoring  and  surveillance 
with  health  and  related  aspects  comprise  the  next  arena  of 
Committee  activity. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY 

James  H.  Dunlap,  M.D.,  Norfolk  - Chairman;  David  L.  Bacon,  M.D., 
Kearney;  Warren  C.  Bosley,  M.D.,  Grand  Island;  George  W.  Orr,  M.D., 
Omaha;  Dwaine  J.  Peetz,  M.D.,  Neligh;  Richard  M.  Pitsch,  Jr.,  M.D., 
Lincoln;  Herbert  E.  Reese,  M.D.,  Lincoln,  Blaine  Y.  Roffman,  M.D.,  Omaha. 

Your  Professional  Liability  Committee  met  on  August  15, 
1990,  to  consider  the  matter  of  developing  a "support 
group"  relative  to  the  potentially  negative  emotional  im- 
pact of  professional  liability  suits,  PRO  decisions  and  other 
matters  which  tend  to  have  a significant  psychologic  impact 
on  physicians,  and  on  their  spouses  and  children.  The 
Committee  believes  such  a support  group  can  serve  a very 
useful  function  and  recommends  that  our  President  ap- 
point an  Ad-Hoc  Committee  to  develop  and  implement 
such  a plan.  The  Committee  believes  that  the  NMA  office 
should  serve  as  the  focal  point  for  referring  incoming  re- 
quests for  assistance  back  to  the  program  the  new  Ad-Hoc 
Committee  develops  and  directs. 

In  other  matters,  it  is  noted  that  the  trends  of  decreasing 
frequency  and  increasing  severity  of  professional  liability 
suits  is  continuing.  The  excess  liability  fund  is  stable  and  is 
being  well  maintained. 

Reports  are  being  received  in  the  Department  of  Health 
from  the  Insurance  Commissioner's  office  relative  to  the 
malpractice  petitions,  and  to  the  judgments  and  settle- 
ments, in  accord  with  the  provisions  of  the  Nebraska 
Hospital  Medical  Liability  Act. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  YOUNG  PHYSICIANS 

Kirk  B.  Muffly,  M.D.,  Omaha  - Chairman;  J.  D.  Akerson,  M.D.,  Sidney; 
Krynn  K.  Buckley,  M.D.,  Lincoln;  Susanne  Eilts,  M.D.,  Omaha;  James  A. 
Fosnaugh,  M.D.,  Lincoln;  L.  D.  Helmick,  M.D.,  Kearney;  David  J.  Hilger, 
M.D.,  Lincoln;  Jeffery  Itkin,  M.D.,  Omaha;  Verlin  K.  Janzen,  M.D.,  Nebraska 
City;  Tamara  R.  Johnson,  M.D.,  Cambridge;  Robert  Langdon,  Jr.,  M.D., 
Omaha;  Michael  J.  McCahan,  M.D.,  West  Point;  Kevin  Nohner,  M.D., 
Omaha;  Timothy  O'Holleran,  M.D.,  North  Platte;  Roselyn  Remington, 
M.D.,  Schuyler;  Glenn  A.  Ridder,  M.D.,  Randolph;  Jerry  K.  Seiler,  M.D., 
Hastings;  Kay  M.  Shilling,  M.D.,  Omaha;  Richard  J.  Stitcher,  M.D.,  Lincoln; 
Mike  Sullivan,  M.D.,  Aurora;  Jeff  Susman,  M.D.,  Omaha;  Keith  Vrbicky, 
M.D.,  Norfolk;  Mohammed  K.  Zahra,  M.D.,  Norfolk. 

The  Ad-Hoc  Committee  on  Young  Physicians  met  at 
NMA  offices  on  August  16,  1990.  The  Committee  wishes 
to  thank  Doctor  Glenn  Ridder  for  his  report  of  the  activities 
of  the  Young  Physicians  Section  of  the  AMA  at  the  Annual 
meeting  in  Chicago.  The  summary  copy  of  his  report  is 
transmitted  to  the  House  and  the  Board  of  Councilors 
separately.  The  Committee  also  wishes  to  thank  Doctor 
Paul  Collicott  for  his  report  on  the  current  activities  of  the 
NMA.  And  finally,  the  Committee  wishes  to  thank  Doctor 
Helmick  for  his  report  concerning  an  informal  meeting  for 
young  physicians  held  prior  to  the  Annual  meeting  of  the 
Nebraska  Medical  Association  in  April. 

Doctor  Helmick  then  made  a motion  that  the  Ad-Hoc 
Committee  attempt  to  organize  a speaker  luncheon  di- 
rected at  young  physicians  for  inclusion  in  the  Annual  1991 
meeting  of  the  Nebraska  Medical  Association;  the  arrange- 
ments for  the  luncheon  and  content  of  the  presentation 
being  left  to  the  discretion  of  myself  as  committee  chair- 
man. 

The  Committee  decided  to  schedule  its  next  meeting  in 
early  December  and  at  that  time  select  a nominee  for 
alternate  delegate  to  the  YP  Section  of  the  AMA.  It  was 
decided  to  contact  the  individual  county  medical  societies 
in  Greater  Nebraska  for  any  interested  parties,  and  also  to 
have  interested  parties  contact  a member  of  this  commit- 
tee should  they  wish  to  be  considered  for  the  alternate 
delegate  slot. 

There  being  no  other  business,  the  meeting  was  ad- 
journed. 
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REPORT  OF  THE  SCIENTIFIC  SESSIONS  COMMITTEE 

Sushil  S.  Lacy,  M.D.,  Lincoln  - Chairman;  David  L.  Bacon,  M.D.,  Kearney, 
Lawrence  C.  Bausch,  M.D.,  Lincoln;  Douglass  A.  Decker,  M.D.,  Lincoln; 
Robert  J.  Filzgibbons,  M,D.,  Omaha,  Stacey  D.  Goodrich,  M.D.,  Tecumseh; 
Charles  D.  Gregorius,  M.D.,  Lincoln,  William  A,  Shiffermiller,  M.D.,  Omaha, 
Richard  J.  Stitcher,  M.D.,  Lincoln,  Wesley  G-  Wilhelm,  M.D.,  Omaha, 

An  early  September  meeting  of  the  Committee  is  planned 
to  discuss  this  year's  activities.  During  the  meeting,  we  will 
review  all  aspects  of  the  1990  Annual  Session  and  begin 
planning  for  the  1991  Annual  Session  in  Lincoln. 

In  planning  for  the  1991  Annual  Session,  the  Committee 
will  draw  heavily  on  the  membership  survey  done  early  this 
year.  The  results  of  the  survey  indicated  a strong  interest 
in  socio-economic  programming  and  medical  topics  of 
specific  interest  in  Nebraska.  To  the  extent  possible,  the 
Committee  will  use  the  results  in  planning  the  program 
and,  hopefully,  develop  presentations  with  a strong  appeal 
for  the  membership  as  a whole.  Additionally,  the  Commit- 
tee anticipates  several  of  Nebraska's  specialty  societies  will 
hold  programs  in  conjunction  with  the  session. 

In  an  effort  to  generate  more  interest  and  to  improve  our 
evaluation  process,  the  printed  program  for  the  1990 
Annual  Session  was  redesigned  to  include  evaluation  forms 
for  each  of  the  presentations.  The  Committee  will  review 
the  response  generated  by  this  change  and  determine  if 
additional  changes  should  be  made. 

Suggestions  for  program  subjects  are  always  welcome 
and  encouraged.  We  would  be  receptive  to  program  subjects 
offered  by  members  of  the  House,  as  well  as  comments  on 
the  change  in  the  printed  program  and  any  other  aspects 
regarding  the  1990  Annual  Session. 

As  the  several  sections  of  the  program  for  1991  are 
completed,  they  will  be  publicized  to  members  of  the 
Association  through  both  the  newsletter  and  the  Nebraska 
Medical  Journal. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MEDICAID  SERVICES 

Christopher  C.  Caudill,  M.D.,  Lincoln  - Chairman;  Judith  A.  Butler,  M.D. 
Superior;  Dale  W.  Ebers,  M.D.,  Lincoln;  Stacey  Goodrich,  M.D.,  Tecumseh; 
Roger  A.  Jacobs,  M.D.,  Seward;  Kenneth  M.  Johnson,  M.D.,  McCook; 
Ronald  Klutman,  M.D.,  Columbus;  Dale  E.  Michels,  M.D.,  Lincoln;  Michael 
R.  Nabity,  M.D.,  Omaha;  Harold  M.  Nordlund,  M.D.,  York;  Samuel  H. 
Perry,  II,  M.D.,  North  Platte;  Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln;  Eugene 
A.  Waltke,  M.D.,  Omaha;  Wayne  K.  Weston,  M.D.,  Lexington. 

The  Committee  continues  to  periodically  meet  with 
representatives  of  the  Nebraska  Department  of  Social 
Services  for  purposes  of  addressing  issues  of  mutual  con- 
cern. The  most  recent  meeting  took  place  on  August  2, 
1990. 

Departm.ent  representatives  discussed  the  current  fea- 
tures of  the  program  including  the  payment  system  being 
utilized,  the  instructional  seminars  dealing  with  coding  the 
Department  presents  across  the  State,  and  the  Depart- 
ment's efforts  to  assure  adequate  access  to  care  for  its 
recipients.  Department  representatives  also  explained  the 
process  being  utilized  to  develop  their  proposed  budget 
which  will  be  submitted  to  the  Legislature  for  considera- 
tion in  January  1991.  It  was  noted  that  departments  of  state 
government  have  been  directed  to  limit  proposed  in- 
creases in  budgets  to  2%.  This  factor  is  of  concern;  one 
reason  being  there  are  increasing  numbers  of  Medicaid 
eligibles  in  Nebraska. 

The  specifics  regarding  the  current  activities  of  the  De- 
partment are  carried  in  the  report  submitted  to  this  session 
of  the  House  of  Delegates  by  Ms.  Deb  Thomas,  the  Direc- 
tor of  the  Nebraska  Department  of  Social  Services.  This  is 
the  first  session  to  which  the  Department  has  been  invited 
to  submit  a report  and  the  Committee  believes  this  will 


provide  an  excellent  format  through  which  the  agency  can 
provide  worthwhile  information  to  the  House,  and  the 
Association's  membership. 

The  Committee  feels  a very  good  working  relationship 
has  been  established  with  the  Department,  and  our  level  of 
communication  continues  to  benefit  all  concerned.  The 
Department  staff  has  been  cooperative  and  attentive.  We 
feel  it  important  physicians  understand  the  program.  To 
that  end,  Doctor  Collicott  has  included  information  on  the 
program  in  his  President's  Page  scheduled  for  the  Septem- 
ber issue  of  the  Nebraska  Medical  journal. 

The  Committee  submits  this  report  to  the  House  of 
Delegates  and  stands  ready  to  consider  items  which  may 
be  referred  during  this  session. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

Warren  C.  Bosley,  M.D.,  Grand  Island  - Chairman;  Joseph  R.  Ellison, 
M.D.,  Omaha;  Richard  W.  Hammer,  M.D.,  Lincoln;  Stephen  j.  Lanspa, 
M.D.,  Omaha;  Kurt  W.  Lesh,  M.D.,  York;  Morris  B.  Mellion,  M.D.,  Omaha; 
Wesley  G.  Wilhelm,  M.D.,  Omaha. 

The  Ad-Hoc  Committee  on  Health  Education  met  on  22 
August  1990  at  the  office  of  the  Nebraska  Medical  Asso- 
ciation. 

joAnne  Owens-Nauslar  of  the  Nebraska  Department  of 
Education  presented  a recently  developed  health  educa- 
tion guide,  which  will  be  presented  to  the  State  Board  of 
Education  for  approval  at  its  meeting  in  October  of  this 
year. 

LB  514,  considered  by  the  Nebraska  Legislature  in  this 
past  session,  authorized  the  development  of  a curriculum 
for  comprehensive  health  education  in  our  schools. 

The  Committee  reviewed  a guide  for  teachers,  consisting 
in  a "matrix"  for  the  instruction  of  pupils  in  grades  K through 
10.  It  is  not  a required  curriculum,  but  is  rather  an  outline 
of  suggested  programs,  resources,  activities  and  objec- 
tives which  can  be  used  in  a progressive  program  through 
the  grades.  There  are  divisions  dealing  with  various  suEh 
jects:  community  health,  personal  health,  nutrition,  growth 
and  development,  substance  abuse,  etc.,  the  areas  into 
which  health  education  is  usually  divided. 

The  Department  plans  to  introduce  and  interpret  this 
new  health  education  guide  in  a series  of  meetings  for 
teachers  to  be  held  in  selected  locations  around  the  state. 
An  evaluation  instrument  is  being  developed,  which  should 
make  it  possible  to  determine  the  impact  and  effectiveness 
of  this  program  and  the  changes  in  behavior  which  ought 
to  appear  among  young  people. 

It  has  been  possible  for  a member  of  the  Ad-Hoc  Com- 
mittee to  participate  in  the  development  of  this  guide  and 
to  evaluate  the  quality  of  the  medical  information  it  con- 
tains. There  should  be  continuing  participation  in  the  de- 
velopment and  implementation  of  the  program,  which  can 
be  reported  from  time  to  time  to  the  House  of  Delegates. 

The  Ad-Hoc  Committee  will  present  this  program  to  the 
House  of  Delegates  at  its  Fall  meeting.  The  Committee 
recommends  that  the  House  of  Delegates  endorse  this 
program  of  health  education  for  use  in  our  schools. 

The  Nebraska  Medical  Association  Auxiliary  has  main- 
tained an  active  interest  in  this  new  program  of  health 
education  and  has  continued  to  offer  to  promote  its  im- 
plementation in  local  schools  in  Nebraska  when  it  is  en- 
dorsed by  the  Nebraska  Medical  Association. 

The  Ad-Hoc  Committee  will  plan  to  invite  members  of 
the  faculties  of  some  of  the  teachers'  colleges  in  Nebraska 
to  discuss  with  them  the  courses  in  health  education  that 
are  being  taught  at  the  college-level  and  the  academic 
requirements  for  training  in  those  courses. 
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REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Lincoln  - Chairman;  Kenton  L.  Shaffer,  M.D., 
Kearney  - Vice  Chairman. 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

George  M.  Adam,  M.D.,  Hastings;  Craig  A.  Bassett,  M.D.,  Omaha;  Ernest 

K.  Bussinger,  M.D.,  Scottsbiuff;  M.  J.  Casey,  M.D.,  Omaha;  james  H.  Elston, 
M.D.,  Omaha;  L.  Palmer  Johnson,  M.D.,  Lincoln;  Charles  W.  Marlowe, 
M.D.,  Omaha;  Cary  D.  Milius,  M.D.,  Lincoln;  Carl  V.  Smith,  M.D.  Omaha. 

SECTION  ON  PERINATAL  MORTALITY  REVIEW 

Clarence  Davis,  jr.,  M.D.,  Osceola;  Jaime  L.  Frias,  M.D.  Omaha;  Kenneth 
M.  Johnson,  M.D.,  McCook;  Robert  M.  Nelson,  M.D.,  Omaha,  James  M. 
Plate,  M.D.,  Kimball;  Gregg  F.  Wright,  M.D.,  Lincoln. 

The  Committee  on  Maternal  and  Child  Health  met  on 
Wednesday,  July  11,  1990,  at  the  NMA  Headquarters  with 
the  following  invited  guests  from  the  Health  Department: 
Dr.  Gregg  Wright;  Mr.  Arturo  Coto,  Deputy;  Bruce  Rowe, 
Bureau  Director;  and  Sue  Medinger  from  the  Maternal  and 
Child  Health  Division.  Dr.  Magda  Peck,  who  works  from 
the  University  of  Nebraska  Medical  Center,  Department  of 
Pediatrics,  was  hired  by  the  Department  of  Health  as  a 
consultant  to  develop  a needs  assessment  survey  required 
as  part  of  the  federal  application  block  grant  for  maternal 
and  child  health  for  the  State  of  Nebraska.  Dr.  Peck  gave 
an  overview  of  the  federal  regulations  regarding  needs 
assessment  for  Maternal  Child  Health  Grant  applications. 
She  stated  the  federal  government  has  instituted  the  regu- 
lations to  make  the  application  process  measurable  and  to 
determine  how  Nebraska  has  responded  to  the  regula- 
tions. In  addition.  Dr.  Peck  has  developed  proposed  objec- 
tives for  Nebraska  in  the  maternal  and  child  health  areas. 
Dr.  Peck  noted  the  last  grant  to  the  State  was  $3.6  million 
and  the  grant  funds  must  matched  by  the  state  on  a 4 to 
3 ratio.  In  addition,  the  distribution  of  dollars  are  such  that 
30%  of  the  combined  state  and  federal  monies  must  go  for 
preventative  and  primary  care  services  for  women,  moth- 
ers and  infants  in  the  first  year  of  life.  Thirty  percent  of  the 
funds  must  be  spent  on  children  and  adolescents  unless 
the  state  would  apply  for  a waiver.  A condensed  version  of 
the  needs  assessment  data  was  forwarded  to  each  member 
of  the  Nebraska  Medical  Association,  as  well  as  the  Ne- 
braska Chapter  of  the  American  Academy  of  Family  Physi- 
cians prior  to  the  needs  assessment  survey  being  released 
to  the  general  public.  Several  members  of  the  Association 
have  responded  with  their  comments  and  criticisms.  Since 
that  time,  the  Department  of  Health  has  completed  the 
Block  Grant  Application  for  FY  1991  and  this  has  been 
forwarded  to  the  federal  government  for  review. 

It  was  apparent  from  the  meeting  that  the  Department  of 
Health  is  very  sincere  and  willing  to  cooperate  with  organ- 
ized medicine  in  enhancing  care  of  maternal  and  child 
health  in  the  State  of  Nebraska.  At  the  present  time,  the 
Department  of  Health  has  been  developing  a mechanism 
where  some  of  the  members  of  the  Committee  on  Mater- 
nal and  Child  Health  will  be  asked  to  function  as  a medical 
advisory  committee  to  the  Division  of  Maternal  and  Child 
Health  and  would  have  representatives  from  the  University 
of  Nebraska  Medical  Center,  as  well  as  Creighton  Univer- 
sity. In  addition,  physicians  from  the  Maternal  Child  Health 
Committee  will  be  asked  to  participate  in  an  advisory 
committee  role  to  the  Divison  of  Maternal  Child  Health. 
This  proposal  should  allow  organized  medicine  significant 
access  and  improved  communication  into  the  Division  of 
Maternal  Child  Health  and  hopefully  will  foster  some  excel- 
lent working  relations  between  organized  medicine  and 
Maternal  Child  Health. 


REPORT  OF  THE  NMA  PRO  OVERVIEW  COMMITTEE 
RE:  NMA  PRO  GRIEVANCE  COMMITTEE 

NMA  PRO  OVERVtEW  COMMITTEE 

Cordon  J.  Hrnicek,  M.D.,  Grand  Island  - Chairman;  David  Bacon,  M.D., 
Kearney;  A.  H.  Bergman,  M.D.,  Fremont;  Tim  Biga,  M.D.,  Norfolk;  Dennis 
M.  Connolly,  M.D.,  Lincoln;  Doak  C.  Doolittle,  M.D.,  Holdrege;  Wendell 

L.  Fairbanks,  M.D.,  Alliance;  Glen  A.  Forney,  M.D.,  Scottsbiuff;  C.  T. 
Frerichs,  M.D.,  Beatrice;  Richard  Jackson,  M.D.,  Pawnee  City;  M.  Jack 
Mathews,  M.D.,  Lincoln;  J.  T.  McCreer,  M.D.,  Lincoln;  Frederick  F.  Faus- 
tian, M.D.,  Omaha;  John  C.  Sage,  M.D.,  Omaha. 

NMA  PRO  GRIEVANCE  COMMITTEE 

M.  Jack  Mathews,  M.D.,  Lincoln  - Chairman;  Timothy  J.  Biga,  M.D., 
Norfolk;  Wendell  L.  Fairbanks,  M.D.,  Alliance;  C.  T.  Frerichs,  M.D.,  Beatrice; 
Cordon  J.  Hrnicek,  M.D.,  Grand  Island;  John  C.  Sage,  M.D.,  Omaha. 

The  Grievance  Committee,  subcommittee  of  the  PRO 
Overview  Committee,  has  noted  an  increased  activity  by 
the  TSCN.  This  activity  has  included  both  DRC  changes  as 
well  as  quality  concerns.  The  quality  concerns  coming  to 
our  attention  have  been  Level  II  concerns  defined  by  HCFA 
as  a confirmed  quality  problem  with  potential  for  adverse 
patient  effects.  These  letters  in  particular  have  increased 
over  the  past  four  months. 

The  Committee  urges  that  the  physician  receiving  these 
letters  respond  to  TSCN  by  either  agreement,  or  providing 
further  information  that  may  or  may  not  be  in  the  chart, 
documenting  your  reasons  for  the  diagnosis  as  stated,  or 
documenting  why  care  as  given  was  appropriate,  or  rebut- 
tal as  to  why  you  believe  that  the  reviewer  for  TSCN  was 
incorrect  in  their  interpretation  of  the  data  (such  as  a 
cardiac  arrhythmia).  Based  on  the  communication  that  we 
receive  and  personal  experience,  there  has  been  reversal 
of  the  original  TSCN  decision. 

The  Committee  notes  the  rising  frustration  with  the  PRO 
and  is  in  sympathy  with  members  of  our  society  that  have 
corresponded  with  the  PRO  Overview  Committee  and  its 
members. 

Certain  ground  rules  have  been  decided  upon  in  re- 
sponding to  our  members'  letters: 

1 ) We  will  review  cases  and  problems  brought  to  us 
only  by  members  of  the  Nebraska  Medical  Associa- 
tion. 

2)  All  letters  will  be  read  by  some  member  of  the  PRO 
Grievance  Committee  or  the  PRO  Overview  Com- 
mittee. 

3)  We  will  concentrate,  at  this  time,  on  grievances  relat- 
ing to  Level  II  and  Level  III  quality  concerns. 

4)  Meetings  with  TSCN  regarding  frequent  problems 
will  be  scheduled  or  attempt  to  be  scheduled. 

5)  Continued  revision  and/or  change  in  direction  of  the 
Committee  will  continue  to  be  assessed  depending 
on  the  ever-changing  directives  from  HCFA  to  the 
PRO  as  well  as  physicians. 

Communication  with  TSCN  and  with  the  NMA  attorney 
resulted  in  our  recommending  that  the  patients'  written 
permission  should  be  obtained  if  any  specific  records  or 
communication  relating  to  a patient  is  sent  to  the  PRO 
Overview  Committee.  Alternatively,  the  name  and  the 
numerical  identification  data  such  as  Social  Security  Number, 
Patient  Number,  etc,  should  be  blanked  out  such  that  the 
patient's  confidentiality  is  always  protected.  TSCN  has 
expressed  to  us  through  our  NMA  attorney  that  by  HCFA 
regulation  patient  privacy  must  be  maintained.  This  is 
TSCN's  only  concern  in  the  communications. 

The  Committee  wishes  to  thank  members  of  the  NMA 
who  have  shared  their  letters  and  concerns  about  the  PRO 
with  this  Committee.  Because  of  your  communication  to 
us,  whether  by  letter,  by  telephone,  or  by  sharing  actual 
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cases,  can  we  evaluate  how  we  may  best  be  of  benefit  and 
how  to  more  effectively  represent  you. 

Respectfully  submitted 
Jack  Mathews,  M.D. 

Chairman 

PRO  Grievance  Subcommittee 


Board  of  Councilors 

MINUTES,  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  September  6,  1990  at 
the  Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were;  Doctors  Richard  B.  Svehia,  Paul 
M.  Scott,  Cordon  D.  Adams,  Kenneth  C.  Bagby,  Richard  M. 
Pitsch,  R.  A.  Blatny,  Stanley  F.  Nabity,  Charles  F.  Damico, 
Milton  R.  Johnson,  Paul  E.  Collicott,  Perry  T.  Williams  and 
Richard  A.  Raymond. 

The  meeting  was  called  to  order  by  the  Chairman,  Dr. 
Stanley  F.  Nabity.  Dr.  Nabity  introduced  Dr.  Milton  R. 
Johnson  of  Scottsbiuff,  the  new  Councilor  for  the  12th 
District. 

Dr.  Nabity  called  for  the  approval  of  the  minutes  of  the 
Annual  Session  as  printed  in  the  July  issue  of  the  Nebraska 
Medical  journal.  The  minutes  were  approved  as  written. 

The  Councilors  discussed  the  reports  and  resolutions 
contained  in  the  Handbook. 

Discussion  of  the  proposed  dues  increase  resulted  in  Dr. 
Nabity  stressing  the  need  to  increase  membership  levels 
and  also  to  increase  utilization  of  the  current  membership 
benefit  programs. 

The  University  of  Nebraska  Medical  Center's  proposed 
Rural  Health  Education  Network  prompted  considerable 
discussion.  It  was  noted  that  many  of  the  details  of  the 
program  have  yet  to  be  worked  out.  It  was  recognized  that 
the  NMA  needs  to  stay  informed  regarding  this  program  as 
it  will  ultimately  impact  many  members  of  the  NMA. 

Dr.  Nabity  noted  that  the  Board  of  Directors,  at  its  recent 
meeting,  decided  that  the  NMA  should  take  no  further 
action  regarding  the  Low  Level  Radioactive  Waste  Dis- 
posal issue  due  to  its  volatility. 

Dr.  Collicott,  in  reference  to  Resolution  #2  regarding  the 
National  Practitioner  Data  Bank,  commented  that  Helen 
Meeks'  report  insures  confidentiality  due  to  the  limited 
access  that  will  be  available. 

In  regards  to  Resolution  #4,  Health  Access  America,  Dr. 
Collicott  informed  the  Councilors  that  a coalition  is  cur- 
rently being  formed  under  the  auspices  of  the  Health  Plan- 
ning Committee  to  address  this  issue.  He  also  recom- 
mended that  anyone  who  could  should  try  to  attend  one 
of  two  presentations  to  be  given  this  month  which  will 
address  this  issue.  Dr.  Nabity  suggested  that  tapes  of  the 
presentations  be  made  available  to  the  county  medical 
societies. 

There  was  some  confusion  over  the  intent  of  the  "Re- 
solved" in  Resolution  #7,  Custodial  Care/Medicaid.  It  was 
hoped  this  ambiguity  would  be  cleared  up  in  the  Reference 
Committee. 

Resolution  #9,  Indigent  & Medicaid  Patients,  prompted 
considerable  discussion.  A lack  of  access  to  care  in  some 
counties  was  recognized.  Dr.  Damico  asked  that  one  of  the 
Board  of  Directors  familiar  with  this  problem  attend  the 
Reference  Committee  hearing. 


The  requests  for  Life  Membership,  Associate  Member- 
ship & 50-Year  Practitioners  were  reviewed  by  the  Coun- 
cilors. A motion  was  made,  seconded  and  carried  to 
approve  the  requests. 

The  Councilors  reviewed  cases  received. 

Dr.  Nabity  asked  the  Councilors  to  review  the  non- 
member  lists  and  make  direct  personal  contact  in  an  effort 
to  increase  membership.  Dr.  Collicott  appealed  to  the 
councilors  to  also  contact  the  members  in  their  respective 
districts  and  urge  them  to  participate  in  the  member 
benefit  programs. 

Dr.  Nabity  called  for  nominations  from  the  Board  for  the 
position  of  Chairman  of  the  Board  of  Councilors.  Dr. 
Nabity  was  nominated  and  elected  unanimously  by  the 
Councilors.  Dr.  Nabity  accepted  the  position. 

Dr.  Nabity  called  for  nominations  from  the  Board  for  the 
position  of  Secretary  to  the  Board  of  Councilors.  Dr. 
Damico  was  nominated  and  elected  unanimously  by  the 
Councilors.  Dr.  Damico  accepted  the  position. 

There  being  no  further  business,  the  meeting  was  ad- 
journed. 


Minutes,  House  of  Delegates, 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was  held 
September  7,  1990,  at  the  Cornhusker  Hotel,  Lincoln, 
Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
Richard  Meissner.  A call  for  quorum  was  made.  71  dele- 
gates were  present  and  the  meeting  was  declared  in  ses- 
sion. Seating  of  Alternate  Delegates  for  Delegates  took 
place. 

Dr.  McFadden  was  appointed  Parliamentarian  and  Dr. 
Dvorak  gave  the  invocation. 

The  Speaker  called  for  approval  of  the  minutes  of  the 
Annual  Session,  and  these  were  approved  as  printed  in  the 
July  issue  of  the  Nebraska  Medical  Journal. 

The  Speaker  informed  the  House  of  the  policy  regarding 
oral  reports  for  this  Fall  Session  and  also  stated  there  is  a 
possibility  that  the  1991  Fall  Session  will  be  streamlined  to 
start  Friday  afternoon  and  meet  Saturday  moning. 

Dr.  James  Shreck  of  North  Platte  was  assigned  to  fill  a 
vacancy  on  Reference  Committee  #1. 

It  was  noted  that  the  wording  of  the  "Resolved"  in  Reso- 
lution #7,  Custodial  Care/Medicaid,  should  be  changed 
from  the  "Nebraska  Academy  of  Pediatrics"  to  the  "Ne- 
braska Medical  Association." 

The  following  Reference  Committee  assignments  were 
made: 

REFERENCE  COMMITTEE  #1 

Report  of  the  Board  of  Directors,  Item  #2,  NMA'S 
Coalition  for  Nebraska  Health  Care  Issues 
Report  of  the  Board  of  Directors,  Item  #19,  Commis- 
sion on  Medical  Education  Projects 
Report  of  the  Commission  on  Medical  Education 
Report  of  the  State  Department  of  Social  Services 
Report  of  the  Ad-Hoc  Committee  on  Medicaid  Services 
Report  of  the  NMA  PRO  Grievance  Committee 
Resolution  #1  - Metro  Omaha  - PRO  Implementation 
of  Generic  Quality  Screens 

Resolution  #7  - Lancaster  County  - Custodial  Care/ 
Medicaid 
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Resolution  #8  - Lancaster  County  - PRO-Review  Pro- 
cess 

Resolution  #9  - Lancaster  County  - Indigent  and  Med- 
icaid Patients 

Resolution  #11  - Platte-Loup  Valley  - EPSDT  (Health 
Check)  Services  Provided  by  Primary  Care  Physi- 
cians 

Resolution  #12  - Sarpy  County  - OBRA  '87 

REFERENCE  COMMITTEE  #2 

Report  of  the  Board  of  Directors,  Item  #13,  Maternal 
and  Child  Health/Liaison 

Report  of  the  Board  of  Directors,  Item  #14,  UNMC 
Center  for  Continuing  Education 
Report  of  the  Board  of  Directors,  Item  #1  5,  High  Incid- 
ence of  Infant  Mortality 

Report  of  Creighton  University  School  of  Medicine 
Report  of  University  of  NE  Medical  Center  - Student 
Chapter 

Report  of  University  of  Nebraska  Medical  Center 
Report  of  the  Ad-Hoc  Committee  on  Health  Educa- 
tion 

Report  of  the  Ad-Hoc  Committee  on  Maternal  & Child 
Elealth 

Resolution  #6  - Metro  Omaha  - Post-Operative  Care 

REFERENCE  COMMITTEE  #3 

Report  of  the  Board  of  Directors,  Item  #3,  Medicare 
Update 

Report  of  the  Board  of  Directors,  Item  #4,  Young 
Physician  Section  Delegate 
Report  of  the  Board  of  Directors,  Item  #10,  Medicare 
Brochure 

Report  of  the  Board  of  Directors,  Item  #16,  Cost  of 
Filing  Claims 

Report  of  the  Delegate  to  the  A.M.A. 

Report  of  the  Delegate  to  the  A.M.A.  Young  Physi- 
cians Section 

Report  of  the  Ad-Hoc  Committee  on  Young  Physicians 
Resolution  #3  - Metro  Omaha  - AMA  ’Anti  Hassle” 
Effort 

Resolution  #5  - Cheyenne-Kimball-Deuel  - Crisis  of  Ac- 
cess to  Health  Care 

REFERENCE  COMMITTEE  #4 

Report  of  the  Board  of  Directors,  Item  #1,  Member- 
ship 

Report  of  the  Board  of  Directors,  Item  #5,  Finances 
and  1991  Dues 

Report  of  the  Board  of  Directors,  Item  #7,  Blue  Cross/ 
Blue  Shield  NMA  Croup  Plan 
Report  of  the  Board  of  Directors,  Item  #9,  Oral  Re- 
ports 

Report  of  the  Board  of  Directors,  Item  #17,  Annual 
Session  Location 

Report  of  the  Board  of  Directors,  Item  #18,  Insurance 
and  Legal  Reporting 

Life  & Associate  Membership  Requests  & 50-Year 
Practitioners 

Report  of  the  Scientific  Sessions  Committee 

REFERENCE  COMMITTEE  #5 

Report  of  the  Board  of  Directors,  Item  #12,  Clinical 
Laboratory  Improvement  Act  (CLIA) 

Report  of  the  Board  of  Directors,  Item  #20,  National 
Practitioner  Data  Bank 

Report  of  the  Board  of  Directors,  Item  #21,  Medical/ 
Utilization  Review 

Report  of  the  State  Department  of  Health 
Report  of  the  Bureau  of  Examining  Boards 
Report  of  the  Commission  on  Legislation  & Govern- 
mental Affairs 

Resolution  #2  - Metro  Omaha  - Implementation  of 
the  National  Practitioner  Data  Bank 


Resolution  #4  - Metro  Omaha  - Health  Access  America 
Resolution  #13  - Metro  Omaha  - CLIA 

REFERENCE  COMMITTEE  #6 

Report  of  the  Board  of  Directors,  Item  #6,  Prescription 
Review  Project 

Report  of  the  Board  of  Directors,  Item  #22,  Board  of 
Examiners  in  Medicine  and  Surgery 
Report  of  the  Board  of  Directors,  Item  #23,  Board  of 
Examiners  in  Nursing  Home  Administration 
Report  of  the  Board  of  Directors,  Item  #8,  Councilor 
Appointed 

Report  of  the  Board  of  Directors,  Item  #11,  Interest 
Deduction  for  Education  Debts 
Report  of  the  Ad-Hoc  Committee  on  Low  Level  Radio- 
active Waste  Disposal 
Report  of  the  Commission  on  Public  Affairs 
Report  of  the  Ad-Hoc  Committee  on  Professional 
Liability 

Minutes,  Board  of  Councilors 

Resolution  #10  - Lancaster  County  - Membership 

It  was  announced  that  Reference  Committees  #1,  3 & 4 
would  meet  at  9:30  a.m.  and  Reference  Committees  #2,  5 
& 6 would  meet  at  10:30  a.m. 

Following  an  Executive  Session,  it  was  announced  that 
the  starting  times  for  the  Reference  Committees  would  be 
moved  up  one  half  hour. 

There  being  no  further  business,  the  House  recessed 
until  Saturday  morning. 

House  of  Delegates 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was  held 
September  8,  1 990.  The  meeting  was  called  to  order  by 
the  Vice  Speaker,  Doctor  David  Little.  70  delegates  were 
present  and  the  meeting  was  declared  in  session.  Seating 
of  Alternate  Delegates  for  Delegates  took  place. 

Dr.  Little  called  for  approval  of  the  minutes  of  the  First 
Session,  and  these  were  approved  as  printed. 

Reports  of  the  Reference  Committees  were  presented  as 
follows: 

Reference  Committee  #1 

Reference  Committee  #1  considered  6 reports  and  6 
resolutions.  The  Reference  Committee  submits  the  follow- 
ing report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#2,  NMA'S  COALITION  FOR  NEBRASKA  HEALTH 
CARE  ISSUES 

The  testimony  received  reaffirmed  the  need  for  an  NMA 
sponsored  coalition  focusing  on  Nebraska  health  care  is- 
sues. 

Recommendation: 

1 . Your  Reference  Committee  expresses  appreciation  of 
the  report  and  recommends  the  matter  be  filed  for  informa- 
tion. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(2  & 3)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 
ITEM  #19,  COMMISSION  ON  MEDICAL  EDUCA- 
TION PROJECTS  AND  THE  REPORT  OF  THE 
COMMISSION  ON  MEDICAL  EDUCATION 


358 


Nebraska  Medical  Journal  December  1990 


The  report  of  the  Board  of  Directors,  Item  #19,  and  the 
report  of  the  Commission  on  Medical  Education,  were  con- 
sidered together. 

No  testimony  was  received  concerning  either  report.  It 
was  noted  the  Commission  on  Medical  Education  must 
now  prepare  and  submit  fiscal  impact  data  (a  budget) 
concerning  the  proposals  submitted  at  the  spring  House  of 
Delegates  meeting  on  1)  maldistribution  of  physicians 
within  the  State  of  Nebraska,  and  2)  medical  school  stu- 
dent applicant  pool  enhancement. 

Recommendation: 

1 .  Your  Reference  Committee  expresses  appreciation  of 
the  two  reports  and  recommends  they  be  filed  for  informa- 
tion. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 

(4)  REPORT  OF  THE  STATE  DEPARTMENT  OF  SOCIAL 
SERVICES 

The  Reference  Committee  was  very  pleased  to  invite  and 
have  participate  in  the  meeting  Ms.  Deb  Thomas,  Director 
of  the  Department  of  Social  Services,  and  Doctor  Chris 
Wright,  Medical  Director,  Department  of  Social  Services, 
State  of  Nebraska. 

Ms.  Thomas  highlighted  the  important  aspects  of  the  re- 
port and  focused  on  the  billing  method  which  must  be  used 
by  physicians  providing  medical  services  to  Medicaid  re- 
cipients. Special  note  was  made  of  the  900xx  and  990xx 
medical  service  codes  which  are  to  be  used  by  office  based 
physicians  so  as  to  receive  full  allowable  reimbursement 
and  the  905xx  medical  service  codes  which  are  restricted 
to  use  by  emergency  room  based  physicians.  It  was 
strongly  recommended  that  the  Medicaid  billing  system  be 
distributed  to  NMA  members  in  cooperation  with  the  Ne- 
braska Department  of  Social  Services. 

Considerable  testimony  was  heard  on  the  willingness  of 
the  Department  of  Social  Services  to  review,  discuss,  and 
negotiate  changes  in  Medicaid  medical  service  and  reim- 
bursement with  authorized  representation  of  the  NMA,  as 
the  Ad-Hoc  Committee  on  Medicaid  Services. 
Recommendations: 

Your  Reference  Committee  makes  the  following  recom- 
mendations: 

1 . Receive,  file  for  information  and  commend  the  De- 
partment of  Social  Services  for  the  excellence  of  their  com- 
prehensive report. 

2.  Distribute  to  the  NMA  membership  the  Nebraska 
Medicaid  billing  system  through  the  cooperative  effort  of 
the  Ad-Hoc  Committee  on  Medicaid  Services  and  the 
Nebraska  Department  of  Social  Services. 

3.  Accept  the  willingness  of  the  Nebraska  Department  of 
Social  Services  by  the  NMA  Board  of  Directors  to  review, 
discuss  and  negotiate  changes  in  Medicaid  medical  serv- 
ices. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(5)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  MEDI- 
CAID SERVICES 

There  was  no  testimony  concerning  the  contents  of  the 
report  beyond  commending  the  NMA  Board  of  Directors 
and  the  Ad-Hoc  Committee  for  developing  an  excellent 
interactive  relationship  with  the  Department  of  Social  Serv- 
ices and  the  need  for  the  continuation  of  the  activity. 


Recommendation: 

1 . Your  Reference  Committee  expresses  appreciation  of 
the  report  and  recommends  continuation  of  the  Ad-Hoc 
Committee  on  Medicaid  Services. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  adopted  by  the  House. 


(6)  REPORT  OF  THE  NMA  PRO  GRIEVANCE  COMMIT- 
TEE 

Considerable  testimony  was  heard  regarding  privacy  of 
patient  specific  medical  information  and  PRO  letters  to 
physicians  which  are  stamped  with  a privacy  of  informa- 
tion constraint.  Any  communication  from  an  NMA  member 
to  the  PRO  Grievance  Committee  which  contains  patient 
specific  information  must  be  accompanied  by  a designee 
specific,  signed,  release  of  medical  information  form.  Further 
discussion  with  NMA  and  PRO  legal  counsel  is  necessary 
regarding  the  conditions  under  which  privileged  PRO  com- 
munications to  physicians  can  be  released. 

As  in  the  past,  it  was  the  consensus  of  the  hearing  that 
there  is  great  need  for  specific  step-by-step  delineation  of 
the  system  to  be  used  by  an  NMA  member  to  file  a report 
with  the  NMA  PRO  Grievance  Committee  so  as  to  avoid 
compromising  privileged  information  and  to  have  access 
to  a specific  NMA  telephone  number  for  immediate  assis- 
tance in  the  proper  filing  of  a grievance  report. 
Recommendations: 

Your  Reference  Committee  makes  the  following  recom- 
mendations: 

1 . The  preparation  and  distribution  to  NMA  members  of 
the  guidelines  to  be  utilized  in  the  filing  of  a report  with  the 
NMA  PRO  Grievance  Committee. 

2.  The  identification  of  an  NMA  telephone  number  for 
assistance  in  the  preparation  and  filing  of  a PRO  Grievance 
report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  seconded.  Dr.  Cornelius 
asked  as  a Point  of  Information  whether  the  guidelines  ex- 
plaining how  to  file  a report  would  include  a patient  release 
of  information  form.  After  receiving  an  answer  in  the 
affirmative.  Dr.  Cornelius  pointed  out  that  it  would  be 
more  expeditious  to  pursue  these  matters  through  the  Con- 
gressional delegation  as  fiscal  intermediaries  must  answer 
inquiries  from  Congress  within  14  days.  However,  no  such 
time  limitations  are  applicable  when  a physician  corre- 
sponds with  the  fiscal  intermediary  directly. 

Dr.  Mathews  reminded  the  House  that  there  are  two 
ways  to  provide  information  to  the  PRO  Grievance  SuE)- 
committee:  (1)  Obtain  a signed  release  from  the  patient;  or 
(2)  Delete  the  patient's  name  and  all  identifying  informa- 
tion on  the  correspondence.  He  also  reminded  the  House 
of  the  importance  of  responding  to  quality  assurance 
letters  as  this  will  usually  lead  to  a review. 

Following  this  discussion,  the  House  adopted  this  sec- 
tion of  the  report. 

(7)  RESOLUTION  #1  - METRO  OMAHA  - PRO  IMPLE- 
MENTATION OF  GENERIC  QUALITY  SCREENS 

Resolution  #1  read  as  follows: 

WHEREAS,  HCFA  has  implemented  the  PRO  Third 
Scope  of  Work  which  includes  the  Quality  Interven- 
tion Program  (QIP)  which  provides  that  every  case 
which  is  reviewed  by  the  PRO  is  to  be  viewed  against 
the  HCFA  generic  quality  screens  and  guidelines  and 
is  to  be  assigned  to  one  of  three  severity  levels  in 
quality  denial  cases,  and 
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WHEREAS,  QIP  denials  in  Nebraska  seem  to  be  in- 
discriminate and  frivolous; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  through  its  Board  of  Directors  in 
cooperation  with  the  NMA  PRO  Oversight  Commit- 
tee and  the  NMA  Grievance  Committee,  respond 
promptly  to  the  Sunderbruch  Corporation  to  insure 
physician  input  into  the  HCFA  quality  screens  and 
guidelines  in  Nebraska  and  to  insure  due  process  for 
Nebraska  physicians. 

There  was  no  testimony  in  opposition  to  the  resolution. 
Discussion  indicated  it  is  a function  of  the  PRO  Overview 
(not  Oversight)  Committee  to  interact  promptly  with  TSCN 
regarding  quality  screens  and  guidelines  and  not  the  NMA 
PRO  Grievance  Committee. 

Recommendation: 

1.  It  is  therefore  recommended  the  "Resolved"  in  Reso- 
lution #1  be  amended  and  adopted  as  follows: 

"THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  through  its  Board  of  Directors  in 
cooperation  with  the  NMA  PRO  Overview  Commit- 
tee respond  promptly  to  the  Sunderbruch  Corpora- 
tion to  insure  physician  input  into  the  HCFA  quality 
screens  and  guidelines  in  Nebraska  and  to  insure  due 
process  for  Nebraska  physicians. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  adopted  by  the  House. 

(8)  RESOLUTION  #7  - LANCASTER  COUNTY  - CUSTO- 
DIAL CARE/MEDICAID 

Resolution  #7  read  as  follows: 

WHEREAS,  the  key  to  complete  medical  care  of  a 
patient  involves  addressing  both  his/her  medical  and 
social  needs,  and 

WHEREAS,  there  is  no  current  provision  in  the  Medi- 
caid coding  system  to  provide  custodial  care  for 
children  with  an  inadequate  home  environment; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Academy  of  Pediatrics  recommends  that  the  Medi- 
caid system  (Child  Protective  Services  and  Depart- 
ment of  Social  Services)  develop  a means  for  funding 
such  care. 

Testimony  indicated  there  are  frequent  conflicts  be- 
tween the  pure  medical  utilization  of  services  by  a pedia- 
tric age  level  Medicaid  recipient  and  the  social  situation 
into  which  the  child  may  be  placed  following  receipt  of 
medical  services  which  may  compromise  the  health  of  the 
patient.  The  PRO,  however,  focuses  only  on  the  medical 
care  requirements  and  does  not  consider  the  social  prob- 
lems thereby  causing  a major  disposition  problem  for  the 
physician. 

Commentary  from  representatives  of  the  Department  of 
Social  Services  indicated  1)  such  conflicts  do  exist,  2)  the 
problem  must  be  identified  in  the  medical  record,  3) 
discharge  planning  in  such  situations  must  be  initiated  on 
patient  admission  and  4)  there  must  be  identification  of  the 
need  for  protective  services. 

There  was  no  negative  testimony  to  the  resolution  other 
than  to  change  Nebraska  Academy  of  Pediatrics  to  the 
Nebraska  Medical  Association. 

Recommendation:: 

1 . It  is  recommended  Resolution  #7  be  amended  and 
adopted  by  substituting  in  the  Resolved  "Nebraska  Medi- 
cal Association"  for  "Nebraska  Academy  of  Pediatrics." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  adopted  by  the  House. 


(9)  RESOLUTION  #8  - LANCASTER  COUNTY  - PRO-RE- 
VIEW PROCESS 

Resolution  #8  read  as  follows: 

WHEREAS,  the  current  PRO-review  process  for  Medi- 
caid patients  done  by  Sunderbruch  Corporation  in- 
volves a direct  notification  of  patients  by  letter  when- 
ever an  alleged  discrepancy  occurs  between  medical 
services  performed  and  the  PRO-review  guidelines, 
and 

WHEREAS,  the  patient  notification  letter  is  sent 
prior  to  completion  of  the  appeals  process,  and 

WHEREAS,  the  patient  notification  letter  contains 
language  that  is  disruptive  to  the  physician-patient  re- 
lationship; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  strongly  urges  that  any  appeals 
process  in  the  Medicaid  system  be  completed  prior  to 
patient  notification  by  the  Sunderbruch  Corporation. 

Testimony  from  representatives  of  the  Department  of 
Social  Services  indicated  the  TSCN  letter  as  related  to 
Medicaid  recipients  was  very  inappropriate.  They  are 
agreeable  to  revising  the  letter  to  meet  Medicaid  regula- 
tions. 

It  was  further  noted  that  in  many  instances,  the  patients 
are  pediatric  age  level  and,  therefore,  such  letters  where 
necessary  are  to  be  addressed  to  the  patient's  legal  guard- 
ian. 

Recommendation: 

1 . It  is  recommended  Resolution  #8  be  amended  and 
adopted  adding  the  phrase  the  "/legal  guardian"  after  the 
word  "patient"  in  the  second  and  third  "WHEREAS"  and  in 
the  "RESOLVED". 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 


(10)  RESOLUTION  #9 -LANCASTER  COUNTY  - INDIGENT 
AND  MEDICAID  PATIENTS 
This  resolution  read  as  follows: 

WHEREAS,  surveys  show  10-25%  of  the  population 
are  considered  medically  indigent  in  that  they  cannot 
afford  medical  care,  are  underinsured  or  carry  no 
health  insurance,  and 

WHEREAS,  the  AMA  and  American  Academy  of  Pe- 
diatrics have  developed  access  to  care  programs  that 
have  not  been  fully  implemented,  and 

WHEREAS,  cost  shifting  from  indigent  patients  to 
paying  patients  is  becoming  less  of  an  option,  and 

WHEREAS,  the  NMA  has  a plan  in  place  to  help  to 
assure  care  for  Medicare  patients,  and 

WHEREAS,  some  Medicaid  covered  patients  may 
be  finding  it  difficult  to  receive  health  care,  and 

WHEREAS,  physicians  have  traditionally  been  able 
to  care  for  indigent  patients  out  of  compassion,  good 
will  and  concern  for  the  health  of  these  patients; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  adopt 
this  resolution  expressing  the  sense  of  its  members 
that  all  patients  should  have  access  to  care,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  and  its 
constituent  societies  cooperate  to  study,  propose  and 
help  to  implement  efforts  to  facilitate  access  to  care, 
and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  will 
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encourage  its  members  to  accept  their  fair  share  of  in- 
digent and  Medicaid  patients,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  will 
encourage  all  parties  to  bill  and  to  reimburse  fairly  for 
appropriate  health  care. 

There  was  no  negative  testimony  concerning  the  resolu- 
tion; however,  it  was  indicated  there  would  be  a problem 
in  defining  what  constitutes  "fair  share".  Discussion  indi- 
cated acceptance  of  indigent  and  Medicaid  patients  should 
not  be  limited  to  NMA  members  but  should  be  a respon- 
sibility of  all  physicians.  The  4th  resolve  was  not  consid- 
ered pertinent  to  the  problem  of  each  physician  accepting 
their  fair  share  of  patients  with  limited  or  no  financial 
resources. 

Recommendation; 

1.  It  is  recommended  Resolution  #9  be  amended  and 
adopted  as  follows:  1)  Substitute  the  phrase  "all  physi- 
cians" for  the  phrase  "its  members"  in  the  third  "Resolved" 
and  delete  the  4th  "Resolved". 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 


(11)  RESOLUTIONS  1 - PLATTE-LOUP-VALLEY-EPSDT 
(HEALTH  CHECK) 

SERVICES  PROVIDED  BY  PRIMARY  CARE  PHYSICIANS 

Resolution  #11  read  as  follows: 

WHEREAS,  a stated  goal  of  the  EPSDT  program  is  to 
provide  quality  medical  care  for  children  in  an  estab- 
lished Medical  Home,  and 

WHEREAS,  it  is  a recognized  fact  that  there  is  an 
acute  shortage  of  primary  care  physicians  in  this  state 
who  are  able  to  provide  that  Medical  Home,  and 

WHEREAS,  community  service  agencies  and  schools 
play  an  important  role  in  the  overall  provision  of  serv- 
ices to  children,  they  are  not  able  to  provide  a Medical 
Home; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  stands 
opposed  to  the  Nebraska  Department  of  Social  Serv- 
ices entering  into  Provider  Agreements  with  commu- 
nity service  agencies  for  such  agencies  to  perform 
Complete  EPSDT  (Health  Check)  Exams,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA,  working 
with  the  Nebraska  Chapters  of  the  American  Acad- 
emy of  Pediatrics  and  American  Academy  of  Family 
Physicians,  will  work  with  the  Department  of  Social 
Services  and  such  other  interested  agencies  to  find 
acceptable  alternatives  for  providing  services  within  a 
Medical  Home  model. 

Testimony  by  Platte-Loup-Valley  County  Medical  Society 
representatives  indicated  that  the  provider  agreements  for 
the  EPSDT  program  do  not  require  local  physician  input  to 
the  provision  of  medical  services  and  under  such  circum- 
stances the  quality  of  medicare  care  may  be  severely 
compromised.  It  was  also  noted  the  program  was  under 
the  Nebraska  Department  of  Health  and  not  Social  Serv- 
ices. 

Recommendation: 

1.  It  is  recommended  the  "Resolveds"  of  Resolution  #1 1 
be  amended  and  adopted  as  follows: 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  stands 
opposed  to  the  Nebraska  Department  of  Health  enter- 
ing into  Provider  Agreements  with  community  service 
agencies  for  such  agencies  to  perform  Complete  EPSDT 
(Idealth  Check)  Exams  without  local  physician  direct 
involvement,  and 


BE  IT  FURTHER  RESOLVED,  that  the  NMA,  working 
with  the  Nebraska  Chapters  of  the  American  Acad- 
emy of  Pediatrics  and  American  Academy  of  Family 
Physicians,  will  work  with  the  Department  of  Social 
Services  and  Department  of  Health  and  such  other 
interested  agencies  to  find  acceptable  alternatives  for 
providing  services  within  a Medical  Home  model. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  seconded. 

Doctor  Kenton  Shaffer  offered  two  corrections  to  this 
section  of  Reference  Committee  #1's  report:  In  the  first 
paragraph  under  Item  #11  following  the  final  "Resolved", 
the  phrase  "quality  of  medicare  care"  should  be  replaced 
with  the  phrase  "quality  of  medical  care";  and  the  EPSDT 
program  is  under  the  Department  of  Social  Services,  not 
the  Department  of  Health.  Dr.  Paustian  accepted  these 
modifications,  and  the  House  adopted  this  section  of  the 
report. 

(12)  RESOLUTION  #12  - SARPY  COUNTY  - OBRA  '87 

Resolution  #12  read  as  follows; 

WHEREAS,  Nebraska  nursing  homes  are  currently 
heavily  burdened  by  timeconsuming  regulations  which 
detract  from  professional  nursing  time  spent  in  resi- 
dent care,  and 

WHEREAS,  current  demands  by  nursing  homes  upon 
physician  time  and  energy  is  dictated  frequently  by 
state  requirement  rather  than  by  physician  judgment 
as  to  medical  need  of  his/her  patient,  and 

WHEREAS,  nursing  home  reimbursement  for  care  of 
Medicaid  patients  does  not  equal  the  expense  of  such 
care,  and 

WHEREAS,  nursing  homes  accepting  Medicaid  resi- 
dents are  now  significantly  hampered  in  efforts  to 
increase  their  professional  nursing  staff  due  to  limited 
capital  for  such  expense,  and 

WHEREAS,  OBRA  '87  will  further  increase  time-con- 
suming administrative  duties  on  an  unexpandable 
professional  nursing  staff,  thus  decreasing  the  staff/ 
patient  contact  time  and  subsequent  quality  care,  and 

WHEREAS,  OBRA  '87  further  decreases  physician 
freedom  to  determine  for  himself/herself  and  his/her 
patient  the  necessary  frequency  and  intensity  of  pa- 
tient care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Board  of  Di- 
rectors of  the  Nebraska  Medical  Association  call  this 
matter  to  the  attention  of  the  Nebraska  Department 
of  Social  Services,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  delegation  to  the  AMA  submit  a 
resolution  for  consideration  of  the  matter  at  the  AMA 
Interim  1990  Session. 

Testimony  in  support  of  the  resolution  focused  on  the 
ever-increasing  regulatory  requirements  being  placed  on 
nursing  home  nurse  and  physician  personnel,  often  to  the 
detriment  of  direct  patient  care  and  without  necessary 
reimbursement  to  meet  the  requirement.  The  problem  is 
national  in  scope  and,  therefore,  warrants  the  action  of  the 
AMA  House  of  Delegates. 

Discussion  indicated  the  third  and  fourth  "Whereas"  as 
well  as  the  first  "Resolved"  were  duplicative  and  unneces- 
sary. It  was  noted  that  many  of  the  regulations  are  derived 
from  federal  agencies  and  not  just  state  and  that  such  regu- 
lations also  affected  physicians  in  their  delivery  of  health 
care  just  as  much  as  nursing  personnel. 
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Recommendation: 

1.  It  is  recommended  Resolution  #12  be  amended  and 
adopted  as  follows:  In  the  second  "WHEREAS",  add  the 
phrase  "and  federal"  after  the  word  "state",  delete  the  third 
and  fourth  "WHEREAS",  delete  the  first  "RESOLVED"  and 
substitute  the  following  for  the  second  resolved: 

"THEREFORE,  BE  IT  RESOLVED,  the  NMA  delega- 
tion to  the  AMA  House  of  Delegates  submit  a resolu- 
tion indicating  the  need  for  a reduction  of  nursing 
home  regulations  upon  nursing  and  physician  staff  so 
as  to  permit  the  efficient  delivery  of  medical  services 
to  meet  the  needs  of  the  patient." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  YOUR  REF- 
ERENCE COMMITTEE  #1  AS  A WHOLE.  This  was  adopted 
by  the  House. 

Respectfully  submitted, 

Frederick  F.  Paustian,  M.D.  Chairman,  Omaha 
J.  A.  Crubbe,  M.D.,  Lincoln 
James  Shreck,  M.D.,  North  Platte 


Reference  Committee  #2 

Reference  Committee  #2  considered  8 reports  and  1 
resolution.  The  Reference  Committee  submits  the  follow- 
ing report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #13, 
MATERNAL  AND  CHILD  HEALTH  LIAISON 

Recommendation: 

1.  We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #14, 
UNMC  CENTER  FOR  CONTINUING  EDUCATION 

Recommendation: 

1 . We  recommend  acceptance  of  this  report  as  filed. 
MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #15, 
HIGH  INCIDENCE  OF  INFANT  MORTALITY 

Recommendation: 

1.  We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(4)  REPORT  OF  CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

Recommendation: 

1 . We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(5)  REPORT  OF  UNIVERSITY  OF  NE  MEDICAL  CENTER  - 
STUDENT  CHAPTER 

Recommendations: 

1 . We  commend  the  University  of  Nebraska  Medical 
Center  Student  Chapter  for  their  efforts  and  diligence. 

2.  We  recommend  acceptance  of  this  report  as  filed. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 

(6)  REPORT  OF  UNIVERSITY  OF  NEBRASKA  MEDICAL 
CENTER 

Recommendations: 

1 . We  commend  Doctor  Waldman  for  his  efforts  to 
develop  the  rural  health  education  network.  We  realize 
this  is  a long-term  program  that  would  hopefully  increase 
the  number  of  practicing  physicians  in  rural  Nebraska. 

2.  We  recommend  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  adopted  by  the  House. 

(7)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  HEALTH 
EDUCATION 

Recommendations: 

1 . We  recommend  acceptance  of  this  report  as  filed. 

2.  We  acknowledge  the  amount  of  effort  that  has  taken 
place  to  put  together  the  final  draft  that  will  be  presented 
to  the  Nebraska  Department  of  Education.  We  further 
recognize  that  this  is  meant  to  be  a guideline  which  would 
help  local  school  units  develop  a program  that  is  best 
attuned  to  their  area  and  needs. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  seconded. 

Dr.  Kenton  Shaffer  questioned  the  advisability  of  endors- 
ing the  Nebraska  Department  of  Education's  Health  Educa- 
tion Guide  due  to  political  implications.  There  was  con- 
cern over  a section  in  the  guide  dealing  with  sex  education 
which  could  place  the  Auxiliary  and  the  NMA  in  the  center 
of  a debate  regarding  what  is  morally  right. 

Dr.  Damico  stated  that  it  was  the  opinion  of  the  Refer- 
ence Committee  that  the  draft  which  was  prepared  by  the 
Ad-Hoc  Committee  on  Health  Education  is  simply  a com- 
pilation of  facts  and  information  which  the  Department  of 
Education  can  use  at  their  discretion.  It  wasn't  their 
sentiment  that  the  House,  by  accepting  this  section  of  the 
report,  would  be  endorsing  the  guide.  He  noted  that  there 
could  also  be  controversy  over  the  section  dealing  with 
AIDS  but  that  shouldn't  prevent  the  House  from  recogniz- 
ing all  the  hard  work  and  energy  put  into  the  guide  by  the 
committee  members. 

Dr.  Bosley  addressed  the  House  and  informed  it  that  the 
guide  did  not  contain  a section  on  sex  education.  How- 
ever, the  section  on  Family  Life  & Health  would  touch  on 
this  topic  as  well  as  other  topics.  He  stressed  that  the  guide 
is  simply  to  be  used  as  a resource  by  schools  to  teach 
health.  He  also  noted  that  it  is  the  obligation  of  the  medical 
profession  to  take  an  active  role  in  assuring  that  the 
teaching  in  this  area  is  in  accordance  with  what  constitutes 
"good  health".  Acceptance  by  the  House  would  give  the 
guide  stature. 

Following  this  discussion,  this  section  of  the  report  was 
adopted  by  the  House. 

(8)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  MATER- 
NAL & CHILD  HEALTH 

Lengthy  discussion  was  carried  out  concerning  the  activ- 
ity in  the  Department  of  Health  as  it  relates  to  both 
maternal  and  child  health  and  to  other  public  health  mat- 
ters. The  Reference  Committee  welcomes  the  information 
that  the  federal  government  has  instituted  the  regulations 
to  make  the  application  block  grant  for  maternal  and  child 
health  measurable  and  to  determine  how  Nebraska  has  re- 
sponded to  the  regulations.  We  urge  the  Association  and 
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its  individual  members  to  become  more  involved  in  mat- 
ters of  public  health  including  maternal  and  child  health  in 
the  1990s.  There  was  a strong  feeling  conveyed  in  testi- 
mony that  the  1990s  will  be  a period  where  medical 
association  and  physician  involvement  in  public  health 
matters  will  be  of  paramount  importance.  This  will  include 
all  areas,  not  just  maternal  and  child  health.  There  was 
abundant  testimony  that  this  is  an  area  the  Association 
should  consider  becoming  more  involved  in  the  develop- 
ment of  public  policy. 

Recommendation: 

1 . We  recommend  adoption  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS  SEC- 
TION OE  OUR  REPORT.  This  was  seconded. 

Doctor  Dvorak  asked  that  the  House  reaffirm  its  position 
that  the  Director  of  the  Department  of  Health  be  a medical 
doctor.  Doctor  Damico  accepted  the  recommendation 
that  the  Association  reaffirm  its  position  that  the  Director 
of  the  Department  of  Health  be  a medical  doctor  as  an 
addition  to  this  report.  The  House  then  adopted  this 
section  of  the  report  as  modified. 

(9)  RESOLUTION  #6  - METRO  OMAHA  - POST-OPERA- 
TIVE CARE 

WHEREAS,  it  is  the  responsibility  of  the  surgeon  to 
ensure  that  his/her  patients  receive  the  highest  quality 
of  care  available,  and 

WHEREAS,  pre  and  post-operative  care  are  integral 
components  of  a surgical  procedure,  and 

WHEREAS,  it  has  been  determined  by  the  Board  of 
Medical  Examiners  that  postoperative  care  consti- 
tutes the  practice  of  medicine,  and 

WHEREAS,  it  is  therefore  the  responsibility  of  the 
operating  physician  to  make  sure  that  the  post-opera- 
tive care  is  delivered  by  either  the  operating  physician 
himself/herself  or  a qualified  licensed  physician; 

THEREEORE,  BE  IT  RESOLVED,  any  attempt  by  non- 
medically  licensed  practitioners  to  provide  post-op- 
erative care  constitutes  the  practice  of  medicine  without 
a license  and  that  the  relinquishment  of  post-opera- 
tive care  to  a health  care  professional  not  duly  li- 
censed to  practice  medicine  constitutes  abandon- 
ment of  the  patient. 

Recommendations: 

1 . Much  testimony  was  heard  and  these  changes  were 
recommended:  In  the  fourth  "Whereas",  change  the  word 
"physician"  to  "surgeon"  except  the  last  "physician"  should 
be  replaced  with  the  phrase  "medical  doctor". 

2.  Add  a second  "Resolved"  as  follows: 

"BE  IT  EURTHER  RESOLVED,  that  this  action  of  the 
House  of  Delegates  be  forwarded  to  the  Board  of 
Medical  Examiners." 

Recommendation: 

1.  We  recommend  adoption  of  this  resolution  as 
amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  seconded. 

Doctor  James  Dunlap,  Chairman  of  the  Board  of  Medical 
Examiners,  brought  to  the  attention  of  the  House  the  fact 
that  the  Board  of  Medical  Examiners  had  recently  authored 
a new  white  paper  regarding  post-operative  ophthalmo- 
logic care,  making  the  resolution  unnecessary. 

Doctor  Meissner  noted  that  not  only  medical  doctors  but 
also  doctors  of  osteopathy  should  be  included  in  the 
resolution. 

Doctor  John  Welch  asked  that  the  first  "Resolved"  be 


amended  to  include  pre-operative  care  in  order  to  make  it 
consistent  with  the  preceding  sections  of  the  resolution. 
Doctor  Damico  agreed  to  this  amendment. 

Doctor  Raymond  was  concerned  as  to  whether  the  reso- 
lution would  effectively  eliminate  Physician  Assistants  from 
providing  pre  and  post  operative  care.  After  considerable 
discussion  regarding  the  role  of  the  physician's  assistant, 
there  was  a general  consensus  that  PAs  would  not  be  pre- 
cluded from  providing  such  care  if  the  resolution  were 
approved.  The  House  adopted  this  section  of  the  report 
as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS  RE- 
PORT OF  REFERENCE  COMMITTEE  #2  AS  A WHOLE.  This 
was  adopted  by  the  House.  I would  like  to  thank  Doctors 
Allen  Dvorak  and  James  Fosnaugh  for  their  assistance  with 
this  Reference  Committee. 

Respectfully  submitted, 

Charles  F.  Damico,  M.D.,  Chairman,  Hastings 
Allen  D.  Dvorak,  M.D.  Omaha 
James  A.  Fosnaugh,  M.D.,  Lincoln 


Reference  Committee  #3 

Reference  Committee  #3  considered  8 reports  and  2 
resolutions.  The  Reference  Committee  submits  the  follow- 
ing report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #3, 
MEDICARE  UPDATE 

Testimony  on  this  portion  of  the  report  was  lengthy.  The 
weight  of  the  discussion  was  in  favor  of  the  present  actions 
taken  by  the  Board  of  the  NMA,  and  commended  the 
Board  for  its  efforts  for  the  State  of  Nebraska  in  regard  to 
trying  to  establish  an  equitable,  single-tier  system  of  reim- 
bursement. This  has  turned  out  to  be  a difficult  process 
now  requiring  legislation. 

Recommendation: 

1 . We  recommend  that  the  Report  of  the  Board  of 
Directors,  Item  #3,  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OE  OUR  REPORT.  This  section  was  adopted  by  the 
House. 

(2)  REPORT  OE  THE  BOARD  OF  DIRECTORS,  ITEM  # 4, 
YOUNG  PHYSICIAN  SECTION  DELEGATE. 

There  was  no  discussion  in  regards  to  this  report. 

Recommendation: 

1 . We  recommend  the  acceptance  of  this  report  as 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OE  OUR  REPORT.  This  was  adopted  by  the  House. 

(3)  REPORT  OE  THE  BOARD  OF  DIRECTORS,  ITEM  #10, 
MEDICARE  BROCHURE 

There  was  no  discussion  on  this  report. 

Recommendation: 

1 . We  recommend  the  report  be  filed  for  informational 
purposes. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OE  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #16, 
COST  OF  FILING  CLAIMS 

This  interesting  report  shows  the  cost  of  filing  claims  and 
the  potential  savings  if  this  were  computer  generated. 
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Recommendation: 

1 .  It  is  the  recommendation  of  the  Committee  that  this 
information  be  disseminated  to  our  members,  via  the  NMA 
newsletter  and  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(5)  REPORT  OF  THE  DELEGATE  TO  THE  AMA 

Recommendation: 

1 . This  report  was  gratefully  accepted  as  written.  We 
thank  the  AMA  Delegates  for  their  continued  efforts.  We 
recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 

(6)  REPORT  OF  THE  DEFECATE  TO  THE  AMA  YOUNG 
PHYSICIANS'  SECTION 

There  was  no  discussion  in  regards  to  this  report. 

Recommendation: 

1 . We  recommend  the  acceptance  of  this  report  as  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  adopted  by  the  House. 

(7)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  YOUNG 
PHYSICIANS 

There  was  no  discussion  on  this  report. 

Recommendation: 

1 . We  recommend  the  acceptance  of  this  report  as 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(8)  RESOEUTION  #3  - METRO  OMAHA  - AMA  "ANTI- 
HASSEE"  EFFORT 

Resolution  #3  read  as  follows: 

WHEREAS,  the  American  Medical  Association  has 
adopted  the  AMA  Initiative  on  Medical  Review,  oth- 
erwise known  as  "Anti  Hassle  Legislation",  which 
plans  (1)  to  remove  ineffective  and  inefficient  medical 
review  practices,  (2)  to  provide  direct  assistance  to  in- 
dividual physicians  and  medical  societies,  and  (3)  en- 
courage and  promote  models  of  efficient  and  appro- 
priate medical  review; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  publicly  support  the  AMA  Initia- 
tive on  Medical  Review  and  that  the  Nebraska  Medi- 
cal Association  seek  direct  assistance  from  the  Ameri- 
can Medical  Association  to  help  in  dealing  with  the 
Sunderbruch  Corporation,  which  is  the  professional 
review  organization  in  the  State  of  Nebraska. 

This  resolution  brought  about  considerable  discussion, 
all  in  favor.  Testimony  indicated  the  need  for  a proactive 
stance  by  the  NMA  in  support  of  its  members  in  dealing 
with  adverse  PRO  activities.  One  of  the  difficulties  of  the 
PRO  Overview  Committee  was  the  confidentiality  issue 
and  the  inability  of  both  the  Sunderbruch  Corporation  and 
individual  physicians  to  release  to  the  Nebraska  Medical 
Association  information  in  regards  to  adverse  reviews. 

Recommendations: 

1 . The  Reference  Committee  recommends  the  adop- 
tion of  this  resolution. 

2.  We  recommend  that  the  NMA  try  to  clarify  the  con- 


fidentiality matter  in  regards  to  individual  physicians  in- 
forming the  PRO  Overview  Committee  so  this  information 
can  be  more  closely  reviewed. 

3.  We  also  recommend  the  NMA's  PRO  Overview 
Committee  continue  to  attempt  to  have  the  Sunderbruch 
Corporation  release  information  in  regards  to  its  quality 
review. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(9)  RESOLUTION  #5  - CHEYENNE-KIMBALL-DEUEL  - 
CRISIS  OF  ACCESS  TO  HEALTH  CARE 

Resolution  #5  read  as  follows: 

WHEREAS,  a shortage  of  primary  care  physicians 
currently  exists  in  rural  Nebraska,  and 

WHEREAS,  increasing  numbers  of  primary  care  phy- 
sicians are  leaving  rural  Nebraska  to  practice  in  urban 
settings  or  in  other  states  or  are  retiring  early  due  to 
practice  hassle  of  Medicare,  Medicaid  and  the  PRO, 
and 

WHEREAS,  recruitment  of  primary  care  physicians 
to  rural  areas  is  at  a virtual  standstill  because  young 
physicians  are  electing  to  join  practices  where  work 
hours  are  shorter,  on<all  time  is  less  and  where  reim- 
bursement is  better,  and 

WHEREAS,  incentives  are  lacking  for  physician  re- 
cruitment to  rural  practice; 

THEREFORE,  BE  IT  RESOEVED,  that  the  NMA  de- 
clare that  the  primary  care  physician  shortage  repre- 
sents a crisis  of  access  to  medical  care  in  rural  Ne- 
braska, and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  and  the 
AMA  encourage  state  legislatures  and  the  Congress 
of  the  United  States  to  recognize  this  crisis  and  to 
rapidly  develop  incentives  to  make  practice  in  rural 
Nebraska  and  rural  America  in  general  more  attrac- 
tive to  primary  care  physicians  in  training  and  avoid  an 
increasing  problem  of  access  to  necessary  medical 
services  in  rural  areas. 

This  resolution  was  discussed  at  some  length.  The  man- 
power shortage  was  felt  to  be  multifactorial  and  several 
means  of  trying  to  encourage  physicians  to  practice  in  ru- 
ral areas  of  the  state  were  discussed.  All  discussion  was  in 
favor  of  this  resolution. 

Recommendation: 

1 . We  recommend  the  adoption  of  this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 

(10)  AD-HOC  COMMITTEE  RE:  MEDICARE 

Testimony  reflected  the  unfairness  of  arbitrary  time  re- 
lated reduction  of  physician  reimbursement  for  inpatient 
Medicare  services.  TEiis  downcoding  process  ignores  the 
often  multiple  diagnosis  of  Medicare  patients,  thus  requir- 
ing longer  hospital  stays. 

Testimony  was  heard  that  each  physician  can  query  the 
carrier's  office  for  a performance  data  on  them  personally. 
This  performance  data  is  compared  to  other  physicians  in 
their  specialties.  The  carrier  is  currently  compiling  these 
performance  reports,  and  the  top  1%  of  the  physicians 
utilizing  certain  codes  will  be  reviewed.  Although  no 
adverse  activity  is  presently  planned  by  HCFA,  it  was  felt 
that  in  the  future  performance  reports  may  be  another 
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means  of  evaluating  physicians,  potentially  having  a nega- 
tive impact. 

Recommendations; 

1 . We  recommend  that  the  report  be  adopted. 

2.  It  is  recommended  that  the  members  of  the  NMA  be 
informed  how  they  can  contact  the  carrier  and  cjuery  their 
personal  performance  profile. 

3.  We  recommend  that  members  be  aware  of  the  prac- 
tice of  downcoding  by  the  fiscal  intermediary,  and  means 
of  disputing  this  unfair  practice. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  RE- 
PORT OF  YOUR  REFERENCE  COMMITTEE  #3  AS  A WHOLE. 
This  was  adopted  by  the  House. 

Respectfully  submitted, 

Kenneth  M.  Johnson,  M.D.,  Chairman,  McCook 
Elvin  C.  Brown,  M.D.,  Hastings 
Steven  A.  Schwid,  M.D.,  Omaha 

Doctor  Meissner,  Speaker  of  the  House  of  Delegates, 
assumed  the  podium. 


Reference  Committee  #4 

Reference  Committee  #4  considered  one  full  report,  six 
items  from  the  Board  of  Directors'  report  and  recjuests  for 
Life  and  Associate  Membership  and  review  of  50-Year 
Practitioners.  Reference  Committee  #4  submits  the  follow- 
ing report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #1, 
MEMBERSHIP 

The  Committee  heard  discussion  on  current  member- 
ship figures  and  categories  of  membership.  Ways  to 
increase  our  membership  were  discussed.  The  importance 
of  personal  invitation  to  become  a member  and  one-on- 
one  dialogue  with  prospective  members  was  reaffirmed  as 
the  best  way  to  introduce  new  physicians  to  the  benefits 
of  county  society,  the  Nebraska  Medical  Association  and 
AMA  membership.  Suggestion  was  advanced  to  invite 
new  young  society  members  to  a meeting  of  the  House  of 
Delegates  and/or  Reference  Committee  deliberations  in 
an  attempt  to  get  them  involved. 

Recommendation: 

1 . The  Committee  recommends  the  report  be  filed. 

MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#5,  FINANCES  AND  1991  DUES 

The  Committee  heard  testimony  and  discussion  relating 
to  income  to  the  NMA  and  the  sources  of  that  income. 
Reasons  for  the  projected  1990  deficit  of  approximately 
$33,000  were  heard.  Discussion  and  testimony  relating  to 
the  reduction  of  the  reserve  from  a 75%  requirement  to  a 
level  of  60%  and  a $25  dues  increase  was  received  from 
two  members  of  the  Board  as  well  as  from  those  in  atten- 
dance. 

The  Committee  commends  the  Board  of  Directors  in 
their  deliberations  and  resolution  of  the  budget  deficit  for 
1990. 

Recommendation: 

1 . The  Committee  recommends  adoption  of  the  recom- 
mendations by  the  Board  of  Directors. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
EION  OF  OUR  REPORT.  This  was  seconded. 

Doctor  Frederick  Paustian  c|uestioned  the  advisability  of 
reducing  the  reserve  requirement.  Lie  felt  that  by  lowering 
the  reserve  requirement,  the  possibility  of  needing  an 
assessment  would  be  greatly  increased  in  the  future.  He 
implored  the  Elouse  to  oppose  any  change  in  the  reserve 
requirement. 

Additional  discussion  from  various  House  members  indi- 
cated that  the  assessment  which  occurred  in  the  past  was 
in  response  to  the  professional  liability  legislation  which 
required  immediate  action.  It  was  also  pointed  out  that 
even  though  the  reserve  requirement  would  be  reduced, 
the  money  which  is  freed  up  is  not  going  to  be  spent 
immediately.  Upon  completion  of  the  discussion,  the 
House  adopted  this  section  of  the  report. 

Doctor  Schenken  addressed  the  House  and  asked  the 
Board  to  consider  appointing  an  Ad-Hoc  Committee  to 
study  the  financial  needs  of  the  Association  and  also  poten- 
tial unexpected  needs.  The  Ad-Hoc  Committee  would 
then  be  able  to  determine  what  reserve  level  would  be  best 
for  the  NMA.  Dr.  Meissner  stated  that  the  Board  would 
take  the  suggestion  under  advisement. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #7, 
BLUE  CROSS/BLUE  SHIELD  NMA  CROUP  PLAN 

The  Committee  entertained  discussion  about  the  group 
health  insurance  plan  offered  to  Association  members, 
families  and  staffs.  The  increase  in  rates  was  noted. 
Comments  were  received  concerning  length  of  the  con- 
tract, obtaining  bids  from  several  different  companies, 
utilizing  an  insurance  consultant,  and  utilizing  actuarial 
services.  The  Committee  feels  that  all  of  the  recommenda- 
tions should  be  considered  by  the  Board  of  Directors  in 
their  deliberations  in  the  future.  The  Committee  feels  that 
the  Board  should  be  given  flexibility  in  choosing  a health 
plan  and  no  changes  are  recommended. 

Recommendation: 

1.  The  Committee  recommends  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  section  of  the  report  was 
adopted  by  the  House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #9, 
ORAL  REPORTS 

The  Committee  heard  favorable  response  to  this  report 
from  the  Board. 

Recommendation: 

1 . The  Committee  recommends  the  report  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #17, 
ANNUAL  SESSION  LOCATION  AND  REPORT  OF 
THE  SCIENTIFIC  SESSIONS  COMMITTEE 

Considerable  discussion  occurred  relating  to  the  loca- 
tion of  the  Annual  Session.  Several  indicated  a desire  to 
have  at  least  periodic  Annual  Sessions  located  in  a central 
portion  of  the  state.  Attendance  figures  were  available  to 
the  Committee  members  from  past  sessions  demonstrat- 
ing a lower  attendance  at  locations  other  than  Lincoln  and 
Omaha.  The  Committee  noted  that  this  has  been  an 
ongoing  discussion  over  past  years.  The  Committee  ar- 
rived at  no  specific  conclusion  in  this  regard.  The  Commit- 
tee recommends  that  the  Scientific  Sessions  Committee 
insure  that  family  practice  credit  is  made  available  not  only 
for  the  scientific  sessions  but  for  luncheon  meetings  that 
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contain  primarily  scientific  information.  There  was  some 
concern  that  this  was  not  the  case  although  this  was  not 
confirmed.  It  was  noted  that  specialty  societies  have 
concurrent  meetings  with  the  NMA.  It  was  recommended 
to  the  Committee  that  those  meetings  of  the  specialty  or 
subspecially  societies  that  have  interest  to  family  practice, 
pediatrics,  internal  medicine  and  general  medicine  be  so 
designated  by  an  asterisk  or  other  means. 

The  Committee  commends  the  continued  efforts  of 
the  Scientific  Sessions  Committee. 

Discussion  was  heard  by  the  Committee  to  the  affect  that 
separate  specialty  and  subspecialty  meetings  (both  state 
and  national)  are  having  an  adverse  impact  on  our  Annual 
Scientific  Session  attendance.  There  was  no  consensus 
among  those  attending  this  Committee  meeting  that  any 
substantive  changes  should  be  made  in  the  format  nor  the 
emphasis  on  the  scientific  meetings  at  this  time. 

Recommendation: 

1.  The  Committee  recommends  referral  of  Item  #17  of 
the  Report  of  the  Board  of  Directors  to  the  Scientific  Ses- 
sions Committee. 

2.  The  Committee  recommends  the  report  of  the  Sci- 
entific Sessions  Committee  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 


(6)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #18, 
INSURANCE  AND  LEGAL  REPORTING 

Considerable  discussion  relating  to  this  report  was  re- 
ceived by  the  Committee.  The  point  was  made  that  the 
patient's  best  interest  was  served  by  a narrative  summary 
report  made  by  the  physician  using  discretion.  However, 
the  number  of  requests  and  time  required  to  dictate  narra- 
tive summaries  makes  this  impractical  much  of  the  time. 
After  deliberation,  the  Committee  agrees  with  the  Board 
that  physicians  must  use  discretion  in  the  information 
provided  to  insurance  companies  through  provision  of 
accurate  information. 

Recommendation: 

1.  The  Committee  recommends  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(7)  LIFE  & ASSOCIATE  MEMBERSHIP  REQUESTS  AND 
50-YEAR  PRACTITIONERS 

Requests  for  Life  Membership 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Robert  J.  Buchman,  M.D.,  Lincoln 
Lee  D.  Gartner,  M.D.,  Lincoln 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Bohdan  J.  Koszewski,  M.D.,  Omaha 

Requests  For  Associate  Membership 
HALL  COUNTY  MEDICAL  SOCIETY 
Robert  C.  Chase,  M.D.,  Grand  Island 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Prentiss  M.  Dettman,  M.D.,  Lincoln 

Fifty  Year  Practitioners  - 1991  Annual  Session 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Guy  M.  Matson,  Jr.,  M.D.,  Lincoln 
Kenneth  T.  McGinnis,  M.D.,  Lincoln 
Donald  F.  Purvis,  M.D.,  Lincoln 


METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Alfred  C.  Andersen,  M.D.,  Omaha 
Stanley  M.  Bach,  M.D.,  Omaha 
Frank  L.  Eagle,  M.D.,  Omaha 
Robert  L.  Grissom,  M.D.,  Omaha 
Arnold  W.  Lempka,  M.D.,  Omaha 

SARPY  COUNTY  MEDICAL  SOCIETY 
Charles  A.  Longo,  M.D.,  Bellevue 

SCOTTSBLUFE  COUNTY  MEDICAL  SOCIETY 
Lawrence  J.  Gridley,  M.D.,  Scottsbiuff 
Jacob  Krieg,  Jr.,  M.D.,  Scottsbiuff 

SOUTH  CENTRAL  COUNTY  MEDICAL  SOCIETY 
Richard  E.  Penry,  M.D.,  Hebron 

The  Committee  reviewed  the  requests  for  Life  and  Asso- 
ciate Membership.  They  also  reviewed  the  names  of  the 
50-Year  Practitioners.  The  Committee  wishes  to  congratu- 
late those  requesting  Life  Membership  and  the  50-Year 
Practitioners  and  thank  them  for  their  service  to  their  com- 
munities, the  citizens  of  Nebraska  and  for  their  service  to 
and  support  of  the  NMA.  We  look  forward  to  the  contin- 
ued association  of  those  requesting  Associate  Member- 
ship. 

Recommendations: 

1 . The  Committee  recommends  approval  of  those  re- 
questing Life  Membership  and  for  those  requesting  Asso- 
ciate Membership. 

2.  The  Committee  recommends  recognition  of  the  50- 
Year  Practitioners  during  the  1991  Annual  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

Doctor  Allen  Dvorak,  in  reference  to  the  location  of  the 
Annual  Session,  suggested  the  House  take  a straw  vote  to 
determine  its  response  to  a change  of  location. 

There  were  also  comments  made  regarding  the  lack  of 
oral  reports  in  the  opening  session  of  the  House.  Several 
delegates  felt  that  the  opportunity  for  limited  remarks 
should  be  made  available. 

Doctor  Sushil  Lacy  spoke  to  the  House  concerning  the 
possibility  of  eliminating  the  Scientific  portion  of  the  Annual 
Session.  He  noted  that  the  NE  Chapter  of  the  American 
Academy  of  Family  Practice  will  not  participate  in  the 
Annual  Session  for  two  main  reasons:  1)  Their  annual 
meeting  is  scheduled  a few  weeks  preceding  the  Annual 
Session,  and  2)  They  have  a large  number  of  exhibits  which 
generate  a great  deal  of  money.  He  welcomed  any  input 
from  the  House  regarding  this  issue. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  RE- 
PORT OF  YOUR  REFERENCE  COMMITTEE  #4  AS  A WHOLE. 
This  was  adopted  by  the  House. 

Doctor  Carl  Cornelius  cautioned  the  Board  not  to  act 
hastily  regarding  the  NMA  group  health  insurance  program 
due  to  the  volatility  of  the  insurance  industry. 

Respectfully  submitted, 

M.  Jack  Mathews,  M.D.,  Lincoln  - Chairman 
Eugene  Zweiback,  M.D.,  Omaha 
Richard  A.  Hranac,  M.D.,  Kearney 


Reference  Committee  #5 

Reference  Committee  #5  considered  6 reports  and  3 
resolutions.  The  Reference  Committee  submits  the  follow- 
ing report  and  recommendations. 

(1 ) REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #12, 
CLINICAL  LABORATORY  IMPROVEMENT  ACT  (CLIA) 
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The  Association  office  received  over  50  copies  of  corre- 
spondence which  were  provided  by  NMA  members  fol- 
lowing mailings  of  concern  by  NMA  and  AMA.  It  was 
noted  that  a 30-day  extension  for  further  comments  will 
expire  September  19,  1990. 

Recommendation: 

1 . The  Committee  recommends  this  portion  of  the  Board 
report  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS  SEC- 
TION OE  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #20, 
NATIONAL  PRACTITIONER  DATA  BANK 

This  topic  was  primarily  discussed  with  consideration  of 
Resolution  #2  (see  below). 

Recommendation: 

1 . The  Committee  recommends  this  portion  of  the  Board 
report  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #21, 
MEDICAL/UTILIZATION  REVIEW 

Doctor  Osborne,  NMA  Board  representative  serving  on 
a Nebraska  Hospital  Association  committee  studying  this 
matter,  discussed  the  ongoing  efforts  to  monitor  proce- 
dures, resources,  and  criteria  utilized  in  reviews,  noting 
especially  the  difficulties  faced  by  larger  hospitals  and/or 
those  who  treat  psychiatric  patients. 

Recommendation: 

1 . The  Committee  recommends  this  portion  of  the  Board 
report  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(4)  REPORT  OF  THE  STATE  DEPARTMENT  OF  HEALTH 

In  addition  to  the  written  report  submitted.  Doctor  Gregg 
Wright  announced  that  Doctor  Tom  Safranek  will  now 
serve  as  epidemiologist  for  the  Nebraska  Department  of 
Health. 

Recommendation: 

1 . The  Committee  recommends  Doctor  Wright's  report 
be  accepted. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS  SECTION 
OF  OUR  REPORT.  The  House  adopted  this  section  of  the 
report. 

(5)  REPORT  OF  THE  BUREAU  OF  EXAMINING  BOARDS 
No  discussion  was  heard. 

Recommendation: 

1 . The  Committee  recommends  this  report  be  accepted. 
MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(6)  REPORT  OF  THE  COMMISSION  ON  LEGISLATION  & 
GOVERNMENTAL  AFFAIRS 

Particular  concern  was  voiced  over  the  anticipated  pro- 
posal by  nurse  anesthetists  to  practice  independently, 
including  administration  of  IV  sedation  in  dental  offices. 
We  also  wish  to  call  the  Delegates'  attention  to  the  fact  that 
a bill  to  aid  in  the  supply  of  pediatric  vaccines  will  probably 
be  introduced. 


Recommendation: 

1 . The  Committee  recommends  the  report  of  the  Com- 
fiiission  on  Legislation  and  Governmental  Affairs  be  ac- 
cepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPIION  Ol  IHIS  SEC- 
TION OF  OUR  REPORT.  This  was  seconded. 

Doctor  Ronald  Klutman  informed  the  fTouse  of  a bill 
which  will  probably  be  introduced  in  the  upcoming  legis- 
lative session  which  would  eliminate  the  requirement  of 
medical  doctor  supervision  of  CRNAs  administering  anes- 
thesia. The  NMA  will  be  opposing  this  bill  as  being  the 
practice  of  medicine. 

Following  this  discussion,  the  blouse  adopted  this  sec- 
tion of  the  report. 

(7)  RESOLUTION  #2  - METRO  OMAHA  - IMPLEMENTA- 
TION OF  THE  NATIONAL  PRACTITIONER  DATA  BANK 

Resolution  #2  read  as  follows: 

WHEREAS,  the  National  Practitioner  Data  Bank  was 
mandated  in  the  Health  Care  Quality  Improvement 
Act  of  1986  to  serve  as  the  national  source  of  informa- 
tion on  physicians,  dentists  and  other  health  care  prac- 
titioners concerning  payments  made  as  a result  of 
medical  malpractice  activities  claims,  adverse  activi- 
ties on  licenses,  and  adverse  actions  on  clinical  privi- 
leges; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association,  through  its  Board  of  Directors  or 
appropriate  commission,  monitor  this  process  to  insure 
confidentiality  and  accuracy  of  the  data  released  in 
Nebraska  to  the  National  Practitioner  Data  Bank. 

Doctor  Hartman  recommended  the  resolution  be 
amended  by  deleting  "or  appropriate  commission"  in  the 
"Resolved  and  inserting  "Commission  on  Hospital  Medical 
Staff".  Members  were  referred  to  the  AMA  Information  for 
Physicians  pamphlet  and  the  report  of  the  Bureau  of  Exam- 
ining Boards  for  additional  information. 

Recommendation: 

1 . The  Committee  recommended  Resolution  #2  be 
adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(8)  RESOLUTION  #4  - METRO  OMAHA  - HEALTH  ACCESS 
AMERICA 

Resolution  #4  read  as  follows: 

WHEREAS,  the  United  States  is  the  premier  nation 
in  providing  high  quality,  comprehensive  medical  care 
and  education.  No  health  care  system  in  the  world 
can  match  the  high  caliber  of  medicine  practiced 
throughout  this  country,  nor  the  widespread  availabil- 
ity of  medical  procedures  and  technology  now  con- 
sidered common  in  the  United  States,  and 

WHEREAS,  not  withstanding  the  high  level  of  quality 
care  in  our  system  there  has  been  a serious  problem 
that  results  in  millions  of  Americans  without  health  in- 
surance coverage.  Despite  national  spending  of  over 
five  hundred  billion  dollars  and  eleven  percent  of  the 
U.S.  gross  national  product  on  health  care  each  year, 
thirty-three  million  Americans  do  not  have  access  to 
affordable  medical  insurance  for  themselves  and  their 
families,  and 

WHEREAS,  Americans  desire  access  to  high  quality 
care  services  at  affordable  prices  and  a health  care 
system  that  is  easy  to  understand  and  use,  and 
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WHEREAS,  American  physicians,  who  are  repre- 
sented through  the  American  Medical  Association, 
share  the  view  that  improvements  need  to  be  made 
promptly  to  our  health  care  system  especially  address- 
ing the  access  and  cost  problems.  The  AMA  program 
of  Health  Access  America  embodies  certain  principles 
that  should  underscore  the  national  discussion  on  im- 
proving our  health  care  system: 

STRENGTH.  Improvements  to  the  American  health 
care  system  should  preserve  the  strengths  of  our 
present  system. 

ACCESS.  Affordable  coverage  for  appropriate  health 
care  should  be  available  to  all  Americans,  regard- 
less of  income. 

FREEDOM.  The  right  to  determine  the  manner  in 
which  health  care  benefits  are  delivered. 

AFFORDABILITY.  Health  care  services  delivered 
at  appropriate  cost  and  without  excessive  liability 
costs  and  paperwork  interference. 

SECURITY.  Continued  access  to  health  care  for  the 
elderly. 

QUALITY.  Access  to  care  through  physicians  who 
are  committed  to  the  highest  ethical  standards. 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  endorse  the  principles  upon  which 
the  AMA  Health  Access  America  program  has  been 
developed. 

Doctor  Dvorak,  President  of  the  Metro  Omaha  Medical 
Society,  led  discussion  regarding  the  principles  listed  in 
Resolution  #4,  which  do  not  endorse  all  1 6 points  of  the 
AMA  Health  Access  America  program.  Concerns  were 
also  raised  about  some  points  of  the  American  College  of 
Physicians'  Access  to  Care  paper.  Specifically,  any  pro- 
gram mandating  health  care  benefits  was  considered  unac- 
ceptable. The  Board  of  Directors  were  encouraged  to  help 
expand  awareness  of  both  the  AMA  and  ACP  access  to 
health  care  documents. 

Recommendation: 

1 . The  Committee  recommends  Resolution  #4  be 
adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(9)  RESOLUTION  #13  - METRO  OMAHA  - CLIA 

Resolution  #13  read  as  follows: 

WHEREAS,  the  Clinical  Laboratory  Improvement 
Act  in  its  proposed  form  poses  a threat  to  survival  of 
primary  care  offices  not  only  in  rural  areas  but  also  to 
solo  offices  and  small  groups  in  urban  areas,  and 

WHEREAS,  it  appears  that  at  least  some  of  the 
Nebraska  Congressional  and  Senatorial  representa- 
tives are  looking  at  this  primarily  from  a rural  stand- 
point, and 

WHEREAS,  this  Act  in  its  current  form  poses  a 
severe  economic  threat  to  all  primary  care  (and  in  fact 
all  primarily  cognitive  fields)  of  medicine,  and 

WHEREAS,  in  an  era  when  less  students  are  choos- 
ing primary  care  fields  of  training  and  many  current 
primary  care  practitioners  do  not  feel  they  can  in  good 
conscience  continue  to  encourage  students  to  go  into 
primary  care,  the  last  thing  that  is  needed  is  an  Act  to 
further  burden  these  practitioners  and  make  primary 
care  medicine  look  even  less  attractive,  and 

WHEREAS,  anything  which  further  negatively  eco- 
nomically impacts  the  primary  and  cognitive  fields  of 


medicine  will  make  them  less  attractive  to  many  of  the 
debt-laden  students  completing  their  medical  school- 
ing, and 

WHEREAS,  if  lower  numbers  of  primary  care  physi- 
cians are  trained,  the  competition  for  these  physicians 
will  intensify  and  the  smaller  communities  will  proba- 
bly be  less  able  to  attract  these  individuals  than  larger 
organizations  and  communities; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  will  notify  all  the  Congressional 
and  Senatorial  representatives  and  candidates  for 
those  offices  that  the  Clinical  Laboratory  Improve- 
ment Act  will  negatively  affect  not  only  rural  primary 
care  offices  but  also  solo  and  small  urban  groups.  The 
Act  would  appear  to  have  implications  that  could  fur- 
ther negatively  impact  the  number  of  students  going 
into  primary  care  medicine  and  ultimately  being 
available  to  go  into  smaller  communities. 

Doctor  Nelson  recommended  amending  the  "Resolved" 
to  add  "HCFA  and"  after  "notify".  Debate  included  whether 
to  address  the  economic  burdens  imposed  by  CLIA  pro- 
posals (fifth  "Whereas"),  but  it  was  agreed  that  this  is 
indeed  a valid  consideration. 

Recommendation: 

1.  The  Committee  recommends  Resolution  #13  be 
adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  seconded. 

It  was  suggested  that  since  the  communication  period 
has  been  extended,  the  metropolitan  medical  societies 
should  mobilize  their  membership.  It  was  noted  that  the 
most  efficient  procedure  would  be  to  mail  the  correspon- 
dence directly  to  the  Washington,  D.C.  HCFA  office  with 
copies  sent  to  the  Congressional  delegation  and  the  NMA 
office. 

Following  this  discussion,  the  House  adopted  this  sec- 
tion of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  RE- 
PORT OF  YOUR  REFERENCE  COMMITTEE  #5  AS  A WHOLE. 
This  was  adopted  by  the  House.  My  thanks  to  Doctors 
Reed  and  Forsman  for  their  assistance. 

Respectfully  submitted, 

Donald  C.  Weldon,  M.D.,  Chairman,  Beatrice 
John  E.  Reed,  M.D.,  Lincoln 
Richard  O.  Forsman,  M.D.,  Omaha 


Reference  Committee  #6 

Reference  Committee  #6  considered  nine  reports  and  one 
resolution.  The  Reference  Committee  submits  the  follow- 
ing report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #6, 
PRESCRIPTION  REVIEW  PROJECT;  ITEM  #23,  BOARD 
OF  EXAMINERS  IN  NURSING  HOME  ADMINISTRA- 
TION; ITEM  #8,  COUNCILOR  APPOINTED;  ITEM 
#11,  INTEREST  DEDUCTION  FOR  EDUCATION  RE- 
LATED DEBTS 

The  report  of  the  Board  of  Directors  was  discussed. 
Appointments  to  the  Board  of  Examiners  in  Nursing  Home 
Administration  and  to  the  NMA  Board  of  Councilors  were 
received  for  information  purposes.  Interest  deductions  for 
educational  debts  were  supported  within  the  Reference 
Committee. 

Recommendation: 

1.  That  Items  #6,  #23,  #8  and  #11  of  the  Report  of  the 
Board  of  Directors  be  accepted. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OE  THIS  SEC- 
TION OE  OUR  REPORT.  This  was  seconded. 

Doctor  Benjamin  Celber  cautioned  the  House  that  by 
approving  the  interest  deduction  for  education  related 
debts,  they  would  be  asking  Congress  to  reinstate  one  of 
the  deductions  which  had  been  eliminated  when  the  tax 
laws  were  reformed  in  order  to  provide  a tax  decrease. 

Doctor  jerald  Schenken  spoke  in  support  of  the  reinstate- 
ment of  the  interest  deduction,  justifying  the  reinstatement 
of  the  deduction  as  a way  to  invest  in  the  future. 

It  was  moved  and  seconded  that  Item  #11,  Interest 
Deduction  for  Education  Related  Debts  be  considered  as 
a separate  item.  This  motion  was  defeated. 

The  House  adopted  this  section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #22, 
BOARD  OF  EXAMINERS  IN  MEDICINE  AND  SUR- 
GERY 

The  Reference  Committee  heard  no  debate  on  the 
nomination  for  appointment  of  Dr.  Larry  D.  Toalson  to  the 
upcoming  vacancy  on  the  Board  of  Examiners  in  Medicine 
and  Surgery.  Dr.  James  Dunlap  of  the  Board  of  Examiners 
discussed  how  that  body  will  deal  with  data  bank  reports, 
penalties  and  sanctions. 

Recommendation: 

1 . That  Item  #22  of  the  Report  of  the  Board  of  Directors 
be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  seconded. 

Doctor  Celber  stated  that  Doctor  Toalson  will  be  an 
excellent  addition  to  the  Board  of  Examiners  in  Medicine 
& Surgery. 

Doctor  Schenken,  noting  that  Doctor  James  Dunlap  will 
be  leaving  the  Board  of  Examiners  in  Medicine  and  Surgery 
at  the  end  of  November,  commended  him  for  all  his  hard 
work  and  efforts  on  behalf  of  medicine.  The  House  recog- 
nized Dr.  Dunlap's  efforts  with  a standing  ovation. 

Following  these  comments,  the  House  adopted  this  section 
of  the  report. 

(3)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  LOW 
LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Dr.  Gregg  Wright,  Director  of  the  Nebraska  Department 
of  Health,  discussed  his  role  in  assuring  the  safe  develop- 
ment of  a low  level  radioactive  waste  disposal  site  and  to 
assure  the  continued  good  health  of  all  Nebraskans.  The 
Reference  Committee  reviewed  the  report  of  the  Ad-Hoc 
Committee  on  Low  Level  Radioactive  Waste  Disposal.  It 
is  pleased  that  the  Ad-Hoc  Committee  is  carefully  monitor- 
ing the  development  of  the  disposal  site  as  well  as  exam- 
ining long  term  planning.  The  Reference  Committee  is 
aware  of  the  emotional  tenor  of  current  low  level  radioac- 
tive disposal  discussion  and  encourages  careful,  rational 
and  reasonable  dialogue  involving  this  important  topic. 
Recommendation: 

1 . That  the  report  of  the  Ad-Hoc  Committee  on  Low 
Level  Radioactive  Waste  Disposal  be  accented. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  seconded. 

In  response  to  a question  regarding  possible  reluctance 
on  behalf  of  the  federal  government  to  move  forward  on 
this  issue.  Dr.  Dvorak  noted  that  the  federal  government 
had  overestimated  the  volume  of  waste  which  would  be 
generated.  As  a result,  more  sites  than  are  necessary  have 
been  commissioned.  However,  the  state  is  complying  with 
the  established  time  line. 


Doctor  Dwight  Larson  suggested  that  Doctor  Gregg 
Wright,  Director  of  the  State  Department  of  Health,  be 
invited  to  speak  to  the  House  regarding  this  issue  at  the 
1991  Annual  Session.  The  House  then  adopted  this  sec- 
tion of  the  report. 

(4)  REPORT  OF  THE  COMMISSION  ON  PUBLIC  AFFAIRS 

The  report  was  received,  briefly  discussed  and  ac- 
cepted without  major  debate. 

Recommendation: 

1 . That  the  report  of  the  Commission  on  Public  Affairs  be 
accepted. 

MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(5)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  PROFES- 
SIONAL LIABILITY 

Doctor  James  Dunlap,  Chairman,  said  this  activity  re- 
sponds to  a resolution  (passed  by  the  NMA  House  of 
Delegates).  He  believes  there  is  a lessening  of  emotional 
impact  from  liability  replaced  by  increased  emotion  con- 
cerning PRO  and  reimbursement  issues.  Nonetheless,  the 
committee  is  continuing  to  develop  a support  group  for 
physicians  directly  impacted  by  adverse  liability  decisions. 
The  Reference  Committee  strongly  supports  the  actions  of 
the  Ad-Hoc  Committee  on  Professional  Liability  and  en- 
courages their  work  in  future  development  and  implemen- 
tation of  the  program.  The  Reference  Committee  also  ac- 
knowledges the  need  for  all  practicing  physicians  to  know 
that  help  is  available  to  them  in  a time  of  need. 

Recommendation: 

1 . That  the  Report  of  the  Ad-Hoc  Committee  on  Profes- 
sional Liability  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(6)  MINUTES,  BOARD  OF  COUNCILORS 

The  minutes  of  the  Board  of  Councilors  were  received 
and  discussed  by  the  Reference  Committee  with  little  de- 
bate. 

Recommendation: 

1 . That  the  minutes  of  the  Board  of  Councilors  be  ac- 
cepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  The  House  adopted  this  section 
of  the  report. 

(7)  RESOLUTION  #10  - LANCASTER  COUNTY  - MEM- 
BERSHIP 

Resolution  #10  read  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association  wants 
to  appeal  to  every  membership  candidate,  active 
member  and  past  members  to  take  an  active  commit- 
ted role  in  this  organization  and  its  committees,  and 
WHEREAS,  the  NMA  must  be  of  a strong,  united, 
active,  caring,  dedicated  community  based  medical 
leadership; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Board  of  Di- 
rectors of  the  NMA  use  the  very  best  marketing  tech- 
niques internally  developed  or  professionally  hired  so 
that  we  keep  and  maintain  the  public  goodwill  and 
highest  possible  professional  image  that  our  prede- 
cessors so  richly  deserve  and  we  now  are  working 
hard  every  day  to  maintain  intact  to  pass  on  to  the 
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next  generation  of  dedicated  health  professionals, 
and 

BE  IT  FURTHER  RESOLVED,  that  we  use  the  tools  of 
the  future  to  do  our  job  as  we  have  always  done  it  ... 
united  together  with  a solid  front  — straight  forward, 
honest,  dedicated  men  and  women  accepting  the 
challenge  of  providing  the  best  possible  medical  care 
to  a diverse  and  dynamic  State. 

The  resolution  on  membership  was  discussed  by  the 
Reference  Committee  in  the  absence  of  its  author. 
There  was  confusion  about  its  precise  actions  requested  as 
well  as  concern  that  some  of  its  rhetoric  was  ambiguous. 
Nevertheless,  the  Reference  Committee  supports  efforts 
to  maintain  goodwill  and  to  enhance  professional  image. 

Recommendations: 

1 . That  the  two  "Resolveds"  be  deleted. 

2.  That  the  deletion  be  replaced  by  the  following: 

"THEREFORE,  BE  IT  RESOLVED,  that  the  Board  of 
Directors  of  the  NMA  use  the  very  best  marketing 
techniques  to  maintain  the  public  goodwill  and  the 
highest  possible  professional  image." 

3.  That  this  revised  resolution  be  referred  to  the  Board 
of  Directors  for  action. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS  SEC- 
TION OF  OUR  REPORT.  This  was  seconded. 

Doctor  Larry  Ruth,  author  of  the  resolution,  stressed  the 
need  to  use  the  best  available  public  relations  resources  in 
order  to  enhance  the  NMA's  image.  It  was  noted  during 
the  discussion  that  the  Commission  on  Public  Affairs  should 
meet  frequently  and  be  one  of  the  hardest  working  bodies 
of  the  NMA. 

There  was  some  disagreement  as  to  whether  utilization 
of  a public  relations  firm  would  be  worthwhile.  It  was 
pointed  out  that  in  order  for  any  public  relations  campaign 
to  be  successful,  physician  involvement  would  be  impera- 
tive. It  was  noted  that  each  physician  should  be  a promoter 
for  medicine. 

There  were  also  comments  made  regarding  the  necessity 
of  encouraging  involvement  by  newcomers  to  the  NMA. 


However,  it  was  also  noted  that  these  individuals  need  to 
be  kept  informed  and  offered  guidance  especially  regard- 
ing times  and  places  of  various  meetings  and  gatherings. 
Doctor  Meissner  assured  the  House  that  these  concerns 
would  be  addressed  by  the  Board  of  Directors. 

Following  this  discussion,  the  House  adopted  this  sec- 
tion of  the  report. 

The  Chairman  thanks  Dr.  Jon  Hinrichs  of  Lincoln  and  Dr. 
Dwight  Larson  of  North  Platte  for  their  commitment  to  this 
Reference  Committee  and  their  work  in  developing  this 
report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE  RE- 
PORT OF  YOUR  REFERENCE  COMMITTEE  #6  AS  A WHOLE. 
This  was  adopted  by  the  House. 

Respectfully  submitted, 

David  H.  Filipi,  M.D.,  Omaha-Chairman 
Dwight  L.  Larson,  M.D.,  No.  Platte 
jon  H.  Hinrichs,  M.D.,  Lincoln 


Doctor  Meissner  commended  and  thanked  all  the  Refer- 
ence Committee  members  for  a job  well  done. 

Doctor  Meissner  asked  whether  there  was  any  unfin- 
ished business.  Doctor  Dunlap  suggested  that  the  Board 
request  an  annual  report  from  the  Chairman  of  the  Board 
of  Examiners  which  could  serve  to  clarify  problems  or  con- 
cerns of  the  House.  He  noted  that  the  remaining  members 
of  the  Board  of  Examiners  were  not  really  involved  in  the 
NMA  and  said  it  would  be  several  years  before  the  NMA 
would  be  asked  to  supply  the  name  of  another  nominee. 
He  stressed  the  importance  of  maintaining  a close  relation- 
ship with  the  Board  of  Examiners. 

Doctor  Schenken  admonished  the  House  to  be  ready  to 
act  when  called  upon  regarding  the  current  federal  budget. 
Some  programs  important  to  medicine  may  be  overshad- 
owed by  the  Middle  East  crisis  and  it  will  be  necessary  to 
contact  our  Congressional  delegation  in  order  to  protect 
these  programs. 

There  being  no  further  business,  the  meeting  was  ad- 
journed. 


370 


Nebraska  Medical  Journal 


December  1990 


The  Nebraska 
Medical  Journal 


Volume  75 

January  1990  — December  1990 
BENJAMIN  R.  GELBER,  M.D. 

Editor 

WILLIAM  L SCHELLPEPER 

Business  Manager 

NORFOLK  PRTG.  CO.,  NORFOLK,  NEBR. 


December  1990  Nebraska  Medical  Journal 


371 


Index  to  Volume  75 


ORIGINAL  ARTICLES 
B 

Bell's  Palsy:  A Facial  Nerve  Paralysis  Diagnosis 

of  Exclusion  109 

Brain  Brachytherapy  for  Malignant  Gliomas 258 

C 

Complexities  of  Prescribing  Home  Oxygen 281 

Cystic  Hypersecretory  Breast  Carcinoma 1 04 

Cytogenetic  Confirmation  of  Clinical  Diagnoses 
in  Nebraska  236 

D 

Dementia  — Quality  Health  Care  and 

Cost  Effectiveness  of  Evaluation  64 

Determining  the  Cause  of  Dementia 59 

Diagnosis  and  Management  of  Esophageal 

Metastases  1 71 

E 

Early  Contributions  to  Hematology  in  Nebraska 2 

Eosinophilic  Fasciitis  In  a Ten  Year  Old  Boy 299 

Epidural  Opiate  Analgesia  For  Postoperative 

Pain  Prevention 31  7 

Esthesioneuroblastoma  (Olfactory  Neuroblastoma) 1 76 

F 

Familial  Pancreatic  Cancer  (Part  II) 130 

I 

Infrared  Photocoagulation  of  Hemorrhoids  307 

Injury  to  the  Peroneal  Nerve  After  Ankle  Sprain 6 

M 

Methods  of  Ovulation  Induction 18 

Monostotic  Fibrous  Dysplasia  43 

N 

Neonatal  Extracorporeal  Membrane  Oxygenation 8 

Neuroleptic  Malignant  Syndrome 46 

O 

Of  A Probe 1 44 

Optic  Nerve  Enlargement  in  Acute  Optic 

Neuritis  284 

Orbital  Floor  Fractures:  A Reassessment  of 

Pathogenesis  100 

P 

Penicillinase-Producing  Neisseria  Gonorrhea 255 

Periparturitional  Shigellosis 239 

Physician  Manpower  in  Rural  Nebraska 67 

Post  Traumatic  Anal  Incontinence  321 

Primary  Lymphoma  of  Bone 303 

Progressive  Multifocal  Leukoencephalopathy  (PML): 

CT,  MRI,  and  Histopathology  Correlation  324 


R 

Refractory  Congestive  Heart  Failure  After  Ribavirin 
in  Infants  with  Heart  Disease  and  Respiratory 


Syncytial  Virus 23 

S 

Seat  Belts:  Personal  Choice  or  Necessity?  1 1 7 

Spinal  Cord  Compression  - An  Oncologic 
Emergency  230 

T 

Therapy  of  Giant  Intracranial  Aneurysms  in 
the  Elderly 1 65 


U 

Ultrasound  In  Congenital  Hip  Disease  Part  I - 

Review  of  Technique 1 34 

Ultrasound  in  Congenital  Hip  Disease  Part  II  - 

Prospective  Study 1 42 

Use  of  Adult  Psychiatric  Services  by  Primary 

Care  Physicians 37 

7-Up  Anti-Acid  Lithiated  Lemon  Soda  or  Early 
Medicinal  Use  of  Lithium  277 


FEATURES 

Auxiliary  (The)  14,  31,  54,  72,  124, 

147,  185,  249,  271,  291,  334 

Coming  Meetings  15,  35,  55,  75,  125, 

149,  188,  251,  272,  293,  337 

In  Memoriam  16,  53,  74,  152,  187,  274,  336 

Letter  to  the  Editor  1,17,  69,  163 

New  Members 34^  52,  74,  123, 

152,  187,  248,  274,  296,  313,  336 

Photo  Gallery 1 53,  31 1 

President's  Page 1 3,  29,  5 1 , 70,  1 2 1 

145,  183,  246,  269,  288,  309,  331 

Program,  1 21  st  Annual  Session 78 

Report,  Board  of  Councilors 215,  357 

Report,  House  of  Delegates 215,  357,  358 


Report,  Officers,  Delegates  & Committees 191,  339 


CLINICAL  DIAGNOSTIC  IMAGING 


Celiac  Ganglion  Block:  CT  Guidance 27 

Leptomeningeal  Carcinomatosis:  CT  and 

MRI  Appearances 263 

Radiology  of  Appendicitis  Impact  of  New 

Modalities 1 79 

Right  Aortic  Arch  With  Aberrant  left  Subclavian 
Artery  Demonstrated  by  MR  Imaging  242 


EDITORIALS 

Health  Managed  Care 266 

Is  There  A Barefoot  Doctor  In  Your  Future? 127 

News  Versus  Knowledge  99 

Nursing  Home  Regulation  297 

Quality  Assurance:  Fact  or  Fiction  275 

Smoking  Deaths  in  Nebraska 268 

The  War  on  Cancer  — Are  We  Winning  or  Losing?  161 

Toward  a Kinder,  Gentler  Practice  229 

Washington  Post  Editorial  — Health  Care's 
Answer  Lies  Beyond  the  Beltway  184 


COVERS 


Pond  Near  Curtis,  NE 

Rocky  Mountain  Sunset  ... 

Hors  D'Oeuvre  

Sandhill  Cranes  

Nebraska  Strawberries 

Fourth  of  July  

Summer  Glory  

Current  River,  Missouri  

Nature's  Color  

Whooo's  Winking  At  You? 
Quilt  Artistry 


Terry  L.  Mayrose 

Diana  Roberts 

Dean  M.  Block,  M.D. 

David  R.  Finkle,  M.D. 

Stuart  P.  Westburg,  M.D. 

Robert  B.  Mack 

Peg  Fletcher 

Alfredo  S.  Sison,  Jr.,  M.D. 

Dean  M.  Block,  M.D. 

Peg  Fletcher 

Stuart  P.  Westburg,  M.D. 


372  Nebraska  Medical  Journal 


December  1990 


AUTHORS 


A 

Adams,  Cordon  D 104 

Adickes,  Edward 324 

Aita,  John  A 277 

Aita,  John  F 64,277 

Aita,  Virginia  Ann 277 

Armitage,  James  0 161 

Armor,  Stephanie  A 239,  255 

B 

Badakhsh,  Shah 324 

Basler,  Rodney  S.W 229 

Bass,  Robert  L 37 

Bastani,  J.  B 266 

Baumel,  Julien  J 100 

Bennett,  Donald  263 

Blatchford,  Carnet  J 1 1 7 

Block,  Margaret 303 

Bolam,  David  L 8 

Boman,  Bruce  M 303 

Boskovski,  Nikola  A 317 

Brown,  James  C 23,  134, 

142,  242 

Buehler,  Bruce 236 

Bussey,  Mary  E 8 

Butler,  Judith  297 

C 

Casey,  John  H 275 

Cassidy  James  T 299 

Chin,  Hong  W 258,303 

Christiansen,  Margaret  18 

Collicott,  Paul  E 121,  145, 

183,  246,  269,  288,  309,  331 

Colombo,  John  L 23 

Coney,  Ponjola 1 8 

Connolly,  Thomas  J 6 

Cornelius,  C.  J.,  Jr 127 

D 

Davis,  Richard  B 2 

Degan,  Janice  A 299 

Doran,  Stephen 1 65 

E 

Edney,  James  A 1 1 7 

Esposito,  Paul  134,  142 

Estes,  Thomas  Jr 258 

F 

Fitzgibbons,  Robert  J.  Jr 1 30 

Fitzgibbons,  Timothy  C 6 

Fitzsimmons,  Mary  Lee 130 

Frank,  Albert  R 171,230,  303 

Fruin,  Alan  H 258 


G 

Celber,  Benjamin  R 99,  165 

Cibbens,  Donald  18 

Coodrich,  Paul  D 8 

Cumbiner,  Carl  H 23 

H 

Hacker,  Robert 1 65 

Haggstrom,  John  A 134,142 

Hahn,  Francis  J 1 76,  263,  324 

Hahn,  Paul  Y 324 

Halamek,  Louis  J 134,  142 

Harrah,  W.  Daniell 255 

Heimann,  Ludwig 242 

Hellbusch,  Leslie 165 

Hilger,  David  J 1 79 

Hill,  Adella  A 1 1 7 

Hopp,  Russell  J 299 

Huurman,  Walter,  M 1 34,  1 42 

I 

Ing,  Paul  236 

J 

Jaeger,  Stanley  258 

Jordan,  Andrew  A.,  Jr 284 

K 

Kader,  Howard  A 236 

Kaplan,  Phoebe  A 100 

Katz,  David  A 299 

Kingsley,  Alexander  N 1 44,  321 

Kugler,  John  D 23 

L 

Lacey,  Steffan  1 04 

Landers,  Dennis  F 46,  31  7 

Lanspa,  Stephen  J 130 

Lear,  William  J 1 

Lefkowitz,  David 258,  284 

Leuschen,  M.  Patricia  8 

Liebrock,  Lyal  1 65 

Lund,  Cunnar  242 

Lynch,  Henry  T 1 30 

M 

Mailliard,  James  A 303 

Martin,  J.  Tyler 23 

Mawk,  John 165 

McClellan,  John  130 

McClelan,  Ceorge 258 

McCuire,  Michael  H 303 

McManus,  Bruce  M 23 

Miller,  Mark 268 

Monif,  Cillies  R.  C 255 

Moore,  Cary  F 109 

Murphy,  Kevin  R 23 


N 

Nelson,  Norm 268 

Nelson,  Robert  M.,  Jr 8 

Newman,  Terence 46 

Nguyenlehieu,  B.S 67 

O 

O'Donohue,  Walter  J.,  Jr 281 

O’Holleran,  Timothy  P 307 

Ogren,  Frederic  P 109 

P 

Paul,  Creg  E 46 

Pierson,  Eric 165 

Phalen,  J.  1 100 

R 

Raymond,  Richard  A 1 3,  29, 

51,  70 
S 

Sanger,  Warren 236 

Schroeder,  Bruce  A 1 34,  1 42 

Schroder,  Kay  A 8 

Shilling,  Kay  Herber 37 

Siffring,  Patricia  A 242 

Silver,  Ceorge  A 1 84 

Sjulin,  Ann  18 

Smyrk,  Thomas 130 

Stavas,  Joe  27 

Steg,  Robert  E 59,  284 

Sullivan,  James  M 1 76,  263,  324 

T 

Taylon,  Charles 258 

W 

Weaver,  Arthur  A 43 

Weber,  Leonard  E 6 

Weiler,  Leo  F 163 

Willett,  Lynne  D 8 

Wszolek,  Zbigniew  284 

Y 

Yetter,  Mathew  F 1 09 

Yonkers,  Anthony  J 109 


December  1990 


Nebraska  Medical  Journal 


373 


Infomiation. 

Education.  Representation. 


iM 


T-rVi.',' 


asiffi 

•••'I  '• 

•?tr.n5:>;v 

i.V*  V.  .tli- 


. - 


7/>v>:» 


% - 


^•-L“  '*• 

iii'!- 


■ 


i 


"*  •€> 


» 


Membership  in  the  American  Medical  Association 

entitles  you  to  services  and  products  that  help 

you  every  day.  Here  are  just  some  examples. 

Professional  Rqjreseotadoii 

• The  AMA  suppcMts  your  views  before 
Congress,  state  legislatures,  and  the  public. 
The  AMA  Office  of  the  General  Counsel  is  the 
leading  advocate,  often  the  only  advocate, 
for  the  medical  profession  in  the  courts, 
government  agencies,  private  and  public 
payors. 

Professional  Development 

• JAMA  Cutting-edge  articles  on  developments 
in  medicine.  $69  a year.  But  FREE  if  you 
belong  to  the  AMA. 

• AM  News  Weekly  reports  on  socioeconomic 
and  legal  issues,  loc^,  national,  international 
affairs  and  people.  $50  a year. 

FREE  to  AMA  members. 

• American  Medical  Television  (AMT)  helps 
you  earn  CME  aedits,  while  it  informs  you  of 
the  latest  medical  developments. 

• Professional  products  including  CPTs  and 
health  insurance  claim  forms.  Simple, 
standardized  forms  that  help  you  collea  fees 
under  government  and  third  party  insurance 
programs.  Available  to  AMA  members  at  a 
20%  DISCOUNT. 

• Practice  management  books,  workshops, 
audiocassettes,  including  over  300  courses 
that  help  you  start,  develop,  and  run  your 
practice.  DISCOUNTS  UP  TO  25%  for  AMA 
members. 

• Continuing  Education  Factsheet  A 

compendium  of  addresses  of  licensing 
boar^  and  state  medical  societies. 

Includes  medical  education 
requirements  for  registration  of 


licenses,  continued  membership  in  medical 
societies  and  recertification  by  specialty 
boards.  FREE  to  AMA  memb^. 

• The  AMA  Reference  Library  provides  you 
with  access  to  the  world’s  leading  source  cT 
medical  information. 

• Ifecruitiog,  Placement,  Practice  Assistance 

services  to  support  your  career. 

• Miysidans  Queer  Resource:  Practices  fen- 
Sale  Provides  buyers  and  sellers  with  a 
timely,  central  information  exchange. 
Avail^e  to  AMA  members  at  a DISCOUNT. 

• Directcuy  of  Graduate  Medical  Education 
(GME)  Programs  Official  list  of  ACGME- 
accredited  programs  for  medical  students 
seeking  first  year  residency.  Also  useful  for 
physicians  exploring  residencies,  fellowships 
and  others  interest^  in  Graduate  Medical 
Education  licensing  and  certification. 

20%  DISCOUNT  to  AMA  members. 

• Locum  Tenens  Service  A unique  service 
providing  temporary  physician  coverage 
during  short-term  absences.  AMA  mernbers 
recruiting  temporary  physicians  pay  $100 
LESS  than  non-mernbers. 

Special  Publications  including: 

Early  Care  for  the  HIV  Infected.  First  copy  FREE 

to  members. 

Medicare  Carrier  Review:  What  You  Should 

Know  About  “Medically  Unnecessary”  Denials. 

20%  DISCOUNT  to  AMA  members. 

Professional/Personal  Services 
•AMA  preferred-rate  VISA  Gold  Card 
AMA  home  mortgages 

•AMA-sponsmcd  insurance  at 
group  rates 

AMA-spOTSored  investments 
and  advisory  services 


American  Medical  Association 

join  Today 

1-800-AMA-3211 


PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 

USAF 

HEALTH 

PROFESSIONS 

COLLECT 

402-551-0928 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927, 

Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
F.  Lynn  May,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA 94120-742' 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

Mr.  Thomas  W.  Teal,  Executive  Secretary 
P.O.  Box  3190,  Maple  Glen,  PA  19002 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  F.A.C.P.,  Exec.  Vice  President 
Independence  Mall  West,  6th  St.,  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafiier,  Exec.  Vice  President 
7320  Greenville  Ave.,  Dallas,  TX  75231 
American  Hospital  Association 

Carol  M.  McCarthy,  Ph  D.,  J.D.,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Exec.  Vice  President 
510  North  State  Street,  Chicago,  II  60610 
American  Society  of  Anesthesiologists 

Mr.  Glenn  W.  Johnson,  Executive  Director 
515  Busse  Hwy.,  Park  Ridge,  II  60068-3189 
American  Society  of  Clinical  Pathologists 
Robert  A.  Dietrich,  M.D.,  Chief  Executive 
2100  W.  Harrison  St.,  Chicago,  II  60612 
American  Society  of  Internal  Medicine 

Joseph  F.  Boyle,  M.D.,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D C.  20005 
American  Urological  Association,  Inc. 

Mr.  G.  James  Gallagher,  Executive  Director 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph  D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  II  60610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Secretary 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 


AMA  NEWS  NOTES 

At  least  36  state  medical  societies  have 
joined  in  the  call  for  the  ouster  of  Health  and 
Human  Services  Inspector  General  Richard 
Kusserow,  following  his  comments  on  na- 
tional television  in  September.  On  the  ABC 
program  "Prime  Time  Live,"  Kusserow 
branded  as  a substance  abuser  a physician 
who  committed  suicide  after  an  IG  fraud 
probe  sullied  his  reputation.  Kusserow  later 
admitted  the  allegation  was  unfounded. 
Letters  from  state  medical  societies  to  Presi- 
dent Bush  and  state  congressional  delega- 
tions supported  the  AMA's  claim  that  Kusse- 
row is  unfair  to  physicians  in  fraud  cases. 
Societies  in  1 5 other  states  have  action  on 
the  Kusserow  matter  pending. 


PHYSICIAN/HOSPITAL 

ADVERTISING 


The  Nebraska  Medical  Journal  is  now  accepting 
physician  and  hospital  advertising,  as  a result  of 
action  taken  by  the  House  of  Delegates  at  the 
1988  Fall  Session. 

• 

Guidelines  for  the  Physician's  Directory  section 
and  the  hospital  display  advertising  are  available 
from  the: 


NEBRASKA  MEDICAL  ASSOCIATION. 
1512  FIRSTIER  BANK  BUILDING 
LINCOLN,  NEBRASKA  68508 
PHONE 

(402)  474-4472 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 

8502  West  Center  Rd.,  P.O.  Box  241255,  Omaha,  ME  68124-5255 
American  Diabetes  Association  • Nebraska  AfTiliate,  Inc. 

Mary  Jones,  Executive  Director 
2730  South  114lh  St.,  Omaha,  NE  68144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Farnam  St.,  Ctoaha,  NE  68131 
American  Lung  Association  of  Nebraska 
401  E.  Gold  Coast,  Rd.  #331 
Omaha,  NE  68128 
American  Red  Cross 
1701  "E"  Street 

P.O.  Box  83267,  Lincoln,  NE  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Ellen  Wright,  Exec.  Director 
2229  N.  91st  Court,  Omaha,  NE  68134 
Blue  Cross/Blue  Shield  of  Nebraska 
William  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Lancaster  County,  Inc. 

Jane  Hoffart,  Client  Services  Rep. 

303  N.  52nd  St.,  #225,  Uncoln,  NE  68504 
Creighton  University  School  of  Medicine 
Richard  O'Brien,  M.D.,  Dean 
California  at  24th  St.,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103 
Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
George  Gammel,  M.D.,  President 

1919  South  40th  St.,  #333,  P.O.  Box  6960.  Uncoln,  NE  68506 

Nebraska  Cardiovascular  Society 
James  Karnegis,  M.D. 

VA  Hospital  — 4101  Woolworth,  Omaha,  NE  68105 

Nebraska  Chapter  - American  Academy  of  Family  Physicians 
Kathleen  Bliese,  M.D.,  Secretary-Treasurer 
Jodi  L Filipi,  Executive  Director 

River  City  Office  Park,  #202,  401  No.  117th,  Omaha,  NE  68154 
Nebraska  Chapter  - American  Academy  of  Pediatrics 
Thomas  Tonniges,  M.D.,  Chairman 
2115  N.  Kansas,  Hastings,  NE  68901 
Nebraska  Chapter  - American  College  of  Emergency  Physicians 
Harris  B.  Graves,  M.D.,  Secretary-Treasurer 
820  Branding  Iron  Dr.,  Elkhorn,  NE  68022 
Nebraska  Chapter  — American  College  of  Physicians 
Robert  R.  Recker,  M.D.,  Governor 

Creighton  University  School  of  Medicine,  Omaha,  NE  68178 
Nebraska  Chapter  - American  College  of  Surgeons 
F.  William  Karrer,  M.D.,  President 
8111  Dodge  St.,  #253,  Omaha,  NE  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  So.  49th  St.,  Omaha,  NE  68132 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Uncoln,  NE  68510 

Division  of  Rehabilitation  Services  for  the  V’isually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Uncoln,  NE  68510 
Easter  Sea)  Society  of  Nebraska 
Julie  A-  Sutcliffe,  President 
3015  North  90th  St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  — Birth  Defects  Foundation 
1618  L Street 
Uncoln,  NE  68508 

Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D. 

2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 
1912  No.  90lh  St.,  Lower  Level 
Omaha,  NE  68114 

National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
2212  No.  91st  Plaza,  Omaha,  NE  68134 
National  Society  of  Prevent  Blindness,  Nebraska  Affiliate 
120  North  69th  St.,  Suite  203 
Omaha,  NE  68132-2720 
Nebraska  Academy  of  Ophthalmology 
H.  Nicholas  Vondrak,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 


Nebraska  Academy  of  Otolaryngology 
Frederic  Ogren,  M.D. 

Dept.  Of  Otolaryngology,  University  Hospital 
42nd  & Dewey  Ave.,  Omaha,  NE  68132 

Nebraska  Allergy  Society 

Melvin  Hoffman,  M.D.,  President 
600  N.  Cotner,  #208,  Uncoln,  NE  68505 
Nebraska  Health  Care  /\ssocialion 
Patricia  Snyder,  Executive  Director 
3100  O St.,  Ste.  7,  Uncoln,  NE  68510 
Nebraska  Hospital  Association 
Harlan  Heald,  President 

1640  L Street,  Suite  D,  Uncoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Pat  Hoidal,  President 
8303  Dodge  Street,  Omaha,  NE  68114 
Nebraska  Medical  Association 

William  L Schellpeper,  Executive  Director 
1512  FirsTier  Bank  Bldg.,  Uncoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L Schellpeper,  Secretary 
1512  FirsTier  Bank  Bldg.,  Uncoln,  NE  68508 
Nebraska  Nurses  Association 

Doima  R.  Baker,  Executive  Director 
Suite  711,  941  O Street,  Uncoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bengstrom,  M D.,  Secretary 
215  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Bruce  Taylor,  M D. 

3145  O Street,  Uncoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P  , Executive  Director 
5440  South  St.,  Ste.  1200,  Uncoln,  NE  68506 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Jehangir  B.  Bastani,  M.D.,  President 
2730  Katy  Circle,  Uncoln,  NE  68506 
Nebraska  Radiological  Society 

Susan  Williams,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Rheumatism  Association 
Arthur  U Weaver,  M.D.,  President 
2121  So.  56th  St.,  Uncoln,  NE  68506 
Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
William  Heidrick,  M.D. 

P.O.,  Box  5363,  Uncoln,  NE  68505 
Nebraska  Society  of  Anesthesiologists 
Margaret  Moravec,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Uncoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
Todd  Sorensen,  M.D.,  President 
1512  FirsTier  Bank  Bldg.,  Uncoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Uncoln,  NE  68510 
Nebraska  Society  for  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Uncoln  funeral  Hospital 
2200  South  16th  St.,  Uncoln,  NE  68502 
Nebraska  State  Department  of  Health 
Gregg  Wright,  M.D.,  Director  of  Health 

301  Centennial  Mall  South,  P.O.  Box  95007,  Uncoln,  NE  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  No.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Uncoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kioeger,  M.D.,  President 
1111  S.  90th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #205-B,  Omaha,  NE  68114 
Physician  Referral  Program,  OfTice  of  Rural  Health 
Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  So.,  Uncoln,  NE  68509 
The  Poison  Center 
Childrens  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Paul  E.  CoIIicolt,  M.D.,  Lincoln  President 

Perry  T.  Williams,  M.D.,  Omaha President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L,  Schellpcpper,  Lincoln  Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

AMA  Delegates  — C.  J.  Comelious,  Jr.,  M.D.,  Sidney:  — 

John  D.  Coe,  M.D.,  Omaha:  — Louis  J.  Gogela,  M.D. 

Lincoln:  — Blaine  Y.  Roffman,  M.D.,  Omaha 
BOARD  OF  DIRECTORS 

Paul  E.  Collicott,  M.D.,  Chairman Lincoln 

Perry  T.  Williams,  M.D.,  Vice-Chairman Omaha 

Chris  C.  Caudill,  M.D.,  Secretary-Treasurer Lincoln 

Richard  A.  Raymond,  M.D.,  Past  President Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R.  Little,  M.D Hastings 

Stanley  F.  Nabity,  M.D.,  Grand  Island 

SCIENTIFIC  SESSIONS  COMMITl'EE 

Sushil  S.  Lacy,  M.D.,  Chairman Lincoln 

David  L.  Bacon,  M.D Kearney 

La^vTence  C.  Bausch,  M.D Lincoln 

Douglas  A.  Decker,  Jr.,  M.D Lincoln 

Robert  J.  Fitzgibbons,  Jr.,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Charles  D.  Gregorius,  M.D Lincoln 

William  A.  Shiffermiller,  M.D Omaha 

Richard  J.  Sitcher,  M.D Lincoln 

Wesley  G.  Willhelm,  M.D Omaha 
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James  M.  Carraher,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Joel  T.  Johnson,  M.D Kearney 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

COMMITTEE  ON  ILE/VLTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairman  Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice  Chairman  Omaha 

Charles  L.  Barton,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 
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Scott  G.  Rose,  \I.D Omaha 

Robert  C.  Fiosenlof,  M.D Kearney 

Joseph  D.  Verdirame,  M.D Omaha 
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David  J.  Hoelting,  M.D Pender 

Ernest  O.  Jones,  P.h.D Omaha 

Martin  R,  Lohff,  M.D Omaha 
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Chris  C.  Caudill,  M.D.,  Chairman Lincoln 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Stacey  D.  Goodrich.  M.D Tecumseh 

Roger  A.  Jacobs,  M.D Seward 

Kenneth  M.  Johnson,  M.D McCook 

Ronald  W.  Klutman,  M.D Columbus 

Dale  E.  Nlichels,  M.D Lincoln 

Michael  R Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shrinner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 


NMA  PRO  0\T:RVIEW  COMMIITEE 


Gordon  J.  Hmicek,  M.D.,  Chairman Grand  Island 

David  L.  Bacon,  M.D Kearney 

A.  H.  Bergman,  M.D Fremont 

Timothy  J.  Biga,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Richard  E.  Jackson,  M.D Pawnee  City 

M.  Jack  Mathews,  M.D Lincoln 

John  T.  McGreer,  III,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  C.  Sage,  M.D Omaha 
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COMMISSION  ON  LEGISLATION 

AND  GOVTERNMENTAL  AFFAIRS 

Ronald  W.  Klutman,  M.D.,  Chairman Columbus 
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Robert  F.  Shapiro,  M.D Lincoln 
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John  W.  Smith,  M.D Omaha 
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Joel  T.  Johnson,  M.D Kearney 
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R Michael  Gross,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 
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AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairman Grand  Island 
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Stephen  J.  Lanspa,  M.D Omaha 
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Herbert  A.  Hartman,  Jr.,  M.D Omaha 
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Jon  J.  Hirurichs,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 
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Kevin  D.  Nohner,  M.D Omaha 
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Jeffrey  L.  Susman,  M.D Omaha 
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COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chainnan  Kearney 

John  B.  Bryd,  M.D Neligh 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 
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Eric  W.  Pierson,  M.D Lincoln 
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Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Donald  J.  Pavelka,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  Wilhelm,  M.D Omaha 
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Dwaine  J.  Peetz,  M.D Neligh 
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James  H.  Elston,  M.D.,  Omaha 
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Robert  M.  Nelson,  M.D Omaha 

James  M.  Plate,  M.D Kimball 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  1512 
FirsTier  Bank  Building,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 
308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


PEDIATRICS 
Agnes  Gomes,  M.D. 

OBSTETRICS  • GYNECOLOGY  Karen  M.  Higgins,  M.  D. 
William  Gomes,  M.D.  Larry  J.  Marshall,  M.D. 

John  P.  Reilly,  M.D.  SURGERY 

James  V.  Reiss,  M.D. 

11-90 


LINCOLN,  cont 


NEBRASKA  HEART  INSTITUTE 

Supports  The 

Nebraska  Medical  Association 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Stephen  W.  Carveth,  M.D.  Herbert  E.  Reese,  M.D. 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  George  Papanicolaou,  M.D. 

R.  Kent  Jex,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-90 


LINCOLN 

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 

SURGERY  OF  TRAUMA 

GENERAL  SURGERY 

All  Board  Certified  by  American  Board  of  Surgery 

PAUL  E.  COLLICOn,  M.D.,  FACS  JOHN  I.  CHERRY,  M.D.,  FACS 

CHESTER  N.  PAUL,  M.D.,  FACS  RICHARD  M.  PITSCH,  JR.,  M.D.,  FACS 

Suite  1 00  — 4740  A Street  — Lincoln,  NE.  6851 0 

Day  or  Night  — Call; 

(402)  483-7825  or  1-800-633-5462 

11-90 


OMAHA 


Filkins  Eye  Consultants 


434  The  Doctors  Building 
4239  Farnam  Street 
Omaha,  NE  68131 
402/559-2020 

237  Eighty-One  Eleven 
Medical  Center 
8111  Dodge  Street 
Omaha,  NE  68114 
402/390-8100 


Diseases  And 
Surgery’  of  the  Eye 


John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D.  n.go 


NEBRASKA  HEART  INSTITUTE 

Supports  the 

ONCOLOGY  ASSOCIATES,  P.C. 

Nebraska  Medical  Association 
Cardiology  Consultants,  P.C. 

Walt  F.  Weaver  Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen  M.D.  Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D.  Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D.  Kamran  Ghalili,  M.D. 

DODGE  PROFESSIONAL  CENTER 
8601  West  Dodge  Road  — Suite  18 
Omaha,  Nebraska  68114 

HERBERT  A.  HARTMAN,  JR.,  M.D.,  FACP 

Medical  Oncology  & Hematology 

(402)  489-6554  or  1-800-MED-LINC 

Office  Phone:  Home  Phone:  Dial  M.D. 

(402)  391  -1 922  (402)  551  -7364  (402)  390-6786 

11-90 

11-90 
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Physicians’  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $15.00 
per  insertion,  for  an  advertisement  of  50  words  or  less.  .An 
additional  charge  of  25c  per  word  will  be  assessed  for 
advertisements  exceeding  the  50-word  limit,  ('opy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of 
publication.  Each  advertisement  will  be  removed  following 
its  first  appearance  unless  otherwise  instructed.  If  desired, 
advertisers  mav  utilize  a box  number  in  care  of  THE 
NEBRASKA  MEDICAL  JOCRNAL,  1512  KirsTier  Bank 
Bldg.,  Lincoln,  NE  68508. 

OTOLARYNGOLOGY  - BRAINERD,  MINNE- 
SOTA: Join  22  MD  multispecialty  clinic.  No  capi- 
tation. No  start-up  costs.  Two  hours  from  Min- 
neapolis. Beautiful  lakes  and  trees;  ideal  for  fami- 
lies. Call  collect/write  Curtis  Nielsen,  (218)  828- 
7100  or  827-4901,  P.O.  Box  524,  Brainerd,  MN 
56401. 

DERMATOLOGY  - BRAINERD,  MINNESOTA: 
Join  22  MD  multispecialty  clinic.  No  capitation. 
No  start-up  costs.  Two  hours  from  Minneapolis. 
Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  (218)  828-7100  or 
829-4901,  P.O.  Box  524  Brainerd,  MN  56401. 

PEDIATRICS  - BRAINERD,  MINNESOTA:  Join 
2 pediatricians  in  22  MD  multispecialty  clinic. 
No  capitation.  No  start-up  costs.  Two  hours  from 
Minneapolis.  Beautiful  lakes  and  trees;  ideal  for 
families.  Call  collect/write  Curtis  Nielsen,  (218) 
828-7100  or  829-4901,  P.O.  Box  524,  Brainerd, 
MN  56401. 

FAMILY  PRACTICE  OPPORTUNITY:  Current 
associate  leaving.  Central  Nebraska  city.  Con- 
tact Box  #38,  c/o  Nebraska  Medical  Journal, 
1512  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508 

FAMILY  PRACTICE  OPPORTUNITY:  In  Wausa, 
Nebraska  for  aggressive,  ambitious  family  physi- 
cian. Nearby  hospital.  Excellent  call  rotation  with 
other  physicians.  For  more  information  contact 
Leonard  Frodyma,  Administrator,  Osmond  Gen- 
eral Hospital,  402-748-3393. 


FAMILY  PRACTICE,  INTERNAL  MEDICINE, 
OB/GYN  AND  GENERAL  SURGERY  PRACTICE 
OPPORTUNITIES:  Rural  lake  country  commu- 
nity is  seeking  the  above  practitioners  to  join  an 
active  12  physician  multi-specialty  group.  Qual- 
ity, comfortable  living  environment,  multiple  rec- 
reational activities,  fine  educational  opportuni- 
ties and  cultural  activities  abound.  Opportunity 
includes  relaxed  call,  liberal  salary  and  excep- 
tional benefits.  Send  curriculum  vitae  or  inquir- 
ies to:  Lake  Region  Clinic,  P.C.,  Attn:  Joel  Rotvold, 
P.O.  Box  1100,  Devils  Lake,  ND  58301,  or  call 
collect  at  (701 J662-21 57  for  further  informa- 
tion. 


FAMILY  PRACTICE  - HOSPITAL  SPONSORED 
CLINIC  OPPORTUNITY:  Dynamic,  growth-ori- 
ented hospital  in  beautiful  North  Central  Wis- 
consin is  seeking  TWO  family  physicians  for  a 
new  clinic  facility  currently  being  constructed. 
The  administrative  burdens  of  medical  practice 
will  be  minimized  in  this  hospital-managed  clinic. 
The  hospital  has  committed  to  an  income  and 
benefit  package  which  is  significantly  higher 
than  similar  opportunities.  Package  includes  base 
income,  incentive  bonus,  malpractice,  disability, 
signing  bonus  and  student  loan  reduction/for- 
giveness program.  All  relocation  costs  will  be 
borne  by  the  hospital.  Please  contact  Dan 
McCormick,  President,  Allen  McCormick,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloom- 
ington, Minnesota  55435,  612-835-5123. 


INTERNAL  MEDICINE  - BRAINERD,  MINNE- 
SOTA: Join  7 internists  in  22  MD  multispecialty 
clinic.  No  capitation.  No  start-up  costs.  Two 
hours  from  Minneapolis.  Beautiful  lakes  and  trees; 
ideal  for  families.  Call  collect/write  Curtis  Nielsen, 
(218)  828-7100  or  829-4901,  P.O.  Box  524, 
Brainerd,  MN  56401. 
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Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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VASOTEC 


ENALAPRIL  MALEATE  MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapni  Maleate,  MSD)  is  contramdicaled  in  patients  «*tio  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  ar  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Trealeo  with  ACE  inhibitors,  including  VASOTEC  In  such  cases.  V/SOTEC  should  be  i romplly  discontinued 
and  the  pat  lent  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  to  the 
lace  and  lips,  the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  b^n  uselul  in 
relieving  symptoms  Anqioedeina  associated  with  laryngeal  edema  may  be  lalai  Where  there  is  involvement  ol 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous 
e^in^nrine  solution  1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  Itealed  with  VASOTEC  alone 
Patients  with  heart  lailure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst 
dose,  but  discontinuation  ol  therapy  lot  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  lollowed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  lailure  and/or  death,  include  those  with  the  lollowmg  conditions  O'  characlenstics  heart 
lailure.  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  Ihe  diuretic  (except  in  patients 
with  heart  lailure).  reduce  Ihe  diuretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  'herapy  with  VASOTEIT 
in  palients  at  risk  lor  excessive  hypotension  who  are  able  to  tolerate  such  adiustments  (See  PRECAUTIONS  Drug 
Interactions  and  ADVERSE  REACTfONS. ) In  patients  at  nsk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  lollowed  closely  lot  the  lirst  two  weeks  ol  trealmeni  and 
whenever  the  dose  ol  enalapni  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tail  in  blood  pressure  could  result  in  a myocardial 
inlarclion  or  cerebrovascular  accident  II  excessive  hypotension  occurs,  Ihe  patient  should  be  placed  in  the  supine 
position  and.  il  necessary,  receive  an  intravenous  mlusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  lurther  doses  ol  VAS()TEC  which  usually  can  be  given  without  dillicully  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neulropenial Agranulocytosis  Another  ACE  inhibitor,  caplopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  Irequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  trom  climcaT Inals  ol  enalapni  are  ir  sulticieni  to  show  that 
enalapni  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapni  cannot  be  excluded  Periodic  monitoring  ol 
while  blood  cell  counts  m patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renin-argiotensm-aidosterone 
system,  changes  m renal  tunction  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  tailure 
whose  renal  function  may  depend  on  the  activity  ol  Ihe  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  crealmine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapni  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  tew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  tailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  m blood  urea  and  serum  creatinine  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  m patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  lailure  should  always  include  assessment  ol  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  of  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  m heart  failure,  hyper- 
kalemia was  observed  in  3 8%  of  palienfs.  but  was  not  a cause  tor  discontinuation 
Risk  factors  for  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant 
use  ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  interactions.  ) 

SurgerylAnesIliesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension 
enaTapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlomialion  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  hrst  dose  of  enalapril. 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  spptoms  suggesting  angioedema  (swell- 
ing of  lace,  extremities,  eyes.  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  lo  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lighiheadedness,  especially  during  the  first  tew  days  ol  therapy  II 
actual  syncope  occurs,  the  patients  should  be  lold  to  discontinue  Ihe  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  m blood 
pressure  because  ol  reduction  in  fluid  volume  (JIher  causes  of  volume  deplelion  such  as  vomiting  or  diarrhea  may 
also  lead  lo  a tali  m blood  pressure,  patients  should  be  advised  lo  consult  with  the  physician 
Hyperkalemia  Patients  should  be  lold  not  lo  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ot  inleclion  (e  g . sore  throat,  lever)  which  may 
be  a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  intormalion 
IS  intended  lo  aid  in  the  safe  and  effective  use  ol  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  etfects 
Dmg  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy 
with  enalapril  The  possibility  of  hypotensive  ellecis  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diurelic  or  increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  II  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  OOSA(3E  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  anlihypertensive  effect  ol  VASOTEC  is  augmented  by  anlihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adrenerqic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  ihiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g . spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  signilicani  increases  in  serum  potassium  Therefore,  il  concomi- 
fant  use  ol  these  agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  Irequeni  monitoring  ot  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium,  including  ACE  innibitors  A few  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  ol  both  drugs  II  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  il  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  no  lelotoxicity  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ol  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity.  expressed  as  a decrease  in  average  letal  weight,  occurred 
in  rats  given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mg«g/day  or  more  ^nne  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ol  3 and  10  mg/ 
kg/day.  but  not  at  31)  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  found  to  cross  the  placenta  lollowmg  administration  ol  labeled  enalapril  lo  pregnant  hamsters 
There  are  no  adequate  and  well-contrqlled  studies  of  enalapril  in  pregnant  women  However  data  are  available  that 
show  enalapril  crosses  Ihe  human  placenta  Because  the  risk  ol  fetal  toxicity  with  Ihe  use  ol  ACE  inhibitors  has  not 


been  clearly  delmed.  VASOTEC*  (Enalapril  Maleate  MSD)  should  be  used  during  pregnancy  only  it  Ihe  potential  ben- 
efit luslilies  the  potential  risk  lo  Ihe  letus 

Posimarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  lollowmg  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  lirsi  trimester  ol  pregnancy  has  nol  been  reporled  lo  ailed  lelai  outcome  adversely 
Fetal  exposure  during  Ihe  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  telal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ol  pregnancy.  Ihere  have  been  reports  ol  hypotension  and 
decreased  renal  perfusion  in  Ihe  newborn  Oligohydramnios  m The  mother  has  also  been  reporled  presumably  repre- 
senting decreased  renal  function  m Ihe  letus  Infants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  II  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perlusion  wi(h  Ihe  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it 
IS  not  clear  whether  they  are  related  lo  ACE  inhibition  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  lollowmg  administration  ol  ’*C  enalapril  maleate  II  is  nol 
known  whether  this  drugis  secreTed  in  human  milk  Because  many  drugs  are  secreted  in  human  milk . caution  should 
be  exercised  when  VASOTEC  is  given  lo  a nursing  mother 
Pedialric  Use  Safely  and  effectiveness  in  children  have  not  been  established 


Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safely  m more  than  10,(X)0  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  m controlled  clinical 
Inals  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  conlrqlled  trials  were  headache  (5  2%),  dizziness 
14  3%).  andtaligue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%).  rash  (1 4%),  cough  (1 3%),  orthostatic  eltects  (1 2%).  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
ness (7  9%).  hypotension  (6  7%),  orthostatic  eflecls  (2  2%).  syncope  (2  2%).  cough  (2  2%).  chest  pain  (2 1%).  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  palients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  laligue  (i  8%).  headache  (1 8%).  abdominal  pain  (1 6%).  asthenia  (1 6%).  orthosta- 
tic hypotension  (1  6%).  vertigo  (1  6%),  angina  pectoris  (1  5%).  nausea  (1  3%).  vomiting  (1  3%),  bronchitis  (1 3%). 
dyspnea  (1 3%),  urinary  tract  infection  (1 3%),  rash  (1 3%).  and  myocardial  infarction  (f  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  lo  1%  of  patients  with  hypertension  or  heart  tailure  in  clinical  Inals  in  order  ol  decreasing  seventy  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarclion  or  cerebrovascular  accident,  possibly  secondary  lo  excessive 
hypotension  in  high-risk  palients  (see  WARNINGS,  Hypotension),  pulmonary  embolism  and  inlarclion.  pulmonary 
edema,  rhythm  disturbances,  atrial  librillalion.  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  laundice),  melena,  anorexia  dyspepsia,  con- 
stipation. glossitis,  stomatitis,  dry  mouth 
Musculosketaat  Muscle  cramps 


NervousJPsychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure.  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory  Bronchospasm.  rhinorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  inlection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme.  urticaria,  pruritus,  alopecia,  Hushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA  an  elevated  erythrocyte  sedimentation  rate, 
arthrafgias/arthritis,  myalgias,  lever,  serosilis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  maniteslalions 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%),  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  ot  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  Ihe  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  of  palients 
following  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  ther- 
apy in  01%  ot  hypedensive  patients  In  heart  failuii  pauerils  hypotension  occurred  m 6.7%  and  syncope  occurred  in 

2 2%  ol  patients  Hypotension  or  syncope  was  a Jac*  (DiWfil  rul  or'  of  therapy  in  1 9%  of  patients  with  heart 

lailure  (fe WARNINGS.)  ^ 

Ctinicat  Laboratory  Test  Findings 

Sentm  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 
Creatinine.  Blood  Urea  Nitrogen  In  controlled  gir'or  increases  in  blood  urea  nitrogen  and  serum  cre- 

atinine. reversible  upon  discontinuation  ol  therat/ IPt^sMed/j  about  0 2%  of  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  r-insn^ceiving  concomitant  diuretics  or  in 

patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  pMnll^flwEirt  failure  who  were  also  receiving 
diuretics  with  or  wilhoul  digitalis,  increases  in  blood  urea  nitrogen  or  seruWmBtiniiie.  usually  reversible  upon  dis- 
continuation ol  VASOTEC  and/or  akherjconcomilanl  diuretic  therapy,  were  observed  m about  11%  ot  patients 
Increases  in  blood  urea  nitrogen  or  ilRIpineAaia  cause  lor  discontinuation  in  1 2%  ol  patients 
Hemoglobin  and  Hematocrit  Small  aecrea'seVm^MfliJ^Vi’  fff  SB^atocnt  (mean  decreases  ol  approximately 

03  g%  and  10  vol%.  respectively)  oaur  frequently  in  eeheMfypftwfty^  failure  patients  treated  with 
VASOTEt;  but  are  rarely  of  clinical  imporlance  unless  another  cause  ol  ai¥ifte'(/3cists  In  clinical  Inals,  less  than 
0.1%  ot  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported.  A lew  cases  ol  hemolysis  have  been  reported  in  patients  with  (56PID 
deficiency 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administralion:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC  The  diuretic  should,  il  possible,  be  dis- 
conlinued  for  two  to  three  days  belore  beginning  therapy  with  VASOTEO  to  reduce  the  likelihood  of  hypotension.  (See 
WARNINGS ) II  the  patient's  blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  for  at  least 
two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TI()NS,  Drug  Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a smg(e  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  Ihe  antihypertensive  effect  may  dimmish  toward  the  end  ol  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  lo  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypedensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  of  up  to  approximately  3 mg/dLI  For  patients 
with  creatinine  clearance  30  mL/min  (serum  creatinine  ^ 3 mg/dL).  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily 
Head  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starling 
dose  IS  2 5 mg  once  or  twice  daily  After  Ihe  initial  dose  of  VASOTEC,  thepatieni  should  be  observed  under  medical 
supervision  lor  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARN- 
INuS  and  PRE()AUTIONS.  Drug  Interactions.)  If  possible,  the  dose  of  the  diuretic  shduld  be  reduced,  which  may 
diminish  the  likelihood  ol  hypotension  The  appearance  of  hypotension  after  Ihe  initial  dose  ol  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  Ihe  drug,  lollowmg  effective  management  ol  the  hypotension  The 
usual  therapeutic  dosing  range  tor  the  treatment  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  elfeclive  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg,  me  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  m patients  with 
severe  heart  failure  (NYHA  Class  m.  palients  were  treated  with  2 5 lo  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacnaynamics  and  Clinical  Eltects.)  Dosage 
may  be  adiusled  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS.) 


Dosage  Adjustment  in  Patients  with  Head  Failure  and  Renal  ImpairmenI  or  Hyponatremia  In  palienis  with  heart  lailure 
who  have  nyponalremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initi- 
ated al  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AN6  ADMINISTRATION.  Head 
Failure.  WARNINGS,  and  PRECAUTIONS.  Drug  Interactions ) The  dose  may  be  increased  td  2 5 mg 
bid.  then  5 mg  b I d and  higher  as  needed,  usually  at  intervals  of  lour  days  or  more,  it  at  Ihe  lime 
of  dosage  adiusiment  there  is  not  excessive  hypotension  or  signilicani  deferioration  ol  renal  func- 
tion The  maximum  daily  dose  is  40  mg 

For  more  detailed  intormalion.  consult  your  MSD  R^resenlalrve  or  see  Prescribing  Intormalion.  Merck 
Stop  & Dohme.  Division  ol  Merck  &Co.lt€.  Rte/  Point.  PA  j9vS6iR2t8i9) 
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HYPERTEfN^ION  ITSELF 

VASOTEC  is  genepally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

WiSOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effea  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brieffimimarv  of  Prescribing  information, 
please  see  the  last  page  of  this  advertisement. 
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